Confusion among Physicians
Regarding the Use of Psychotropic Medications

What Drugs Are We Talking About?

1) Medications in Florida Safe Families Network (FSFN) Psychotropic Medications
Report, June 5, 2009 (Attachment 1)
Note: also included are any “’Other’ medication that is documented as having
been prescribed for psychotropic purposes.” “The list...should not be interpreted
as an all inclusive list of psychotropic medications.”

2) Okaloosa and Bay Counties List (Attachment 2)
3) Other References (e.g. WebMD in Escambia County)
No listings for “Psychotropic” or “Psychotherapeutic”

Listings for “Psychosis”
No listing for “Oppositional Defiant Disorder”

What Conditions Are We Treating?

1) Department of Children and Families: For purposes of determining the need to seek
informed consent or a court order and guiding the input of information into the Department’s
Florida Safe Families Network (FSFN) data system, psychotropic medication is defined as any
chemical substance prescribed with the primary intent to treat disturbances of reality testing,
cognitive impairment, mood disorders and emotional dysregulation. The medications
include, without limitation, the following major categories:

(1) Antipsychotics
(2) Antidepressants
(3) Sedative Hypnotics
(4) Lithium
(5) Stimulants
(6) Non-stimulant Attention Deficit Hyperactivity Disorder medications
(7) Anti-dementia medications and cognition enhancers
(8) Anticonvulsants and alpha-2 agonists
(9) Any other medication used to stabilize or improve mood,
mental status, behavior, or mental illness. (emphasis added)

Additionally, for purposes of determining the need to seek informed consent or a court order and
guiding the input of information into the Department’s FSFN system, psychotropic medication
for the purposes of this definition includes such medication when used for other medical
purposes.




2) Big Bend Community Based Care Policy & Procedure “Consent for Psychotropic
Medication” p. 3, #2. (Attachment 3)
“T understand that a psychotropic medication means a prescription medication that is used for the
treatment of mental disorders and includes, without limitation, antihypnotics, antipsychotics,
antidepressants, anxiety agents, sedatives, psychomotor stimulants, and mood stabilizers.”
(physician attestation)

3) Treating Physician: (personal communication)
Per my D/W Judge herein ............. , the operative word here is psychotropic. If the child has a
psychiatric/behavioral disorder/diagnosis and the medication is being used for
psychotropic/behavioral modification purposes, the procedure for consent as contained in the
Florida statue is to be followed. If the child has a seizure disorder/epilepsy and is being treated
with an anticonvulsant medication for control of the seizures, it is NOT necessary to go through

the process for psychotropic medication use (even if the drug is on the psychotropic medication
“list™).

The FSFN Psychotropic Medications list contains drugs used primarily to treat seizures, bed-
wetting, and Tourette’s.

Who Are We Serving?

F.S. 39.407 “Any child...removed from the home and maintained in an out-of-home
placement...”

Children in Children’s Medical Services (CMS) clinics typically are initially evaluated
and treated, then reevaluated every 1-6 months depending on the stability of their condition.
During those visits, their medical progress (or lack thereof) is documented, blood levels of
medication (where appropriate) are determined and dosages are titrated as needed. Most
importantly, “no-shows” are vigorously pursued.

Medical Homes for Children in Foster Care — DRAFT (Attachment 4)

Definition of Medical Home: Continual and comprehensive care that is managed and
coordinated by a primary health care provider. Primary care is defined as comprehensive, first-
contact, acute, chronic, and preventive care across the life span, delivered by a team of
individuals lead by the patient’s personal health care provider. The attributes of a medical home
include

e Accessible care (nearby and timely);
e Available 24 hours a day through a means that allows for the rendering of clinical
decision — and where the emergency room is not routinely used for regular care




Ability to maintain primary health care provider without disruptions due to administrative
procedures such as changes in assignment or breaks in eligibility

Coordinated, including referral and scheduling of appointments that consider constraints
of the family and are based on a treatment plan; the maintenance of all health information
on the child and ability to transfer such information without difficulty. The use ofa
single comprehensive medical record, including a treatment plan is critical to the overall
management of the child’s care and reduction of patient errors.

Comprehensive — preventive care, including health education and management of chronic
illnesses either by the primary health care provider or in coordination with specialists and
other health providers.

Family-centered and culturally competent — This is a partnership between the medical
home and the family and recognizes the culture the family comes from and lives in. The
care is tailored to meet the needs and preferences of the families within the context of
quality care.

The four cornerstones of the medical home model are:

1) Primary care,

2) Family-centered care

3) New-model practice (practice-site quality and efficiency improvements)

4) Payment reform. For the purposes of Florida’s foster care system, we will focus on
the first two cornerstones.

Selection of a Medical Home:

1.

W

For the purposes of this project; each foster child (others?) shall have a primary care
provider who meets the Children’s Medical Services Network Credentialing Criteria.
The providers are board-certified in pediatrics, family medicine, internal medicine (for
children over the age of (?)16. ARNPs and Physician Assistants are also credentialed by
the CMS Network as primary care providers.

A list of contracted programs, primary contacts, and a list of credentialed providers will
be provided to DCF staff (? Appropriate term) to use in selecting primary care providers.
All of the CMS Network providers currently accept Medicaid.

It is suggested that the foster care children who had been assigned to an HMO prior to
placement remain with that HMO if it exists in the service area. Otherwise, the child
shall be assigned to a MediPass provider in order to promote continuity of care if the
child moves from foster home to foster home.

The CMS Primary Care Program and CMS provider liaisons are available to work with
the DCF staff in recruiting additional providers.

The primary care provider will be assisted by health care coordinators.

To provide family-centered care for the foster child, the primary care provider, assisted
by staff as needed, would include the foster family/ legal guardian, the case manager, and
the birth parents (to the extent allowed), in medical decision making. This collaboration
will not only occur in the office during the provision of care, but the primary care staff
will communicate medical decisions to the foster child’s case manager for dissemination
to the birth family and inclusion in the case file as needed.




Minimum Criteria for Operation of the Medical Home:

1.

All foster care children shall receive a comprehensive medical assessment through the
primary care provider within 72 hours of placement (? real term) and a comprehensive
behavioral assessment by a qualified professional within 96 hours of placement (? real
term)

The primary care provider shall maintain a comprehensive medical record on the child
that includes a treatment plan, medication list, medical supply list, allergies, and other
important information that addresses the overall health status of the child and care of the
child.

The care coordinator will assist with coordinating health care appointments and working
with the DCF case manager.

If the child qualifies for the CMS Network based on a clinical screening, the family may
be offered the choice of the CMS Network for the child’s physical health care.

. If the child qualifies for the Medical Foster Care Program, the operational procedures of

the program will be applied (note: children in the medical foster care program are in the
CMS Network).

Should the child’s care be transferred to another primary care provider, the medical home
team (physician and care coordinator), in coordination with the DCF case manager will
be responsible for assuring that the medical information is complete and transferred
quickly to another primary care provider.

Recommendations:

1) Treat the child, not the chart.

2) Treat the condition, not the drug list.

3) Consider that less physician paperwork may lead to greater patient care.

4) Improve foster parent training and observation skills

5) Remember the Chinese proverb:

Govern a family as you would cook a small fish-very gently.




