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Guidebook Purpose

The purpose of this guidebook is to support therapists in delivering care that changes peoples’ lives. The
guidebook is intended to be used by therapists as a quick reference to common diagnoses addressed in
Centerstone’s measurement-based care initiative. The guidebook was created by Tennessee’s
implementation team and is intended for annual review of accuracy and applicable revisions.

The guidebook is a helpful tool in understanding general recommendations for the diagnoses chosen in
the initial round of measurement-based care implementation. The guidebook is not meant to replace
clinical judgement, clinical supervision, treatment team, organization policies, or the DSM5.

The recommendations for diagnoses are sorted alphabetically by the DSM category. Under the
diagnoses, you will find the associated assessments that are available in Avatar. Assessments typed in
bold indicate the assessment that is currently chosen as the targeted assessment from Centerstone’s
measurement-based care initiative. The measurement-based care guidelines go along with the targeted
assessment that is identified for Centerstone’s current initiative.

Information found in the guidebook is supported by research, and a list of references can be found at
the end of the guidebook. The evidenced-based practices listed under each diagnosis are not meant to
be exhaustive, but are supported by research and available references. A list of available trainings for
evidenced-based practices is included in the resources section. There is an asterisk beside all evidenced-
based practices that have an associated training available in Relias.

The guidebook will be stored on the Wiki and available to print or save electronically as needed.

[Type here]
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What Is Measurement-Based Care?

The following information is meant to provide an overview of measurement-based care. The
following information is meant to provide an overview of measurement-based care as a part of
your learning process in addition to discussing usage of this type of care within direct practice
discussion with your manager and/or supervisor

Measurement-based care (MBC) describes the evidence-based practice (EBP) of using
systematic and routine assessment of the patient’s perspective through patient-reported
progress and outcomes, such as symptoms and functioning, throughout the course of mental
and behavioral care, to inform treatment decisions and engage patients in their treatment
(Scott & Lewis, 2015).

MBC promotes data-informed, patient-centered care. Measurements are not simply paperwork
or extra documentation. Measurements are clinical tools used to support treatment and
improve patient outcomes.

You can explain MBC to patients by discussing the collect, share, and act steps.

e Collect patient-reported outcomes throughout the course of treatment
e Share timely feedback with the patient about their reported progress scores and trends
over time

e Act onin the context of the provider’s clinical judgment and the patient’s experiences to
guide the course of care

MBC Steps for Therapists:

e Explain purpose of scales and review results collaboratively with the patient at each
administration. As an example, the therapist would explain the reasoning for using the PHQ
such as measuring depression symptoms over time, and then talk to the client about what their
score means from the PHQ9 after administration.

e Normalize score fluctuations and contextualize results within current stressors and treatment
phase.

e Use both current score and trend over time to inform treatment planning, including potentially
pivoting to another treatment modality or area of focus

e Document score-based clinical decisions (e.g., session frequency, referrals, treatment focus)
e Use sustained improvement to support step-down planning or discharge readiness.

e Use your clinical judgement and discuss scores frequently in supervision.

Updated 7/20/2026
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Understanding Levels of Treatment: A guide to Minimal Initial Psychotherapy (MIT).

Minimal Initial Psychotherapy (MIT) is a framework for delivering timely, goal-oriented
outpatient care. MIT emphasizes at least 4 therapy sessions within the first 8 weeks after intake
to capitalize on a client’s initial motivation for change, strengthen engagement, and guide
treatment planning. Throughout treatment MIT principles ca be adapted to provide the right
level of care at the right time for each client.

A clinician’s scheduling practices have significant impact on how care is delivered. Intentional
scheduling is a clinical tool that helps clients receive the right level of care at the right time. The
strategies below are examples that can be adapted to meet the needs of your clients, clinic
workflow, and staffing resources. Clinical judgement should always guide scheduling decisions,
and ongoing consultation with supervisors is encouraged. No single strategy will fit every client
or clinic; consider using one or more of the following scheduling practices to support timely
engagement and match level of care to each client’s needs.

Priority & Rapid Access:

e Use intake clinic appointments for high-risk, urgent, or recently disengaged clients
¢ Clinics consider intake caps to as needed to balance client access and provider capacity
e Reserve administrative blocks for dedicated follow-up appointments for high-risk clients

e Clinics may consider rapid-access clinics (walk-in or same day clinics) to improve timely
access. (See appendix for further information on specialty clinics)

o DNS Clinic
o Suicide Pathway Clients
e Use groups to support early engagement or skills building
o Strong Start Therapy Group
o Treatment Readiness Group
o Offer groups when client readiness is low for individual therapy
Outreach & Re-engagement:

¢ |dentify and problem-solve barriers to engagement early. Consider transportation,
technology, childcare, employment

e After a missed appointment, promptly attempt to contact the client. If the client is
available, consider completing the session via telehealth rather than rescheduling. Do this
when clinically appropriate.

