Gina Cabiddu, Kids Mental Health WA
Keren Tangen, Kids Mental Health Pierce County

Lisa Daniels, Children’s Longterm Inpatient
Program




i
I
|

\

g -

v e X 2 |
. : A 2 ¥

' Bythe end of this session, participan
will be able to:

A

R




The State of Children & Youth Behavioral
Health in Washington: Judicial System

Impacts

* During 2023, about one in three children, youth, and young adults with identified needs had
an unmet need for mental health treatment.

* In 2023 the rate of youth suicide and attempted suicide was still nearly 500% higher than it
was ten years prior (

)

* 20% of WA teens report having seriously considered attempting suicide


https://dcyf.wa.gov/node/3261
https://dcyf.wa.gov/node/3261

Prevalence of mental health needs among
justice-involved youth

* 65-70% of youth in the juvenile justice system have at least one diagnosable mental
health disorder (office of Justice Programs)

* Over 60% have multiple (co-occurring) disorders, showing high complexity of
needs.

* Juvenile justice systems often function as de facto mental health providers

* Many have histories of:
o Child Abuse & Neglect (CAN)
o Adverse Child Experiences (ACES)
o Family instability
o Exposure to substance use or caregiver mental illness



Access to behavioral health services for
children and youth

* On March 26, 2021, Governor Jay Inslee issued an emergency proclamation regarding the Child and
Youth Mental Health Crisis in Washington state, and in 2022, Mental Health America ranked
Washington 40th in the nation for youth mental health.

* Approximately 1 in 3 children and youth enrolled in Apple Health who needed mental health services
did not receive them.

* |n 2021, fewer than 1 percent of youth (11-18 years) enrolled in Apple Health received SUD services.

* Washington ranks 38th in the nation for youth mental health. Washington performs below the national
average, reflecting both need and systems gap. (Mental Health America)

Source: Access to behavioral health services for children and youth report (December 1, 2023)



Disparities in identification and
treatment of behavioral health needs

* Young children (0-5) had lower rates of identification and higher rates of unmet need.
* Young adults (18-25) had both higher rates of identification and higher rates of unmet need.

* Children and youth of color, LQBTQIA+ children and youth, children living in rural areas, and
children and youth with intellectual and/or developmental disabilities may be at increased
risk of mental health concerns due to systemic racism, sexism, homophobia, and other
types of oppression and marginalization(see the U.S. Surgeon General’s 2021 Advisory on
the Youth Mental Health Crisis).



Barriers to Youth Behavioral Health Access

Long waitlists for
assessments,
therapy, and
higher levels of
care

Impacts: Delays
case progress,
extends out-of-
home
placements, and
increases repeat
hearings

Funding changes
and shifting
program
availability

Turnover of
providers and
system parters

Impacts: Disrupts
continuity of care
and relationships
courts rely on;
plans often have to
be revised mid-
case

Limited accessin
rural and
underserved
areas

Impact: Fewer
placement
options; courts
may rely on
distant providers,
telehealth or
inappropriate
settings.

Age of consent laws
and treatment
authorization
challenges

Impact: Courts
become involvedin
resolving consent
disputes or
navigating gaps when
youth resist or
cannot access
services

Limited services for:

* Youth with aggressive or
high-risk behaviors
Youth with ASD/IDD and
co-occurring behavioral
health needs

Impact: Placement
instability, use of
emergency rooms or
dentation as “holding”
options
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Inpatient Hospitalization (Acute
Stabilization)

* Psychiatric hospitalization can be recommended when there is medical necessity and there
are no least restrictive options that can reduce the risk.

* Goal: Focus on safety and stabilization so that teens can return to the community for
treatment.
* Most hospitalizations are 7-10 days.



Inpatient Hospitalization (Long-Term)

* Residential Treatment can be referred for youth with behavioral health conditions who meet
medical necessity for treatment services.

* Encourage parents/caregivers to contact their insurance provider to determine what resources
are available to their child/youth.

* Children’s Long-Term Inpatient Program (CLIP)

* CLIP is the most intensive inpatient psychiatric treatment available to WA State residents,
ages 5-18 years of age. Youth ages 5-18 with a severe psychiatric disorder are eligible for
services. For more information about to access CLIP visit: http://clipadministration.org/



What CLIP Is

® The mostintensive, long-term, inpatient psychiatric treatment available to Washington State
residents.

® Available to Washington State youth, ages five (5) to seventeen (17) Youth MUST discharge when
they turn 18.

® CLIPis aplanned inpatient treatment course. Itis not accessible on a crisis basis.

® The goal of CLIP treatment is to transition the child or youth back to their home, family, and
community at the earliest clinically indicated time possible. It is imperative family participate
and discharge placement options identified PRIOR to admit.

Increasing intensity

Brief Intervention ,u Lien Intensive Short and Long-Term
Supports Services Inpatient (CLIIP)
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What CLIP Is Not

® Not a crisis resource
CLIP is a planned course of intensive inpatient treatment.
There is no EXPEDITING a CLIP Admission, that language should not be used

® Nota “placement”. Itis essential to describe as a course of treatment
Parent, caregiver, and family participation is a foundation of treatment.