Medications in FSFN:

Abilify

Adderall
Alprazolam
Amitryptyline
Amoxapine
Amphetamine
Anafranil
Aripiprazole
Asendin

Ativan
Atomoxetine
Buprupion
Buspar
Buspirone
Carbamazepine
Celexa
Chlordiazepoxide
Chlorpromazine
Citalopram
Clomipramine
Clonazepam
Clozapine
Clozaril
Concerta

Cylert
Cymbalta
Dalmane
Depakene
Depakote
Desipramine
Desyrel
Dexedrine
Dexmethylphenida
te
Dextroamphetamin
e

Diazepam
Divalproex
Sodium
Doxepin
Duloxetine
Elavil
Escitalopram
Fluoxetine
Fluphenazine
Flurazepam

Fluvoxamine
Focalin
Gabapentin
Gabitril
Geodon

Halcion

Haldol
Haloperidol
Imipramine
Isocarboxazid
Keppra
Klonopin
Lamictal
Lamotrigine
Levetiracetam
Lexapro

Librium

Lithium

Lithobid; Eskalith
Lorazepam
Loxapine
Loxitane

Luvox

Marplan

Mellaril
Mesoridazine
Methylphenidate
Mirtazapine
Moban
Molindone
Nardil

Navane
Nefazodone
Neurontin
Norpramin;
Pertofrane
Nortriptyline
Olanzapine
Orap (Pimozide)
Oxazepam
Oxcarbazepine
Pamelor; Aventyl
Parnate
Paroxetine

Paxil

Pemoline

Perphenazine
Phenelzine
Prolixin
Protriptyline
Prozac; Sarafam
Quetiapine
Remeron
Restoril
Risperdal
Risperidone
Ritalin

Serax
Serentil
Seroquel
Sertraline
Serzone
Sinequan
Stelazine
Straterra
Tegretol
Temazepam
Thioridazine
Thiothixene
Thorazine
Tiagabine
Tofranil
Topimax
Topiramate
Tranylcypromine
Trazodone
Triazolam
Trifluoperazine
Trilafon
Trileptal
Valium
Valproic Acid
Vivactil
Wellbutrin; Zyban
Xanax
Ziprasidone
Zoloft
Zolpidem
Zyprexa

Attachment 1

Other Children’s
Psychotropic
Medications:

Adderall XR
Cibalith-S
Effexor

Lithium Citrate
Metadate ER
Methylphenidate
Venlafaxine




Okaloosa and Bay County’s Medication List Attachment 2
N Children's Psychotropic Medications

NAME GENERIC NAME TRADE AGE|TYPE
, NAME

Adderall amphetaming Adderall |3 + [Stimutant

Addarall XR Amphatamine Adderall XR|6 + [Stimulant

‘ (extended release) |

amphetamine amphetaming Adderall |3 + [Stimulant

{Amphetaming Amphetamine Adderall XRj6 + |Stimulant

(extendled release) |(extended release) ,

Anafranil lclomipramine Araframil 110 |Antidepressant/ Antianxiety

| +  [(for OCD)

atomoxeting atomoxetine Straptera |5+ |Non Stimulant for ADHD

bupraplon bupropion Wellbutrin [18  |Antidepressant/ Antianxiety
+

BuSpar busplrone BuSpat 18 |Antldepressant/ Antianxiety
i

buspirone buspirone BuSpar 18 |Antidepressant/ Antlanxiety

carbamazepine  |carbamazepine | |Tegretel  [any [Mood Stabilizing
age ((for selzures)

Cihalith-% {ithium cltrate Clhalith-S |12 [Mood Stabilizing
"

clomipramine clomipraming Anafranil |10 |Antidepressant/ Antianxiety
4+ {for OCD)

clozapine |clozapine Clozarl |18 |Antipsychatic

. _ (atypical) |+
Concerta iMathylphenidate  |Concerta |6 + [Stimulant
(long acting) _
Cylert* petnoline Cylert# 6 -+ |Stimulant *Potentlal serious side effects -

affecting liver - not ordinarily considered
as 1st fine drug therapy for ADHD.

Depakote valprole acld Depakote |2 + |Mood Stabilizing
_ (for selzures)
Dexadring dextroamphetamine {Dexedrine |3 + [Stimulant

dexrnethylphenidate|dexmethylphenidatejFocalin 6 -+ |Stimulant

daxtroamphetamine |dextroamphetamine|Dexedrine |3 + Stimulant

Deéxtrostat dextroamphetamine Dextrostat |3 + Stimulant

doxepin doxepin Sinequan |12  JAntidepressant/ Antianxiety
e

Effexor Tvenafaxine  |[Effexor |18 |Antidepressant/ Antianxiety




Eskalith lithium carbonate  |Eskalith (12 |Mood Stabfizing
: +
fluoxetine flupxeting Prozac 18  [Antidepressant/ Antianxiety
, (SSRIY +
fluvoxamine fluvoxamine Luvox 8§ 4+ |Antidepressant-Antianxiety
, {55R1) i(for OCD)
Facain dexmethylphenidate|Focalin |6 + [Stimulant
Haldol haleperidol Haldol 3 + [Antipsychotic
haloperidol haloperidol Haldol 3 + |Antipsychotic
imipramine imipramine Tofranil |6 + |Antidepressant/ Antianxiety
7 (for hadwetting)
Tthium carbonate  [ithium carbonate  [Eskalith |12 [Mood Stabilizing
..j.
ithium carbonate Tiithium carbonate  |Lithobid |12 [Mood Stabilizing
+
Hithium citrate lithium citrate Cibalith-8 {12  [Mootl Stabilizing
+
Lithobitl lithium carbonate  |Lithobld |12 [Mood Stabilizing
+
Luvox fluvoxamine Luvox 8 + |Antidepressant/ Antianxiety
{$SR1) (SSRI} (for OCD)
Mellaril thioridazine Mellaril 2 -+ [Antipsychotic
Metadate ER methyiphenidate  [Metadate |6 + |Stimulant
{extended release) |ER A
methylphenidate  jmethylphenidate  |Ritalin 6+ (Stimulant
methylphenidate  |methylphenidate  [Metadate 6 + [Stimulant
(extended release) |(extended reloase) |ER
Methylphenidate  [Methylphenidate  |Concerta |6 -+ |[Stimulant
(long acting) (long #cting)
nefazorone nefazodone Serzone 118 |Antidepressant/ Antianxiety
(SSRI) +
olanzapine lolanzapine Zypraxa |18 JAntipsychotic
(atypical) 1+
Qrap pimozide Orap 12 {Antipsychotic
+  |(for Tourette's syndrome - Data for age
‘ 2+ Indicate similar safety profile)
paroxeting paroxetine Paxil 18 |Antidepressant/ Antlanxiety
(SSRI) -
Paxil paroxeting Paxil 18 [Antidepressant/ Antlanxiety
{SSRI) (S5R1) o+ B
permoline pemoling Cylert* |6 + [Stimulant *Potential serious side effects -
affecting liver - not ordinarily considerad
as 1st-line drug therapy for ADHD,