* When client calls to cancel appointment, consider converting in person apt to telehealth
when appropriate to reduce barriers to care

e Use cancellations and waitlists to fill openings quickly

o EXAMPLE: If a client cancels in advance, offer the opening to a client who missed earlier
in the week or is waiting for a sooner appointment.

Updated 7/20/2026
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Recognize that missed appointments are often barriers to address rather than a lack of
motivation.

Intentional Scheduling

e Avoid scheduling appointments too far apart early in treatment
¢ Increase frequency during high acuity, recent crises, or strong readiness for change

e Limit future scheduling for clients with chronic attendance barriers. Consider walk in clinics
or groups to help meet client need.

¢ Adjust appointment length (e.g., 20,30, or 40-minute sessions) based on clinical need,
treatment goals, attendance, patterns, and client progress.

o EXAMPLE: When client’s struggle to participate in a full hour of therapy, when a client’s
schedule is unclear — they may call the clinic to schedule when available

Example of Intentional Scheduling using Minimal Initial Therapy scheduling practices.

Monday Tuesday Wednesday Thursday Friday
£10:5:0 Dedicated Clieint Clieint Clieint Clieint
830-9 SPP/Follow Up
9-930 Client Client Client Client Dedicated
930-10 Admin Admin Client SPP/Follow Up Breakdown of Team Member Time:
InAN Intake Intake Intake Intake Intake S vchoiviod c_hem pours
1030-11 5 hours of intakes
11-1130 Client Client Group Client Client 4 hours of dedicated SPP and follow up time.
1130-12 Total 36 direct clinical hours
12-1230 Yinch Lunch Linch Linch Linch 1 hour of clinical supervision
1230-1 1 hour of tx team
f1n Supervision Client Client Client Client Ll
130-2
2-230 Client Dedicated Client TxTeam Client - _ o
230-3 SPP/Follow Up Admin Unscheduled intake time used as admin time
o Sk Client Client Client Client
330-4 Client
4-430 Cilerit Client Client Dedicated Client
430-5 Admin SPP/Follow Up

(More schedule examples in appendix on page 18)

The above schedule illustrates one example of how intentional scheduling practices can be
incorporated into a clinician’s workweek to support timely engagement and frontloading of care.
There is no single “correct” schedule. Clinicans and providers should adapt scheduling practices
based on client needs, clinic workflow, staffing resources, and clinical judgment. The goal is not
to follow a specific template, but to intentionally organize time to deliver the right level of care
at the right time.

Case vignettes and examples for scheduling practices can be found on page 20.

Updated 7/20/2026
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Treatment Planning Across Levels of Care:

Treatment recommendations need to be made during an intake assessment, in treatment
planning and whenever warranted due to changes in symptoms. Treatment recommendations
should include any and all applicable types of services and treatment.

The following services and treatment levels should be considered when making
recommendations to a patient. This list is not exhaustive of all possible options but covers a
range of interventions available at different treatment levels. The following categories are
organized by level of treatment, not location. For example, case management is often delivered
in a home or community location, but is a billable service usually provided from a mental health
agency. The levels of treatment are important to understand for transitioning to a higher level
or lower level of care based on need. Additionally, a person may be in more than one level of
care at a time, such as receiving medication management and also attending a recovery group.
An asterisk denotes a service available at Centerstone.

Supportive Community Interventions:

e Community Mentoring programs

e School-based supports such as IEP, 504, Behavioral Intervention Plan

e Recovery Groups such as AA, NA, Celebrate Recovery, Smart Recovery, etc.
e Therapeutic community housing or foster placement*

Outpatient Treatments:

e Applied Behavioral Analysis (ABA)

e Health Link or Case Management*

e Individual, family, couples, and group therapy*

e Medication Assisted Treatment*

e Peer Support*

e Psychiatric Evaluation and Medication Management*
e Psychosocial Rehabilitation*

e Psychological testing

Intensive Outpatient Treatments:

e Intensive In-home Services (lIH or CCFT)*
e Intensive Outpatient Therapy (IOP)*
e Partial Hospitalization Program (PHP)