® Not a place that will “fix my child”

CLIP will stabilize behaviors, teach youth and parent skills to better manage crisis but
youth will still require intensive treatment and services.

— A/7
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CLIP Eligibility

To be eligible for voluntary admission into a CLIP Facility, the applicant must be

-Under the age 18 or younger before admission to the CLIP Facility;
-A legal resident of Washington State; and
-Diagnosed with a severe psychiatric impairment in the past 6 months.

The presence of a qualifying diagnosis alone does not establish eligibility; the youth must also
demonstrate:

-Significant disruptions in thinking, emotions and/or behavioral control;

-Significant disruptions in multiple areas of daily functioning, including school, family,
community and occupational activities; and

~-The severity of impairment cannot be adequately and/or safely managed in a less
restrictive setting and requires treatment in a long-term setting with 24-hour care under the
direction of a licensed qualified medical provider.

Methority”



Case Example: “Joe” 9-year-old male

Background Current Diagnosis

» State dependent/legally free since age 5yrs * PTSD primary,

+ Early life trauma and severe neglect * Major Depression with history of psychosis
Risk Factors * Impulse control disorder

« Multiple foster and group home placements. * Rule Out ASD

+ Past 5 months required enhanced staffing 1:1 at group

home .
Service Engagement

« Recentincrease in self harm and suicidal statements ) )
« Consistent WISe services

* 1incident attempted hangin . : -
P ging + Treatment plan focusing on trauma, mood instability,

behavior management and coping skills
Behavioral Health History + Group home expressing serious concern about
. T inability to maintain youth’s safety
« 3 psychiatric hospitalizations
« Multiple ER visits for self harm and aggression

« Ongoing outpatient psychiatric med management

— — A/7



Case Example: “Sarah” 16-year-old female

Background

« State dependent within past 6 months

+ Attending school
« Bright student

Risk Factors

* Multiple runaways

» Substance use

» Survival prostitution

« Superficial cutting

15

Behavioral Health History
* No psychiatric hospitalizations

* 1 psychiatric evaluation

Current Diagnosis
e Adjustment Disorder
e Rule out Alcohol Use Disorder

¢ Rule out Cannabis Use Disorder

Service Engagement
e Limited WISe participation

e Frequently misses appointments

e Established relationship with school counselor

Adthority”
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CLIP Admission Pathways

® Voluntary admission pathway
2 step screening process Local review and State Level review

® 180-Day Involuntary Treatment Act (ITA)
Youth subject to a 180-day ITA court order

® Family Initiated Treatment (FIT) is NOT an admission pathway to CLIP Treatment



Voluntary Application Process

Involuntary Youth
Treatment Receives Youth admitted for

ACT (ITA) 180-day
CLIP treatment

13-17 years Inpatient
old Order

Voluntary .
Children’s Local Review CLIP Admin

Long-Term Completed Committee reviews for Youth is
Voluntary meets to certification of scheduled for

Referral is | determine —YES medical —YES CLIP admission ~—  CLIP treatment

Inpatient Youth admitted for

Program ived
[CLIP) Receive appropriateness necessity for

for CLIP admission

MNO NO

Less Restrictive Less Restrictive
Behavioral Health Behavioral Health
and Community and Community
Services are to be Services are to be
pursued pursued

5-17 years old




Children’s Long-Term Inpatient Program (CLIP) Resources
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Minor MentatHealth
Laws

¢ An adolescent, 13 to 17 years old, may request an
evaluation for outpatient or inpatient mental health or
substance use disorder treatment without parental
consent.

¢ For a minor under the age of 13, either parental consent or
consent from an approved guardian is required.

¢ Parents may consent on behalf of adolescents who meet
medical necessity. Consent of the adolescent is not
required. Providers will have individual process and
requirements for evaluation and admission to services.

¢ Adolescents can access both outpatient and inpatient
treatment under Family Initiated Treatment

¢ If an adolescent 13 years or older presents a likelihood of
serious harm to themselves or others, who is gravely
disabled and may need immediate mental health or

substance use inpatient treatment and refuses to consent
to a voluntary admission, the adolescent may be held for up
to 12 hours to enable a DCR to evaluate the adolescent for
possible involuntary commitment.




Developing a
Coordinated Response

* Prevention is truly the best treatment for mental health challenges.

* Behavioral health crises come in many forms, and most do not fit neatly into a
categorical service box.

* No single entity or system owns full responsibility for crises, and a single entity or
system is not, on its own, sufficiently leveraged to address the multi-factored
complexities necessary for a healthy system.

* Current practice engages multiple stakeholders at many levels of leadership and
various service lines and results in unclear communication and difficulty
establishing a clear clinical/decision-making team. This negatively impacts
patient/family experience, length of stay and degrades the ability of the clinical
staff to establish an effective team process.




Kids Mental Health
Washington

Kids Mental Health Washington (KMHWA)
is a statewide system-navigation and
care-coordination program designed to
help children, youth, and families more
easily access and navigate behavioral
health services across Washington State.