pimozide pimozide Qrap 12 |Antipsychotic
+  |(for Tourette's syndrome - Data for age
, 2+ Indicate similar safety profile)
Prozac fluoxetine Prozac 18 JAntidepressant/ Antianxiety
[(SSRD) (88RT) +
quetiapine quetiaping Seroquel |18 [Antipsychotic
(atypical) |+
Risperdal risperidone Risperdal |18 |Antipsychotic
(atyplcal) o (atypical) |+
Hisperidong risperidone Risperdal |18 Antipsychotic
~ |(atypical) |+
Ritalin ~ |mathylphenidate  1RItalin 6 + |Stimulant
Seroguel cuetiapine Seroquel |18 |Antipsychotic
(atypical) i (atyplcal) |+ ,
sertraling sertraline Zoloft 6 + |Antidepressant-Antianxiety
(SSRI) (for OCD)
Serzone nefazodone Serzong |18  |Antidepressant/ Antianxiety
(SSRI) (SSRD) I*
Sinequan idoxepin Sineguan |12 |Antidepressant/ Antlanxiety
+
Strattera atomoxetine Strattera |6 <+ [Non-stimulant for ADHD
Tegretol carbamazeplne Tegretol  lany |Mood Stabilizing
, age |(for seizures)
thiotidazine |thioridazihe Mallarll 2 + JAntipsychotic
Tofranil imipramine Tofranll |6 + |Antidepressant-Antianxiety
3 (For badwetting)
valprole acid valprolc acid Depakote 12 + |Mood Stabilizing
, (for sglzures)
venlafaxine venlafaxing {Effaxor 18 |Antidepressant/ Antianxiety
wfs
Wellbutrin (huprapion welibutrin {18  |Antidepressant/ Antianxiety
+
Zoloft sartraling Zoloft 6 4+ |Antidepressant-Antianxiety
(S5RT) (SSRI) (for OCD)
Zyprexa [olanzapine Zyprexy |18 |Antipsychotic
(atypical) (atypleal) |+

* m benzodiazepine




Attachment 3

Big Bend Community Based Care
Policy & Procedure

Series: 300 Medical and Behavioral Mealth Care

Policy Name: Consent for Psychotropic Medication

Policy Number: 30

Origination Date:  (3/08/09 Revision Date
Regulation: 38.407 F.8.

65C-28.016 F.A.C.

CFOP 175-98
Attachments: Preseribing Physician’s Medical Report,

Express and Informed Parental Consent for the Administration of
Psychotroplc Medications

Policy

Itis the policy of BBCBC to mandate contracted CMOs ensure the proper administration of
psychotropic medications to a child in the custody of the Department of Children and Families
(DCF} will be completed only with the appropriate signed authorizations, according to clearly
defined procedures for ongoing medication management and reviewed by a qualified physician.

Procedure

1.

The administration of psychofropic medication to a child in the physical or temporary
custedy of DCF must have documented parental approval or Court ordered approval
prior to administrating the medication, unless the altending physician considers the
situation an emergency and documents in the medical record that the medication was
needed to ensure the child's health and well being.

Upon learning that a child in the custody of DCF has a prescription for psychotropic
medication the Dependency Case Manager (DCM) will obtairya Prescribing Physicians

‘Medical Report (PPMR; see attached) and arrange for the parent and physician to

discuss the treatment plan. The DCM will facilitate the parent and physician to
complate, sign and date the Express and Informed Parental Consent for the
Administration of Psychotropic Medication form (see attached), which will be filed with
Children’s Legal Services (CLS), and the Court,

If the parental rights of the parent have been terminated, the parent's location or identity
is unknown or can not reasonably be ascertained, or the parent declines to give express
and informed consent, the DCM, after consultation with the prescribing physician and
obtaining a copy of the PPMR will seek assistance from CLS to obtain court
authorization.

Psychotropic medications may be administered in advance of a court order in hospitals,
Crisis Stabilization Units {CSU) and in Statewide Inpatient Psychiatric Programs (SIPP).
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Big Bend Community Based Care
Policy & Procedure

Within three (3) working days after the medication is initiated, Court authorization must
be sought. See the attached form to be flled with the court

5 The parents will be nofifled as soon as possible after the treatment is infliated.

5. The assigned DCM is responsible for ensuring that that the caregivers are fully informed
about the meadication, possible side effects, and the proper administration, based on
information provided by the prescribing physician.

7. The DCM will work with the CLS attorney fo notify the court should there be any
prescribed changes in medication, including brand name and dosage.

8. All administered psychotropic medications will be entered into FSFN by the DCM within
48 hours of the parental consent or Court approval of the medication. Updates,
including changes in dosage or physician prescribed cessation of the medication will be
added to FSFEN within the same timeframe.

9. The DCM or other designee will attend medication reviews as required by the
prascribing physician andfor agency.
10. Psychotropic medications will be dispensed by designated caregivers only.

41. If a child on psychotropic medication is removed from a foster placement and placed in
another home it is the responsibllity of the DCM transporting the child to obtain the
current medication(s) in its botlle with original labeling and any additional writien
prescriptions and transport to the new placement.

Approved By:

Mike Watkins, Chief Executive Officer Date
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Big Bend Community Based Care
Policy & Procedure

EXPRESS AND INFORMED PARENTAL CONSENT FOR THE ADMINISTRATION OF
PSYCHOTROPIC MEDICATION

CASE NO:

CHILD’S NAME: DOB:

I, , am the Mother/Father of , and

acknowledge that the following information has been provided and explained to me:

1. A psychotropic medication has been prescribed by a physician for my child

. The medication(s) is/are:

, and is/are prescribed in the following

dosage:

2. |l understand that a psychotropic medication means a prescription medication that is
used for the treatment of mental disorders and includes, without limitation,
antihypnotics, antipsychotics, antidepressants, anxiety agents, sedatives,

psychomotor stimulants, and mood stabilizers.

3. | have been advised that my child is diagnosed with the following:

, and have been advised of my child’s

symptoms and/or behaviors.

4. | have been provided the opportunity to consuit with the prescribing physician or
have been provided with the prescribing physician’s medical report and the
opportunity to consult with the prescribing physician or other qualified medical

personnel.

5. lunderstand the reason for the treatment, the purpose of the treatment, and the
nature of the proposed treatment. | have been advised as to the length of time my
child may need to take the medication(s), and have been advised of alternative

treatment modalities.
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Big Bend Community Based Care
Policy & Procedure

6. | have been informed of the side effects, risks, drug-interaction precautions, possible
side effects of stopping the medication, and contraindications of the medication(s),

and how treatment will be monitored.

7. 1 have been informed that the following additional medical, mental health, behavioral,

counseling, or other services are recommended for my child:

8. Pursuant to the provisions set forth in Fla. Stat. 39.407, | understand that | may
revoke, either orally or in writing, my consent to this treatment at any time. | further
understand that the Department of Children & Families and/or BBCBC has the right
to obtain court authorization to continue this treatment should | withdraw my consent |
and that the medication(s) may continue to be administered pending the court
hearing if the prescribing physician or such other qualified medical personnel

determines that discontinuing the medication may cause significant harm to my child.

Date . Physician (or designee)

Date Parent

Witnessed By:

Date Withess
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Big Bend Community Based Care
Policy & Procedure

Child’s Name:

DOB:

PRESCRIBING PHYSICIAN'S MEDICAL REPORT

| am a licensed physician in the State of Florida and pursuant to the provisions of Fla. Statute
39.407 recommend the following psychotropic medication(s) be administered to the child named
herein, and in support of my recommendation state the following:

1. 1 have reviewed all medical information concerning the child which has been

provided to me.