Inpatient Treatments:

e Acute hospitalization
e Crisis Stabilization Unit (CSU)*

Updated 7/20/2026
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e Detox
e Long-term hospitalization

e Therapeutic residential program (mental health or substance abuse)
*Services available at Centerstone

Transition Planning should include transition and discharge planning from day one. Not just at the end
of care. As a client’s need decreases, frequency and intensity should decrease with it.

e Begin discussing discharge and transition goals in early sessions

e Reduce frequency gradually when clinically appropriate

e Use referrals and transfers to align clients with appropriate services

» Reinforce skill use, natural supports, and maintenance strategies before discharge

What Success Looks Like

e Successful treatment does not always require long-term therapy

¢ Discharge decisions weigh both clinical progress and client readiness

e Transition planning should be collaborative and individualized at every step

e A planned, prepared discharge is better clinical practice than an open-ended one

Recommendations for Diagnoses

Anxiety Disorders

Generalized Anxiety Disorder

Assessments:
e GAD-7 -7 item self-report measure for ages 12+ regarding anxiety symptom severity.
e SCARED - child and parent versions to measure anxiety symptoms for ages 6+

MBC Guidelines:

GAD score 0-4 = No clinically meaningful anxiety-related symptoms
GAD score 5-9 = Mild anxiety related symptoms

GAD score 10-14 = Moderate anxiety related symptoms

GAD score 15-21 = Severe anxiety related symptoms

Treatment Plan:
e Provide psychoeducation (ideas included in Resources Section)
e Use an EBP (listed below)
e Involve support persons in care and get ROI (discuss any concerns with manager)
e Reassess symptoms as required by the assessment (GAD is every 2-4 weeks)
e Make referral for psychiatric evaluation for scores above 14 or based on clinical judgement
e Make referral for Health Link or other services when applicable for coordination of multiple
medical or mental health needs

Updated 7/20/2026
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Evidenced-Based Practices:

Cognitive-behavioral therapy*
Dialectical behavioral therapy*
Acceptance and Commitment Therapy

Therapy frequency:

For scores above 9: schedule at least biweekly sessions

For scores above 14: schedule weekly sessions

Decrease frequency with improvement of scores and symptoms sustained for at least two
consecutive sessions

Taper to discharge with stabilization of low scores over time

If anxiety scores worsen or persist over time, consider increasing level of care such as frequency
of sessions or additional referrals

Referrals:

Psychiatric evaluation
Case management
Group therapy option

Exclusion Considerations:

If anxiety is based around trauma, complete PTSD assessment.

If anxiety is based around paranoia, ask about psychosis symptoms.

Consider Other Specified Anxiety Disorder possibility if anxiety symptoms are present but do not
meet criteria for GAD, other anxiety disorder, and are not better explained by another physical
or mental health disorder.

Consider if Adjustment Disorder is most appropriate if criteria for GAD is not met and anxiety is
in response to a stressor occurring within the last 3-6 months.

Develop safety plan for any safety risks

Disruptive, Impulse-Control, and Conduct Disorders

Conduct Disorder

Assessments:

e PSC-17 — 17 item questionnaire used to screen for emotional and behavioral problems
that can be completed by the patient (age 12+) or parent (ages 5-12)

e Vanderbilt Assessment Scale — questionnaire for parent and teacher to complete that
screens for symptoms and impairment in performance (age 6-12)

MBC Guidelines:

PSC-17 Total score > 15 = Positive for emotional and behavioral problems, review subscales for

understanding internalizing, externalizing, and/or attention symptoms. When comparing scores
provided by a parent and child, look for discrepancies in scores related to perception or setting.
Complete reassessment every 4 weeks

Updated 7/20/2026
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Treatment Plan:

e Provide psychoeducation

e Use an EBP (listed below)

e Involve parent/guardian and additional caregivers in treatment such as family therapy sessions
at regular intervals with and/or without client present

e Establish clear behavioral expectations with consistent rewards and consistent consequences
across the environment

e Work on communication and conflict resolution skills

e Develop safety plan for any safety risks including aggression or destructive behaviors

Evidenced-Based Practices:
e Cognitive-behavioral Therapy*
e Parent Management Training*
e Functional Family Therapy*

Therapy frequency:
e Forscores > 15 : schedule at least biweekly sessions
e For changes in score of > 6 points: significant increase or decrease symptoms would indicate
adjustment of treatment frequency and/or goals
e Taper to discharge with stabilization of low scores over time

Referrals:
e  Psychiatric evaluation for symptoms of aggression or impulsivity
e Case management
e Group therapy option
e Social skills support
e Collaborate and/or refer to resources at school such as 504 plan, IEP plan, guidance, etc.