Its core purpose is to reduce
fragmentation, improve access, and
coordinate care across systems for
school-aged youth with behavioral health
needs, regardless of location, insurance,
diagnosis, or service involvement.




Who Operates and Funds the Program?

* Kids Mental Health Washington is a partnership led by Washington’s Health Care Authority
(HCA) in collaboration with Developmental Disabilities Community Services (DDCS, formerly
DDA) and Kids Mental Health Pierce County, which provides technical assistance and
statewide infrastructure support.

* The program was launched in Pierce County in 2018 and expanded statewide between 2022
and 2025. Today, 10 regional teams cover the entire state, each guided by a local steering
committee representing healthcare, schools, child-serving systems, community
organizations, and families



How the Program Works

KMHWA acts as a single point of access for families and systems trying to find the right behavioral health supports.
Referrals can be initiated by families or professionals through an online portal or by contacting a regional team.

Once areferralis received, KMHWA provides support through three primary functions:

Behavioral Health Navigation: Navigators help families identify, apply for, and connect to appropriate services,
including community mental health care, crisis supports, school-based services, developmental disability supports, and
higher-level care when needed. This supportis available regardless of insurance coverage or system involvement.

Multidisciplinary Team (MDT) Facilitation: When needs are complex, KMHWA convenes and facilitates
Multidisciplinary Team meetings that bring together the youth, caregivers, and relevant partners—such as schools,
hospitals, community providers, child welfare, juvenile justice, developmental disability services, crisis responders, and
managed care organizations. The team collaborates to develop coordinated recommendations and next steps, with
follow-up to support implementation

Regional Steering/Action Committees align local partners to coordinate resources, address gaps, and advance shared
community initiatives. By fostering shared accountability and leveraging local expertise, Steering and Action Committees
strengthen system integration, reduce duplication of effort, and drive sustainable, community-informed initiatives that
improve outcomes for children, youth, and families.




Behavioral Health: Administrative Services Organizations (BH-ASO)

Clallam

Salish

Whitman

Yakima
Franklin Garfield

Greater Columbia Columbia

Walla Walla Asotin
Benton

Washington State
Health Care W




Thurston-Mason Be

s/ Youth Navigat




Kids' Mental Health
Washington

Supporting the behavioral health needs
of Washington kids, youth and families.




KMHWA Systems Intersectionality

June 2023- July 2024

Child Welfare For All: 18%

Child Welfare MDT: 27%

Juvenile Justice For All: 13%
Juvenile Justice MDT: 20%

DDA Enrolled/ Eligible For All: 16%
DDA Enrolled/ Eligible MDT: 31%

July 2024-June 2025

* Child Welfare For All: 21%

e Child Welfare MDT: 40%

* Juvenile Justice For All: 13%

* Juvenile Justice MDT: 16%

DDA Enrolled/ Eligible For All: 14%
DDA Enrolled/ Eligible MDT: 30%



How the Model Supports Court/ Dependency
SYRICINE

1. Single Point of Access for Complex Cases

KMHWA provides system partners and families alike with a single, statewide access point to initiate coordinated navigation for
youth with behavioral health needs. This reduces time spent identifying resources and improves confidence that referrals will
be followed through.

2. Active Care Coordination & Navigation

Regional behavioral health navigators work directly with families and partner systems to: identify appropriate outpatient,
school-based, crisis, and specialty services. Support eligibility and application processes. Reduce delays that often lead to
repeat ED utilization and juvenile justice placements.

3. Multidisciplinary Team (MDT) Facilitation

For complex or high-risk youth, KMHWA convenes and facilitates structured MDTs that may include hospitals and emergency
departments, schools and school-based health programs, community behavioral health providers, crisis responders, child
welfare, juvenile justice, and developmental disability services.

4. Cross-Region Collaboration

If a youth moves or accesses resources across regions, KMHWA teams can internally leverage regional expertise of resources
and relationships for coordinated collaboration.



Join a Regional
Steering Committee

* Shape local priorities for children’s mental health and system improvement

* |Influence how resources are coordinated across healthcare, schools, and
community partners

* Strengthen referral and discharge pathways for youth and families
* Collaborate with cross-sector leaders to address gaps and reduce duplication

* Stayinformed and proactive on emerging needs, initiatives, and solutions in your
region




Get Connected

* Visit the Kids Mental Health Washington
website to find your regional team

* Submit a referral or request support for
a child, youth, or family

* Connectdirectly with a regional
navigator for care coordination and
resource support

* Partner in multidisciplinary
collaboration with local systems and
providers




Contact Us

Website: www.kidsmentalhealthwa.org

Program Director (Pierce) Email: ashley.mangum@mulitcare.org

Statewide Technical Assistance Email:
gina.cabiddu@multicare.org

Kids Mental Health
Great Rivers
Youth Navigator Program

Edward Michael, MS
Health Care Authority

Kids Mental Health Washington Administrator
edward.michael@HCA.wa.gov

Kids Mental Health
INTA Great Rivers
S i Youth Navigator Program



mailto:ashley.mangum@mulitcare.org
mailto:gina.cabiddu@multicare.org
mailto:edward.michael@HCA.wa.gov
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