2. The child is diagnosed with the following

3. A description of the child’s symptoms and/or behaviors is as follows:

4. | recommend the child be given the following medication(s):

5. | recommend the medication(s) listed in paragraph 3 above be administered in the

following dosage:

6. The nature and purpose of the medication(s) is to treat the following:

7. 1 expect the child will need to take this medication for the following length of time:
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Big Bend Community Based Care
Policy & Procedure

8. Recognized side effects, risks, drug-interaction precautions, possible side effects of

stopping the medication, and contraindications of the medication(s) are as follows:

9. The medication prescribed herein will replace or supplement another currently
prescribed medication(s) or treatment(s).
Yes No

If yes, the following explanation is provided:

10. The psychotropic medication listed in paragraph 2 at the dosage in paragraph 3 is
appropriate for treatment of the child's diagnosed medical condition, as well as the
behaviors and symptoms the medication, at its prescribed dosage, is expected to
address.

11. | recommend the following additional medical, mental health, behavioral, counseling,

or other services be provided to the child:

12. The information contained in this report was explained to the child, if age

appropriate, and to the child’s caregiver.

13. If delay in providing the prescribed psychotropic medication would more likely than
not cause significant harm to the child, the following specific reasons why the child
may experience significant harm and the nature and extent of the potential harm is
as follows:
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Big Bend Community Based Care
Policy & Procedure

Based upon the reasons stated, | recommend the medication be provided to the child in
advance of the issuance of a court order. (The Department must submit a motion seeking
continuation of the medication and the physician’s medical report to the court, the child’s
guardian ad litem and all other parties within 3 working days after DCF commences providing
the mediation to the child. The Department shall seek the order at the next regularly scheduled
court hearing required under this chapter or within 30 days after the date of the prescription,
whichever occurs sooner. If any party objects to DCF’s motion, the court shall hold a hearing
within 7 days).

Prescribing Physician’s Name:

Prescribing Physician’s Address:

Prescribing Physician’s Specialty/Licensure:

Prescribing Physician’s Signature

Date
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PHYSICIAN'S AFFIDAVIT
REQUEST TO ADMINISTER PSYHOTROPIC MEDICATION

To Be Completed By Certifying Physician
(PLEASE WRITE LEGIBLY)
Referance: Chapter 38,407, Florida Statutes (2008)

ly | sertify that, in my best professional judgment, there is a2 need to prescribe
psychotropic medication for the child

(CRid's Name and Date of Birth)

Iy Name of the psychotropic medication:

1} Range cf the prescribed dosage:

IVv) Diagnosed condition for which the medication is being
prescribed:

V) | have/have not (circle one) reviewed all medical information concerning the
child which has been provided to me. If not, please explain:

V1) The psychotropic medication prescribed, at its prescribed dosage, is
appropriate to treat the child's dizgnosed medical condition.

vil) A description of the behaviors and symptoms this medication, at its
prescribed dosage, i expecied to address 1s a8 follows:

Vill) A description of the nature and purpose of the treatmant, recognized side
effects, risks, and contraindications of the madication; drug interaction
precautions; the possible side effects of stopping the medications is as follows:
(This information may be provided in an attachment).
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1X) The child's treatment will be monitared as follows:

—

e Rt RS

(X) An explanation of the foregoing has/nhas not (circle one) been provided o the
child, if age appropriaie, and the child's caregiver. if no, please explain:

e i

(< | am legally authorized to practice medicine/osteopathy in the State of
Florida.

| declare under penalty of perjury that the foregoing is true and correct.

Signature of Physiclan Date

Address of Physiciarn:
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PSYCHOTH ERAPEUT": Fhone MNombar,
MED]CATION TREATMENT Chiid's Momis:

. P LAN Puta/Time of Office Visit:
BECTION 1: DEMOGRAPHIC INFORMATION (to he completed by the Child Case Manager/ Ghild Welfare Worket)
c;\\h:-lﬁg 0 Date of Offtss Vizly
Addreas;
Chijd's Date of Bifth; Age: QEF DinrtoyReglon;

Phone Number:

tarn Manager/Child Welfare Stafl
Phans Number;

Case Manager Suparvisor,

DOF Cantroctid Ageney; Fax Numbo:
Express and Irformatt Consert wWas obtained from the parent/guatdiat [:] YES l:] NGO Date:
If yas. name of '
nereon qohnahling:, Retationahip to Child:

If no, pleaso dxplain;

. Sections 2 through 5 are to he completed by the Presctibing Practitioner
SECTION 2: DIAGNOSIS/ DSORDER | BEHAVIORAL RYRPOTHESIS
[ Depression ) oppasitional Defiant Disorder JaDHD ] Anxiety Disarder
[Joonduct Dlsorder [ Post Traumatic Stress Disorder [ Bipolar Disordar [ Mental Retardation
(] substance Abuse E] Ruactive Attashment Disorder ' [:]Auiism/Agperger's L__] Psychosis

[ Learning Communication/Speech [ ] other (spectyy

] Ruie Out:

| have reviewed all medical information concerning fhis child provided o me by DCF and/or the
ehild's caregivers, | find that thers iz & heed for this child 1o receive mental health treatment
with psychutherapeutic medications based upon the diagnosed condition indicated above..... (init,)

SECTION 3¢ PEYCHOTHERAPEUTIC MEDIGATION PLANNED

Medisation: Dose: Dogage Range
Titralion Plant
Starl Date: o audress the follswing target symptoms (include nature and purpose of trealment):

Define teatment success/faliure and expaciad tangih of trogtment:

(esmilnte Spetion 3 on nexl papa)

GF.-FSR 8and, POF 03/200R Prgs 1 ol 2
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tyéfine morftoring plan (inglude frequency of planned monftering):

This madication at its prescribed dosage is appropriate 1o treat the child's diagnosed condition, 1 have
altached 2 docurmnent which includes the recognized side effects, risks and confraindications of this
medication, drug-interaction precautions and the possible effacts of stopping the medication,

| have provitled & copy of this information to the child, If age appropriate, and to the child's
caregiver, | have alsn discussad this infarmation with the child, i¥ age approprizte, and with

1RE CIYII'S CEFBIIVET, 1. vervvesssesrescereeeosss s s st erass s b S s 1SR LA SR (inft.)

Delay in providing the prescribed psychatherapautic medication
would more fikely than not cause significant harm to the child: Cves [CINO

if yes. plense axptaln:

SECTION 4; OTHER REGOMMENDED TREATMENTS /THERAPIES/ EVALUATIONS/TESTS [Please list provider(al)

SECTION &: MEDICAL PROBLEMS AND OTHER MEDICATIONS (including overthe-counter medications and
thedications that this presetiption is intended 10 replace)

Signalure of Pratetibing Practiione: / Dole

Comments of individuat praviding express and informed consent:

Slgnalufe of ngividual previding axpress and Informed sonnent Date

CF-FBP 281, PIOF D2/2008 PagaZal 2

TIN-1R=20P9 @B3:17 B3PE233848 =w R R4
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PHYSICIANS' DESK REFERENCE®

Adderall XR—Cont." "

products general]y' should not be used in children or adoles-
cents with known serious stiuctural cardiac abnormalities,
cardiomyopathy, serious heart rhythm abnormalities; or
other serious cardiae problems that may‘place: them at in-
creased vulnerability to the sympathomimetic éffects of a
stimulant drug (see CONTRAINDICATIONS).