Exclusion Considerations:
e Consider need for Violence Risk Pathway based on Rapid Risk of Violence Screen.
e Consider history of trauma and psychosocial factors that could impact functioning.
e Develop safety plan for any safety risks

Oppositional Defiant Disorder

Assessments:
e PSC-17 —17 item questionnaire used to screen for emotional and behavioral problems
that can be completed by the patient (age 12+) or parent (ages 5-12)
e Vanderbilt Assessment Scale — questionnaire for parent and teacher to complete that
screens for symptoms and impairment in performance (age 6-12)

MBC Guidelines:
PSC-17 Total score > 15 = Positive for emotional and behavioral problems, review subscales for

understanding internalizing, externalizing, and/or attention symptoms
Complete reassessment every 4 weeks

Updated 7/20/2026
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Treatment Plan:
e Provide psychoeducation
e Use an EBP (listed below)
e Involve parent/guardian and additional caregivers in treatment
e Establish clear behavioral expectations with consistent rewards and consistent consequences
across the environment
e Work on communication, social skills, and conflict resolution skills

Evidenced-Based Practices:
e Cognitive-behavioral Therapy*
e Parent Management Training*
e Parent-Child Interaction Therapy
e Functional Family Therapy*

Therapy frequency:
e Forscores > 15 : schedule at least biweekly sessions, include family therapy into session
planning

e For changes in score of > 6 points: significant increase or decrease symptoms would indicate
adjustment of treatment frequency and/or goals
e Taper to discharge with stabilization of low scores over time

Referrals:
e  Psychiatric evaluation for symptoms of aggression or impulsivity
e Case management
e Group therapy option
e Social skills support
e Collaborate and/or refer to resources at school such as 504 plan, IEP plan, guidance, etc.

Exclusion Considerations:

e Consider parenting and/or functional family assessment for each home where patient resides

e Consider history of trauma and psychosocial factors that could impact functioning.

e Consider if Adjustment Disorder is most appropriate if criteria for ODD is not met and behavioral
issues are in response to a stressor occurring within the last 3-6 months.

e Screen for violence risk and the need for enrollment into the urgent, moderate, or violence risk
pathway.

e Develop safety plan for any safety risks

Mood Disorders

Bipolar Disorder

Assessments:
e PHQ9 -9 item self-report measure of depression (age 12+)
e MDQ - 13 item self-report measure of manic and hypomanic symptoms (age 18+)

MBC Guidelines:
PHQ score 1-9: Minimal or Mild Depressive Symptoms - may elect to have counseling

Updated 7/20/2026
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PHQ score 10-14: Moderate Depressive Symptoms - treatment with counseling biweekly with psychiatric
evaluation

PHQ score 15-19: Moderately Severe Depressive Symptoms -treatment with counseling at least biweekly
recommended with psychiatric evaluation

PHQ score 20-27: Severe Depressive Symptoms — treatment with counseling weekly with psychiatric
evaluation

Complete reassessment every 2 - 4 weeks

Treatment Plan:

Provide psychoeducation and discuss mental health hygiene

Use an EBP (listed below)

Involve support persons in care and get ROI (discuss any concerns with manager)

Reassess symptoms as required by the assessment

Make referrals (listed below)

If suicidal ideation or self-harm is present, always include a safety plan, even if criteria is not met
for a risk pathway.

Evidenced-Based Practices:

Cognitive-behavioral Therapy*
Interpersonal Psychotherapy*

Dialectical Behavioral Therapy*
Acceptance and Commitment Therapy
Interpersonal and Social Rhythm Therapy

Therapy frequency:

Schedule sessions weekly if PHQ is 15 or above

Decrease frequency with improvement of PHQ scores and symptoms (PHQ is below 15 for at
least two consecutive sessions)

Taper to discharge with stabilization of low scores over time

If PHQ scores worsen or persist over time, consider increasing level of care such as adding group
therapy or mental health IOP.

Referrals:

Psychiatric evaluation
Case management
Group therapy option

Considerations:

Use guidance for placement on moderate or urgent risk pathways based on INQ and CSSRS
results.

Use the Differential Diagnosis Trees in DSM5 to rule out other diagnoses based on chief
symptoms.

For patients under 12, use your clinical judgement to administer the PHQA with caregiver
involvement.

In addition to using the PHQ, consider regular screening of mania and hypomania through MDQ
or Altman Scale.