Adults o :

Sudden deaths, stroke, andmyocardial infarction have been
reported in adults taking stimulant drugs at usual doses for
ADHD. Although the role of stimulants -in *these adult
cases is also unknown, adults have a greater likelihood than
children of having serious structural cardiac abnormalities
cardiomyopathy, serious heart rhythm abnormalities,
coronary artery disease, or other serious cardiac
problems. Adults with such abnormalities should also
generally not be treated with stimulant drugs (see
CONTRAINDICATIONS). . .
Hypertension and ‘other Gardiovascular Conditions *
Stimulant medications cause a modest increase in average
Dblood pressure (about 2-4 mmHg) and ‘average heart rate
(about 3-6 bpm) [see ADVERSE EVENTS], and individuals
may have larger increases. While the mean changes alone
would 'not be expected to have short-term consequences, all
patients should be monitoted for larger changes in heart
rate and blood pressure. Caution is indicated in treating pa-
tients whose underlying medical conditions might be com-
promised by increases in blood pressure or heart rate, e.g,
those with pre-existing hypertension, heart failure, recent
myocardial infarction, or ventricular arrhythmia (see
CONTRAINDICATIONS). et

Assessing Cardiovascular Status in Patients being Treated

with Stimulant Medications :
Children, adolescents, or-adults who are being considered
for treatment with stimulant medications should have a
careful history (including assessment for a family history of
sudden death or ventricular axrhythmia) and physical exam
to assess for the presence of cardiac disease, and should re-
ceive further cardiac evaluation iffindings suggest such dis-
ease (e.g. electrocardiogram and echocardiogram). Patients
who develop symptoms such as exertional chest pain, unex-
plained syncope, or other symptoms suggestive 6f cardiac
disease during stimulant tieatment should undergo a
prompt cardiac evaluation. * .
Psychiatri¢’Adverse Events -
Pre-Existing Psychosis £
Administration of stimulants may exacérbate symptoms of
Dbehavior disturbance and thought disorder in patients with
pre-existing psychotic disorder.” *t ¥ :

Bipolar Illness ¢ - * AR - ¢
Particular care should be taken in using stimulants to treat
ADHD patients with comorbid bipolar disorder because of
concern for possible induction of .mixed/manic episode in
such patients. Prior to- initiating treatment with a stimu-
lant, patients with comorbid depressive symptoms should
be adequately’ screened to determine if they are at.risk for
bipolar disorder; such screening-should include a detailed
psychiatric history, including-a family history of suicide, bi-
polar disorder, and depression. - R
FEmergence of New Psychotic or Manic Symptoms 5

Treatment emergent psychotic: or:manic symptoms, e.g., :

hallucinations, delusional thinking, or ménia in children
and-adolescents without prior history of psychotic illness or
mania.can be caused by stimulants at usual doses. If such
symptoms occur,-consideration should be given to a possible
causal role of the stimulant, and. discontinuation of treat-
ment may be appropriate. In-a pooled analysis of multiple
short-term; placebo-controlled studies, such symptoms
ocevared in about 0:1% (4 patients with events out of 3482
exposed to methylphenidate’or amphetamine for séveral
weeks at usual doses) of stimulant-ireated patients com-
pared to 0 inplacebo-treated patients. IR
Aggression - ' .
Aggressive behavior-or hostility is often observed in chil-
dren and adolescents with- ADHD, and has been reported in
clinical trials and.the: postmarketing. expexience of :some
medications indicated: for the treatment of. ADHD:-Altlough
there is no systematic evidence that stimuldnts cause ag-
gressive behavior or hostility, patients beginning treatment
for ADHD should be monitored for the appearance of or
worsening of aggressive- behavior or hostility. :
Long-Term Suppression of ‘Growth ~

Careful follow-up of weight and height inichildren ages 7-to
10 years who were randomized to either methylphenidate or
non-medication treatment groups over 14 months, as well
as in naturalistic subgroups: of newly niethylphenidate-
treated and non-medication. treated. children -over: 36
months (to the ages of-10 to 13 years), suggests that consis-
tently medicated children G.e., treatment for 7 days ‘per
weelk throughout the year) have a temporary slowing in
growth rate (on average, a total of about 2 cm less growth in
height and 2.7 kg less growth in weight over3 years), with-
out evidence of growth rebound during-this pexiod of devel-
opment. In a controlled trial of ADDERALL XR® in adolés-
cents, mean weight change from baseline within the initial
4 weeks of therapy was —1.1'1bs. and 2.8 1bs., ‘respectively,
e P Y 1 00 e ATMMMITRATTI YR®

Therefore, growth should be monitored during’ treatment
witl stimulants, and patients who are not growing or gain-
ing ‘weight as expected may need to have:their itreatment
interrupted. . S :
Seizures L .
Theré is some clinical evidence that stifiiulants may lower
the convulsive threshold in patients with prior history ‘of
Seizure, in patients with prior EEG abnormalities in ab-
sence of seizures, and very rarely, in patients without a his-
tory' of séizures and no prior EEG evidence' of seizures. In
the presence of seizures, the drug should be discontinued.
Visual Disturbance oot o o
Difficulties with.accommodation and blwying of vision have
béen reported with stimulant treatment. o

PRECAUTIONS. : o .

General: The least amount of amphetamine feasible
should be prescribed or dispensed at one time in.order:to
minimize the possibility of-overdosage. ADDERALL XR®
should be used with caution-in patients who use other sym-:
pathomimetic drugs. - A C
Tics: - Amphetamines have been reported to exacerbate mo-
tor.and phonic tits and Tourette's syndrome. Therefore, clin-
ical evaluation for tics and Tourette’s Syndrome in children
and their families should precede use of stimulant medica-
tions. . . . . C
Information for Patients: Amphetamines may impair the
ability of the patient to engage in potentially hazardous ac-
tivities such as operating machinery or vehicles; the patient
should therefore be cautioned accordingly. P
Prescribers or other health professionals should inform pa-
tients, their families, and their caregivers about the benefits
and risks associated with treatment with amphetamine and
should counsel:them in ‘its' appropriate wse: A.patient
Medication Guide is available for ADDERALL XR®. The
prescriber or health professional should instruct patients,
their families, and theircaregivers to read the Medication
Guide and should assist them in understanding its con-
tents. Patients should be given the oppottunity to discuss
the contents of the Medication Guide and to obtdin answers
to any questions they may have. The ¢omplete text of the
Medication Guide is reprinted at the end of this document.
Drug Interactions: Acidifying agents-Gastrointestinal
acidifying agents (guanethidine, reserpine, glutamic acid
HCY, ascorbic acid, etc.) lower absorption of amphetamines.
Urinary acidifying dgents-These agents (ammonium chlo-
ride, sodium acid phosphate, etc.) increase the concentra-
tion of the ionized species of the amphetamine molecule,
thereby increasing urinary excretion. Both groups of agents
lower blood levels and efficacy of amphetamines.”
Adrenergic blockers-Adrenergic blockers are inhibited by
amphetamines. ST o e
Alkalinizing agents “Ghastiointestinal alkalinizitig agents
(sodium bicarbonate, etc.) intrease absorption of ampleta-
mines. Co-administration of ADDERALL XR®: and gastro-
intestinal alkalinizing agents, such as antacids, should be
avoided. Urinary alkalinizing agents (acetazolamide, some
thiazides) increase thepgﬁcentration of the non-ionized spe-
cies of the ainphetaming molecule, thereby decreasing uri-
nary excretion. Both groups of agents increase blood levels
and therefore potentiate the actions of amphetamines.
Antideyr;eséa‘nté,' tricyclic -Amphetamines, may erhanée the
activity ‘of tricycli¢, antidépressants’ or sympathomimetic
agents; d-amplistamine witli desipraming or protriptyline
and possibly otHer tricyclies cause striking and sustained
increases in pllejconcéntfation of d-amphetamine in the
brain; cardiovascular effects can be potentiated,” ’
MAO inhibitors -MAQI antidepressants, as well as a metab-
olite of furazolidone, slow amphetamine metabolism. This
slbvging,potegﬁateﬁ,amphetami‘ne‘s, increasing their effect
on the release of norepinephrine and other monoamines
from adreqerg-_ic.uervg.'e’r,idings; this can cause. headaches
and other signs of hypertensive crisis. Afv'a.riety of toxic neu-
rological effects and malignant hypeipyrexia can occur,

sometimes with fatal vesults. = - W e
Antihisiamines -Amphetamines may counteract, the seda-
tive effect of antihistamines. e
Antihypertensives -Amphetamines may antagonize the hy-
potensive effects of antihypertensives. . :
Ghlorpromazine -Chlorpromazine blocks dopamine and nor-
epinéphrine receptors, thus inhibiting the central stimulant
offects of amphetamines, and can be used to treat amphet-
amine poisoning. : T
Ethosusimide -Amphetamines may delay intestinal absorp-
tion of ethosuximide.” -7 0 : ‘
Haloperidol -Halopen’dol‘bi'ock‘s dopamine ‘vedeptors; thus
inhibiting the céntral stimulant effects ‘of 'aimphetzimiuk‘aé. ’
Lithium carbonate -The anorectic'and 'stimulatc;ry effects of
amphetamines may be inhibited by lithium catbonate.
Meperidine -A;hf)hetaﬁﬁqes potentiate the analgesic. effect
of meperidine. I R .
Methenamine therapy.-Uripary excretion of amphetamines
is increased, and efficacy.is reduced, by acidifying agents
u's_ed,iprmet.henami.né therapy. . -, S
Norepinephrine -Amphetamines enhance the adrenergic ef-
fect, of norepinephrine. . - P e
Phenobarbital -Amphetamines may delay. intestirial absorp-

Propoxyphene -In cases of propoxyphene overdosage, ami-
phetamine CNS stimulation is-potentiatéd and fatal-convul-
sions can occur. 7 Yo o
Veratrum alkaloids--Amphetamines inhibit the
effect of veratrum alkaloids. "
Drug/Laboratory Test Interactions: Amphetamines can
cause a significant elevation in plasma corticosteroid levels.
This increase is greatest’in the evening. Amphetaminés
may interfere with urinary:steroid determinations. -
Carcinogenesis/Mutagenesis and Impairment of Fertility:
No evidence of carcinogenicity was found in studies il which
d,l-amphetamine (enantiomer ratio of 1:1) was adminis-
tered to mice and rats in the diet for 2 years at doses of up
to 30 mg/kg/day in male mice, 19 mg/kg/day in female mice,
and 5 mg/kg/day in male and female rats. These doses are
approximately 2.4, 1.5, and 0.8 times, respectively, the
maximum recommended human dose of 30 mg/day [child]
on-a mg/m? body surface area basis.

Amphetamine, in the enantiomer ratio. present in
ADDERALL® (immediate-release)(d- to J-ratio of 3:1), was
not clastogenic in the mouse bone marrow micronucleus test

hypotensive
[

" in vivo and was negative when tested in the E. coli compo-

nent of the Ames test in vitro. d,)-Amphetamire (1:1'enan-
tiomer ratio) has been reported to produce a positive re-
sponse in the mouse bone marrow micronucleus test, an
equivocal response in the Ames test, and negative responses
in the in vitro sister chromatid exchange and chromosomal
aberration assays.

Amplhetamine, - in the enantiomer ratio present in
ADDERALL® (immediate-release)(d- to l-ratio of 3:1), did
not adversely affect fertility or early embryonic develop-
ment in the rat at doses of up to 20 mg/kg/day (approxi-
mately 5 times the maximum recommended human dose of
30 mg/day on a mg/m? body surface area basis). .
Pregnancy: Pregnancy Category C. Amphetamine,. in-the
enantiomer ratio present.in ADDERALL®(d- tol-ratio’ of
3:1), had no apparent effects on embryofetal morphological
development or swrvival when orally administered to preg-
nant rats and rabbits throughout the period of organogene-
sis'at doses of up to 6 and 16 mg/kg/day, respectively. These
doses are approximately 1.5 and'8 times, respectively, the
maximuny recommended human dose of 30 mg/day ‘[child]
on a mg/m? body surface area basis. Fetal malformations
and death have been reported in mice following parenteral
administration of d-amphetamine doses of 50 mg/kg/day
(approximately 6 times that of a human dose of 30 mg/day
[child] ‘on a mg/m? basis) or greater to pregnant animals.
Administration of these doses was also associated with se-
vere maternal toxicity: S .
A number of studies in‘rodents indicate’ that prenatal or
early postnatal exposure to amphetamine (d- or d,1-), at
doses similar to those used clinically, can result in long-term
neurochemical and behavioral alterations. Reported behav-
ioral effects include learning and memory deficits, altered
Jocomotor: activity,-and changes in sexnal-function.
There are no adequate and well-controlled studies in preg-
nant women. There has been one report of severe congenital
bony deformity, tracheo-esophageal fistula, and anal atresid
(vater-association) in a baby born to a woman who took dex-
troamphetamine sulfate with lovastatin during the first tri-
mester of pregnancy. Amphetamines should be used during
pregnancy only if the potential benefit justifies the potential
risk to the fetus. - -
Nonteratogenic Effects:” Infants born to mothers depen-
dent on amphetamines have an increased risk of prematuie
delivery -and low birth- weight. Also, these infants may
experience symptoms- of withdrawal as demonstrated by
dysphoria, including agitation, and significant lassitude.
Usage in Nursing Mothers: Amphetamines are excreted
in human mill,-Mothers taking amphetaniines should be
advised to refrain from nursing. ! : .
Pediatric Use: - ADDERALL XR® is indicated for use in
children 6 years of age and older.

Use'in Children- Under Six Years of Age:" Effects of
ADDERALL XR® in 3-5 year-olds have rio ‘been studied.
Long-term effects of ‘amphetamines in children have not
been well established. Amphetamines-are fiot recommended
for use in children under 3 years of age. -
Geriatric Use: - ADDERALL XR ® has not been 'studied in
the geridtric popilation. R !
ADVERSE EVENTS : - . . Co R .
Hypertension: [See WARNINGS section] In a controlled
4-week outpatient clinical study of adolescents with ADIHD,
igolated systolic blood pressure.elevations =15 mmg were
ohserved in 7/64- (11%) placebo-treated patients and 7/100
(7%) patients receiving ADDERALL XR® 10 or-20 mg. Iso-
lated elevations in diastolic blood pressure-= 8 mmFHg were
observed in 16/64 (25%) placebo-treated patients and 22100
(22%) ADDERALL XR®-treated patients: -Similar results
were observed at higher doses: i . o
Tn- a'single-dose pharmacokinetic study in 23 adolescents,
isolated increases in systolic blood: pressuie (above the up-
per+95% CI for"age, gender and stature) were observed in
9/17 (12%) and.8/23 (35%), subjects administered 10 mg and
20 mg ADDERALL XR®; respectively. Higher single-doses
were associated with a greater increase in systolic blood
pressure. All-increases were transient, appeared .maximal
at 2 to 4 hours post dose and not associated with symptoms. ©
—— - g ey e ATYDFRRATLLL
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trolled clinical studies, one open-labelzclinical' study,-and
two single-dose clinical pharmacology.-studiést(N=40).
Safety data on all patients are included in the discussion
that follows. Adverse reactions were :assessed by. collecting

adverse events, results ,of physicalgexaminations, vital |

signs, weights, laboratory, analyses, and ECGs.. e
Adverse events during exposure were obtained primarily by
general inquiry and recorded by clinical investigators using
terminology of their;qwn choosing. Consequently, it.is not
possible to provide.a meaningful estimateof the proportion
of individuals experiencing, adverse events.without first
grouping similar types of, events into a smaller gumber of
standardized event categorjes. In the tables and listings
that follow, COSTART termir olo'gy‘];m,s been used to clagsify
reported qdvers.e'eve_nﬁsf e o
The stated frequencies of :
portion of individuals who experienced, at least, once, a
t1‘ea_t.menf.—e_mqrgent adyerse event of the type listed. . .-