Updated 7/20/2026
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e Develop safety plan for any safety risks
Major Depressive Disorder

Assessments:
e PHQY9 -9 item self-report measure of depression (age 12+)

MBC Guidelines:

PHQ score 1-9: Minimal or Mild Depressive Symptoms - may elect to have counseling

PHQ score 10-14: Moderate Depressive Symptoms - treatment with counseling biweekly with psychiatric
evaluation

PHQ score 15-19: Moderately Severe Depressive Symptoms -treatment with counseling at least biweekly
recommended with psychiatric evaluation

PHQ score 20-27: Severe Depressive Symptoms — treatment with counseling weekly with psychiatric
evaluation

Complete reassessment every 2 - 4 weeks

Treatment Plan:
e Provide psychoeducation
e Use an EBP (listed below)
e Involve support persons in care and get ROI (discuss any concerns with manager)
e Reassess symptoms as required by the assessment
o Make referrals (listed below)
e If suicidal ideation or self-harm is present, always include a safety plan, even if criteria is not met
for a risk pathway.

Evidenced-Based Practices:
e Cognitive-behavioral Therapy*
e Interpersonal Psychotherapy*
e Dialectical Behavioral Therapy*
o Acceptance and Commitment Therapy

Therapy frequency:
e Schedule sessions weekly if PHQ is 15 or above
e Decrease frequency with improvement of depression scores and symptoms (PHQ is below 15 for
at least two consecutive sessions)
e Taper to discharge with stabilization of low scores over time
e If depression scores worsen or persist over time, consider increasing level of care such as adding
group therapy or mental health IOP.

Referrals:
e  Psychiatric evaluation
e (Case management
e  Group therapy option

Considerations:
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Use guidance for placement on moderate or urgent risk pathways based on INQ and CSSRS
results.

Use the Differential Diagnosis Trees in DSM5 to rule out other diagnoses based on chief
symptoms.

For patients under 12, use your clinical judgement to administer the PHQA with caregiver
involvement.

Consider if Adjustment Disorder with Depressed Mood is most appropriate if criteria for MDD is
not met and depressed mood is in response to a stressor occurring within the last 3-6 months.
Develop safety plan for any safety risks

Neurodevelopmental Disorders

Attention-Deficit/Hyperactivity Disorder

Assessments:

e PSC-17 - 17 item questionnaire used to screen for emotional and behavioral problems
that can be completed by the patient (age 12+) or parent (ages 5-12)

e Vanderbilt Assessment Scale — questionnaire for parent and teacher to complete that
screens for symptoms and impairment in performance (age 6-12)

MBC Guidelines:

PSC-17 Total score > 15 = Positive for emotional and behavioral problems, review subscales for
understanding internalizing, externalizing, and/or attention symptoms
Complete reassessment every 4 weeks

Treatment Plan:

Refer for psychiatric evaluation

Provide psychoeducation

Use an EBP (listed below)

Involve parent/guardian in treatment

Establish goals for both home and school settings

Evidenced-Based Practices:

Cognitive-behavioral Therapy*
Parent Management Training*
Behavioral Modification Training

Therapy frequency:

For scores > 15 : schedule at least biweekly sessions, include family therapy into session
planning

For changes in score of > 6 points: significant increase or decrease symptoms would indicate
adjustment of treatment frequency and/or goals

Taper to discharge with stabilization of low scores over time

Referrals:

Psychiatric evaluation

Updated 7/20/2026
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e (Case management

e Group therapy option

e Social skills support

e Collaborate and/or refer to resources at school such as 504 plan, IEP plan, guidance, etc.

Exclusion Considerations:
e Rule out other causes of inattention and impulsivity such as anxiety symptoms, trauma, or other
psychosocial factors that could impact functioning.
e Consider parenting and/or functional family assessment for each home where patient resides.
e Fordiagnosing ADHD in patients over 18 without childhood history, please consult with your
supervisor and/or manager for your team'’s protocol.
o Develop safety plan for any safety risks

Schizophrenia Spectrum and Other Psychotic Disorders
Schizophrenia

Assessments:
e RASP -6 item self-report screen of stability in persons with a schizophrenia diagnosis (age 12+)
Note that the tool is for relapse prevention of psychosis and not a diagnostic assessment

MBC Guidelines:

RASP Score > 3: Discuss stressors, warning signs for psychosis, refer for psychiatric evaluation and Health
Link, schedule at least biweekly therapy, identify support person to be involved in treatment

Score increases of > 3: Make relapse prevention plan, increase level of care, coordinate care with other
providers