Adverse events, associated, with. discontinuation of treat-

ment:, In two placebo-controlled studies of up to 5 weeks |

duration among children withh ADHD,. 2.4% (10/425) of
ADDERALL XR®, treated patients, discontinued due to'ad-
verse events (including 3 patients with logs of appetite, one
of whom also reported insomnia) c,g')‘mpai;éd to 2.7% (7/259)
receiving plagebo. The most frequent ‘adverse events associ-
ated with discontinuation of ADDERALL XR® in controlled

and uncontrolled, multiple-dosé clinical {rials of pediatric |

patients (N=595) are presented below. Over half of these pa-
tients were exposed, to ADDERALL XR® for 12 nionths or
tmote. o o -

;%' of pediatric "Eatients discontinuing
ST @=695) - -
29

Adverse event -

Anorexia (loss of
appetite) i M

Insomiis ' 15
Weight loss - S
Emotional:: < P T os G0 e

lability - B R TS
Depression = .t 0 T\ Y A

tt R

L . -:%;eek sgudy in, adoles-
cents with ADHD, eight patients (3.4%). c}iscgﬁtinyxg(li) treat-
ment due to adverse events among ADDERALL XR®-

Ty
In a separate placebo-controlle

treated patients (N=233). Thiee patiefits dis ntinued due |

to insomnia and one patient each for depression, motor tiés, |

headaches, light-headedness, and anxiety. :

In one placebo-controlled 4-weel study among adults with
ADHD, patients who discontinued treatment due to adverse
events among ADDERALL XR®-treated patients’ (N=191)
were 3.1% (n=6) for nervousness including anxiéty and irri-
tability, 2.6% (n=5) for insomnia, 1% (n=2) each for head-
ache, palpitation, and somnolence; and, 0.5% (n=1) each for
ALT increase, agitation, chest pain, cocaine craving, ele-
vated blood pressure, and weight loss. o e e

Adverse events occurring in a controfled trial:.. Advei'se |
events reported in a 3-week clinical trial of pediatric;pa- |

tients and a 4-week clinical fxial in adolescents and adults,
respectively, treated ,with ADDERALL XR® or placebo;are
presented in the tables below.. .. . o .

The prescriber should be aware that these figures cannot be

used to predict the incidence of adverse events,in the course |

of usual medical praci:.i‘ce{where,paﬁqnt,charac,téristi;:s. and
other factors differ fl:om'thqse \;vhi.;:'H
cal'trials. Similarly, the cited fiequencies cannot be com-
pared with figures obtair ed fir m Qi:hel‘icﬁl}ic_al, investiga-
tions ' involving’ “diffevent ~ treabments, ~uses,, and
investigators. The cited figures, however, do provide the
prescribing physician, wi ymé basig for éstiniatin the
relative contribution of ‘and'non-drug factois to the ad-
verse event incidence rate in the population studied. ...
[See table 1 above] * ST e
[Sée table 'Zl‘gbove]v : ' Yo

[See table 3 dbove] ., - r .
The following adverse reactions have been associated with
the use ‘of amphetamine, ' _ADDERALL XR®, or
RODBRALLD: o
Cardiovascular: . Palgi};aﬁ;'idhs, té,c}{yqardia, ‘elé'\'{ét.ion of
blood pressure, sudden death, ryocardial infarction. There
have been isolated reports of cardiomyopathy associated
with chronic amphetamine use. ;.. ¥ T

Central Neryous, System:. Psychotic .episodes at. recom-
mended doses, overstimulation, restlessngss, dizziness, in-
somnia, euphoria, dyskinesia, - dysphaoria, depression,

BT “

tremor, headache, ex;tcél:b'&;‘.t,ion of motor and phonic tics and |

Tourette’s syndrome, seizures, stroke. .
et Ty tteat PR - T T
Castrointestinal: Dryness of the mouth; unpleasant taste,

diarrhéa, ctzns‘cipation',b'otl';er gastrointestinal distutbarices.
Anorexia and weight 10ss may oceur as ‘undesirable effects.

Allergic: Urticéria;; rash, hypérsensitivity reactions includ-

ing angioedema and anaphylaxis. Serious skin rashes, in- |

cluding Stevens Johnson Syndrome and toxic epidermal
necrolysisil}a\(,e,beeq reported. o -
Epdocrjhe: : ypotence, changes in libido.
DRUG ABUSE AND DEPENDENCE

“““““ e a1 TT remirclled substance.

Adverse Events Reported’b
*. Incidence Than on Pla

-l Préfe_ryed»;l' n

. .
‘' Abdominal
Accidental Injury- - -
‘Asthenia (fatigu
Fever:
 Infection'
“Viral Inféction”

. Loss of Appetite : -
Diarrhea - 7
|- Dyspepsia
Nausea ™.
Vomiting 7.

Digestive System.. . 7
f ad\}ei'.se'(_eVents repre%.se;it‘ 'th_e:_‘pro- !

Nervous System: s ..

.

» 'Weigﬁﬁ.ﬁéés; D .

T S

Pajj.lj(stom;cllache)

nan Dar edy

y Mote Than 1% of Pediatric Pat
bo'in @584 Patient Clinical Stu

9

AR

B Dizz'mess‘:;:‘. et
.| Emotional:Labilit;

+f Insomnia:: i <t
Nervousness

RN
o o

|

DDERALL XR® .-« ¢
(n=‘374), .

Iy

14% .

Ca e

Canl e

e ]

17%

ients Receiving ADDERALL XR® with !—I‘iglggr,.;

2% ’
1% "

4%

. . .

S
Placgbo. . *
{n=210}

T ——————

o,
2% T
0%
2% . :
2% i ) . Y

% "

1%
3"

0%

|2%3
Hog ,

2%
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Table'2 " ‘Adverse Events Repoited by 5%
. > with Higher Incidence Than Placel

N ‘Abdomiual‘Pain‘(sto’machache) .

ed Term coy s nd

or moreof Adolescents Weighing =
Bo ifi'a 287 Patient Clinical: Forced Weekl

IDigestive Syétem
-

Nervous System __

I\lle'l:éli'oIibl,l\_lutrit‘i&n‘é‘l' AR
et I 11

2| (n=233) iy .