Complete reassessment every 4 weeks

Treatment Plan:
e Provide psychoeducation and discuss mental health hygiene
e Use an EBP (listed below)
e Involve support persons in care and get ROI (discuss any concerns with manager)
Reassess symptoms as required by the assessment
Make referrals (listed below)
e |If suicidal ideation, self-harm, or concerning audio/visual hallucinations are present, create a
safety plan, even if criteria is not met for a risk pathway

Evidenced-Based Practices:
e Cognitive-behavioral Therapy for Psychosis*
e Social Skills Training

Therapy frequency:
e Schedule sessions biweekly to weekly if RASP score is >3
e Decrease frequency with improvement of scores and symptoms for at least two consecutive
sessions and with medication compliance
e Taper to discharge with stabilization and medication compliance over time

Updated 7/20/2026
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e |f scores worsen or persist over time, consider increasing level of care and coordinate with other
providers regarding concerns

Referrals:
e  Psychiatric evaluation
e (Case management
e Psychosocial supports such as PSR program
e Group therapy

Considerations:

e Temporary psychosis symptoms may be present in people using substances or with undiagnosed
medical conditions.

e Rule out substance use through assessments and/or refer to PCP for medical concerns.

e Psychosis can occur with other diagnoses that may describe the full symptoms better than
schizophrenia. Use the diagnostic trees in the DSM5 and mood assessments to determine the
most appropriate diagnosis.

e Develop safety plan for any safety risks

Substance-related and Addictive Disorders
Alcohol Use Disorder
Assessments:

e AUDIT - 10 item self-report measure of alcohol use (age 18+)
e CRAFFT — 10 question screen for substance use risk (age 12-21)

MBC Guidelines:

AUDIT Score > 3 (females) or > 4 (males): Discuss alcohol use patterns and functional impact, at least
biweekly therapy and substance use interventions including Overdose Harm Reduction Relapse Plan,
referral to community supports, complete alcohol and drug assessment

AUDIT Score >5: Complete alcohol and drug assessment, discuss MAT, complete Overdose Harm
Reduction Relapse Plan, referral to IOP and/or co-occurring treatment interventions

CRAFFT score = 0: Reinforce protective factors, provide risk education, encourage continued abstinence
CRAFFT score = 1: Provide psychoeducation, Motivational interviewing, readminister at 3 months
CRAFFT score = > 2: Complete alcohol and drug assessment, schedule at least biweekly therapy,
readminister CRAFFT at every session to monitor changes and risk patterns

Complete reassessment every 4 weeks

Treatment Plan:
e Provide psychoeducation and complete relapse prevention plan
e Use an EBP (listed below)
e Involve support persons in care and get ROI (discuss any concerns with manager)
e Reassess symptoms, note that score changes on the AUDIT of > 3 points are significant, consider
change in treatment plan, level of treatment, and/or readiness for change
e Make referrals (listed below)
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e |[fsuicidal ideation or self-harm is present, always include a safety plan, even if criteria is not met
for a risk pathway.

Evidenced-Based Practices:
e Cognitive-behavioral Therapy*
e Dialectical Behavioral Therapy*
e Integrated Treatment for Co-Occurring Disorders*
e Motivational Interviewing*

Therapy frequency:

e Schedule sessions biweekly for AUDIT scores of 3 (female) or 4 (male)

e Schedule sessions weekly for AUDIT scores of > 5

e Schedule at least biweekly sessions for CRAFFT scores of > 2

e Decrease frequency with improvement of scores and symptoms for at least two consecutive
sessions

e Taper to discharge with stabilization and maintenance of supports

e |f scores worsen or persist over time, consider increasing level of care such as adding additional
services, and/or referring to higher level of care such as IOP or inpatient facility

Referrals:
e Support group in the community
e Psychiatric evaluation and/or MAT
e Case management
e  Group therapy option
e |OP for higher level of care
e Inpatient for detox or side effects from severe alcohol use

Considerations:

e Alcohol Use Disorder may be co-occurring with other mental health and substance use
diagnoses. Integrated treatment of both disorders is best practice.
e Develop safety plan for any safety risks

Substance-Related Disorder

**This section encompasses substance-related disorders as a category to include cannabis,
hallucinogen, inhalant, opioid, sedative-hypnotic-anxiolytic, and stimulant use disorders

Assessments:

e DAST - 10 item self-report measure of substance use (age 18+)
e CRAFFT - 10 question screen for substance use risk (age 12-21)

MBC Guidelines:

DAST score > 3: Discuss substance use impact, at least biweekly therapy and substance use
interventions including Overdose Harm Reduction Relapse Plan, referral to community supports,
complete alcohol and drug assessment