ADDERALL XR®

g = 75 kg/165 Ibs Receiving ADDERALL'XR®
y-Dose Titration Study**-* -

Placebo
(n=54) 7

> followi ot meét thie critéﬁbn‘!foi"mclvusioﬁ i,
' patients Teceiving ADDERALL XR with a higher2 incidence than p
onal lability,

injury, asthenid (Fatigue), dry midutl, dyspepsia, erot
#Tncluded doses up to 40 mg O

oM i

s ’ .

PR RS I ~! -uj‘_ g
Table 2 hut were sported by 2% to 4% of %(xi:glescén’[:
atients receéiving placebo in this study: accidental
naugea, s‘(:)mnolieuce, and v‘o,m‘it.ing., )

pho x

i

3 Adverse Evénts Reported by 5%’

Placebo in‘a 255 Patient Clinical F

IS LT AR

orced Weekly-Dose Titration Stu

P'réf_erred‘ Te

]

Digestive System. -

prevailed in the clini- |

Cardiovaseular System

Mgtabqlic/l\lutriﬁonal G

Headache

Anxiety,

'lAsthei]iah :
"|'Loss, of Appetite ..~
Diarrhea ,
Dry Mouth .
Nausea . ..

M " Lo .

Tettaton, | |

Weight Lo

ot More'of Adults. Receiying ADDERALL, XR®
dy*

{n=191)
6%~
26%
) '337?4
6%
'|'35%
8%..

8%
8%
. 7%«".,
21%

1%

BT

-
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6% ¢ s

with Higher.Incidence Than on,

«

. T T

ADDERALL XR@

'ﬁlaéébé T

(n=64] - e
B
118% - .

S S M

N

{0 -
5%
3%
5%

0%

13%

Urogenital System

Note: The followin, .
patients receiving ADDERALL XR® with

ity roaction, constipation, tooth
dyspnes, sweating, ‘dysmenor

palpitation; twitching,’

s did not meet the criterion for incls
a ‘higher "nciderice
disordey, emotion

Urinary, Tract Ill';feétién ‘

5% |

0% .

usion in Table 3 but were

reported by 2% {0 4% of adult
than patients receiving placebo in this study: infeétion,
al lability, libido decreased, somnolence, speech disorder,
i and impotence. . o ' '

*Included doses up, to 60 mg.

dosage administration result:
tal depression; changes are

Manifestations of chronic intoxicat
may include sever
ity; hyperactivity,
manifestation of chr

s i ‘extreme fatigué and men- |
also noted on the-sleep EEG.
jon with armiphetémines
¢ dermatoges, marked insomia; irfitabil-
and personality changes. The most severe
onic intoxication is psychosis, often: clin-
ically indistinguishable frofix sehizophrenia. T g
OVERDOSAGE ;..
Individual patient response
Toxic sympfomsi
Symptoms: Manifestatio
phetamines include. res
rapid respiration, confusion,
panic states, ‘hyperpyrexia and
and depression usually follow th

o amphetamines varies widely. ]
diosyncratically at low doses:

ns-of.acute overdosage with am-
tlessness, tremory hyperreflexia,
assaultiveness, hallucinations,
rhabdomyoelysis:-Fatigue
e céntral-nérvo

dosage, administr
been suggested. However, a gr
will usually result when sufficient,s
achieved. Chlorpromazine antagonizes the central stimu-
lant effects of amphetamines andcan b used to-treat an-
phetdmine intoxication.* oaow el )
The nrolonged: release o

' .

Treatment: Consult with a
for up to date-guidance &n
hetamine intoxication is
cludes gastric lavage,
administration of a cath
hemodialysis or periton

Certified Poison
& -advice; Management of acuté
largely symptomatic and in-
administration of activated charcoal,
and ‘sedation. Experience with
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Medical Homes for Children in Foster Care — DRAFT (Attachment 4)

Definition of Medical Home:

Continual and comprehensive care that is managed and coordinated by a
primary health care provider. Primary care is defined as comprehensive, first-
contact, acute, chronic, and preventive care across the life span, delivered by a
team of individuals lead by the patient’s personal health care provider. The
attributes of a medical home include:

¢ Accessible care (nearby and timely);

e Available 24 hours a day through a means that allows for the rendering of
clinical decision — and where the emergency room is not routinely used for
regular care

e Ability to maintain primary health care provider without disruptions due to
administrative procedures such as changes in assignment or breaks in
eligibility :

e Coordinated, including referral and scheduling of appointments that
consider constraints of the family and are based on a treatment plan; the
maintenance of all health information on the child and ability to transfer
such information without difficulty. The use of a single comprehensive
medical record, including a treatment plan is critical to the overall
management of the child’s care and reduction of patient errors.

o Comprehensive — preventive care, including health education and
management of chronic illnesses either by the primary health care
provider or in coordination with specialists and other health providers.

o Family-centered and culturally competent — This is a partnership between
the medical home and the family and recognizes the culture the family
comes from and lives in. The care is tailored to meet the needs and
preferences of the families within the context of quality care.

The four cornerstones of the medical home model are:

primary care, family-centered care, new-model practice (practice-site quality and
efficiency improvements), and payment reform. For the purposes of Florida’s
foster care system, we will focus on the first two cornerstones.

Selection of a Medical Home:

1. For the purposes of this project; each foster child (others?) shall have a
primary care provider who meets the Children’s Medical Services Network
Credentialing Criteria. The providers are board-certified in pediatrics,
family medicine, internal medicine (for children over the age of ?16).
ARNPs and Physician Assistants are also credentialed by the CMS
Network as primary care providers.




. A list of contracted programs, primary contacts, and a list of credentialed

providers will be provided to DCF staff (? Appropriate term) to use in
selecting primary care providers. All of the CMS Network providers
currently accept Medicaid.

It is suggested that the foster care children who had been assigned to an
HMO prior to placement remain with that HMO if it exists in the service
area. Otherwise, the child shall be assigned to a MediPass provider in
order to promote continuity of care if the child moves from foster home to
foster home.

The CMS Primary Care Program and CMS provider liaisons are available
to work with the DCF staff in recruiting additional providers.

The primary care provider will be assisted by health care coordinators.

To provide family-centered care for the foster child, the primary care
provider, assisted by staff as needed, would include the foster family/ legal
guardian, the case manager, and the birth parents (to the extent allowed),
in medical decision making. This collaboration will not only occur in the
office during the provision of care, but the primary care staff will
communicate medical decisions to the foster child’s case manager for
dissemination to the birth family and inclusion in the case file as needed.

Minimum Criteria for Operation of the Medical Home:

1.

All foster care children shall receive a comprehensive medical assessment
through the primary care provider within 72 hours of placement (? Real
term) and a comprehensive behavioral assessment by a qualified
professional within 96 hours of placement (?real term)

The primary care provider shall maintain a comprehensive medical record
on the child that includes a treatment plan, medication list, medical supply
list, allergies, and other important information that addresses the overall
health status of the child and care of the child.

The care coordinator will assist with coordinating health care
appointments and working with the DCF case manager.

If the child qualifies for the CMS Network based on a clinical screening,
the family may be offered the choice of the CMS Network for the child’s
physical health care.

If the child qualifies for the Medical Foster Care Program, the operational
procedures of the program will be applied (note: children in the medical
foster care program are in the CMS Network).

Should the child’s care be transferred to another primary care provider,
the medical home team (physician and care coordinator), in coordination
with the DCF case manager will be responsible for assuring that the
medical information is complete and transferred quickly to another primary
care provider.