CRAFFT score = 0: Reinforce protective factors, provide risk education, encourage continued abstinence
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CRAFFT score = 1: Provide psychoeducation, Motivational interviewing, readminister at 3 months
CRAFFT score = > 2: Complete alcohol and drug assessment, schedule at least biweekly therapy,

readminister CRAFFT at every session to monitor changes and risk patterns
Complete reassessment every 2 - 4 weeks

Treatment Plan:

Provide psychoeducation and complete relapse prevention plan

Use an EBP (listed below)

Involve support persons in care and get ROI (discuss any concerns with manager)

Reassess symptoms, consider change in treatment plan, level of treatment, and/or readiness for
change, note that an increase or decrease of > 3 points on the DAST reassessment indicates
significant change

Make referrals (listed below)

If suicidal ideation or self-harm is present, always include a safety plan, even if criteria is not met
for a risk pathway.

Evidenced-Based Practices:

Cognitive-behavioral Therapy*

Dialectical Behavioral Therapy*

Integrated Treatment for Co-Occurring Disorders*
Motivational Interviewing*

Therapy frequency:

Schedule sessions at a minimum of biweekly for DAST score of > 3

Schedule at least biweekly sessions for CRAFFT scores of > 2

Decrease frequency with improvement of scores and symptoms for at least two consecutive
sessions

Taper to discharge with stabilization and maintenance of supports

If scores worsen or persist over time, consider increasing level of care such as adding additional
services, and/or referring to higher level of care such as IOP or inpatient facility

Referrals:

Support group in the community

Psychiatric evaluation and/or MAT

Case management

Group therapy option

IOP for higher level of care

Inpatient for detox or side effects from substance use

Considerations:

Substance Use Disorder may be co-occurring with other mental health and substance use
diagnoses. Integrated treatment of both disorders is best practice.
Develop safety plan for any safety risks

Trauma and Stressor-Related Disorders
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Posttraumatic Stress Disorder

Assessments:

PCL5 - 20 item self-report measure that assesses symptoms of PTSD (age 18+)

UCLA Child/Adolescent PTSD Index — child report (age 6-17) or parent report (ages 6-17) to
measure symptoms of PTSD*Assessment is linked in the references below, not available in
Avatar.

MBC Guidelines:

The current targeted assessment for PTSD included in Centerstone’s MBC guidelines is the GAD-7.

Treatment Plan:

Provide psychoeducation

Use an EBP (listed below)

Involve support persons in care and get ROI (discuss any concerns with manager)

Reassess symptoms as required by the assessment

Make referrals (listed below)

If suicidal ideation or self-harm is present, always include a safety plan, even if criteria is not met
for a risk pathway.

Evidenced-Based Practices:

Cognitive Behavioral Therapy*

Cognitive Processing Therapy

Prolonged Exposure Therapy*

Eye Movement Desensitization and Reprocessing (EMDR)
Trauma-Focused Cognitive Behavioral Therapy

Therapy frequency:

Schedule sessions at least biweekly if score of PCL5 is 31 or higher.

Decrease frequency with improvement of scores and symptoms. A change of 10 points or more
is considered clinically meaningful improvement.

If symptoms persist without improvement for more than 10-15 sessions, increase level of
treatment and/or change evidenced-based treatment interventions.

Referrals:

Group therapy option
For severe or persistent symptoms, refer for psychiatric evaluation
Case management for functional impairments or comorbidities

Considerations:

Use the Differential Diagnosis Trees in DSM5 to rule out other diagnoses based on chief
symptoms.

Disclosures of abuse, neglect, domestic violence, or other unsafe situation must be reported to
the Department of Children’s Services or Adult Protective Services when applicable.

Consider if Adjustment Disorder is most appropriate if criteria for PTSD is not met and stressor
occurred within the last 3-6 months.

Develop safety plan for any safety risks
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Minimal Initial Therapy Schedule Examples:

End of Week View

Real Staff Schedule from 6/22 - 6/25

22-Jun 23-Jun 24-Jun 25-Jun 26-Jun
Monday Tuesday Wednesday Thursday Friday
Client Kept (.82 CSG)
Clieint DNS Client Kept (1CSG) DNS Monday. Moved Clieint DNS Client Kept (.82 CSG)
800-830 to This date.
9930 Client Kept (1CSG) Client Kept (1CSG) Client Kept (1CSG) Client Kept (1CSG) Clieint DNS
930-10
10-1030] |\ tce Assinged (115 Csg) | Make Assinged(1.15 | Intake Assinged (115 | |\ Not Assigned | SPP HOLD Client DNS
1030-11 CsG) CsG)
11-1130 . " . N e
130-12 Client Kept (.82 CSG) Client Kept (1CSG) Clieint DNS Client Kept (1CSG) Clieint DNS
121230 Lunch Lunch Lunch Lunch Lunch
1230-1
13:'32 Client Kept (.82 CSG) Client Kept (1CSG) Clieint DNS Client Kept (1CSG) Client Kept (1 CSG)
2:230|  Glient DNS. Called Client.
Converted to Telehelaht. (.63 Clieint DNS Client Kept (1CSG) TxTeam Client Kept (.82CSG)
230-3 ©s6)
:3:;3: Client Kept (1CSG) Client Kept (1CSG) Client Kept (.82 CSG) Client Kept (.82 CSG) Client Kept (.82 CSG)
4-430 " . "
Client DNS. Called Client DNS. Called Client. Group (2 *.32CSG = .64
Clieint DNS Client. Converted to Client Kept (1CSG) Converted to Telehelaht. P c‘s ) )
Telehelaht. (.63 CSG) (.82 CSG) g
430-5
Earned
C8Gs 5.42 7.28 5.79 4.64 4.1

Breakdown of Team Member Time:
4 possible hours of intakes
Total 39 direct clinical hours
Actual CSG Achieved =27.23

10 Hours of No Shows/ADMIN TIME

1 hour of txteam
Clinician Show Rate = 77%

Intakes = 1.15 CSG
Group .32 C3G per group member

Clinician is licensed and prefers notto set aside admin time.

Scheduling interventions in Action: Throughout this week, several scheduling strategies helped
maximize client access and recover the clinical time that may have otherwise been lost. These included
converting appropriate no-shows to telehealth, moving clients into newly available opening, utilizing
intake and provider hold appointments, adjusting the schedule as changes occurred throughout the day.
While not every cancellation can be filled, consistently using these interventions helps improve access to

care, maintain continuity for clients, and make the most of available appointment time.

Real Staff Schedule from 6/8-6/12

B-lul 7-Jul B-lul S-lul 10-Jul
Monday Tuesday Wednesday Thursday Friday
800-830
ClientKept (1C5G) Clieint DNS ClientKept (.82 CSG) Clieint DNS Client Kept (1CSG)
830-9
9-930 Client Ks .63 CSG)Filled
ClientKept (1656) ClieintDNS Clieint DNS Clieint DNS fontKept( IFile
I e— Cancelation from Waitlist.
930-10
10-1030
1030-11 Intake Not Assigned Intake Assinged (1.15CSG) Intake Assinged (1 CSG) Intake Assinged (1.15 CSG) Client Kept (1 CSG)
11-1130 ADMIN SUPERVISION
Clieint DNS ClientKept (.82 CSG) ClientKept (1CSG) Clieint DNS
1130-12 ClientKept (.63 C5G)
121230 Lunch Lunch Lunch Lunch Lunch
1230-1
1130 SPPHOLD Added clientint
1202 ClientKept(.82CSG) ’mu”c;s;“ S8 ClientKept(1CS6) ClientKept(1C56) ClientKept (1CSG)
2-230 . . .
ClientKept (.82 CSG) ClientKept (1CSG) Clieint DNS TxTeam Client Kept(1CSG)
230-3
3-330 . . "
ClientKept (1CSG) ClientKept (1CSG) Cligint DNS ClientKept(1C5G) ClientKept (.82C5G)
330-4
4-430
2305 Clieint DNS ClientKept (1CSG) ClientKept (1CSG) Client Kept (.82 CSG) Group (2 *.32CSG = .64 csg)
Earned CSGs 363 597 482 397 71

Breakdown of Team Member Time:

33.5scheduled client hours

4 possible hours of intakes

Total 37.5 direct clinicalhours

Actual CSG Achieved = 25.4%

10 Hours of Mo Shows/ADMIN TIME

1hour of txteam
30 minutes of admin superison
Clinician Show Rate = 76%

Intakes = 1.15C5G
Group .32 CSG per group member

Clinician is licensed and prefers notto set aside admin time.

2549

Scheduling Interventions in Action: This example shows how intentional scheduling strategies can help
recover clinical time even during a week with a high number of cancellations and o-shows. Interventions
include protected intake appointments, adding clients into dedicated SPP follow-up slots, filling
cancellations from the waitlist, and strategically utilizing administrative time could not be recovered.
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While not ever opening can be filled, consistently using these interventions helps improve client access,
maximize available clinical capacity, and ensure more individuals receive timely care.

Example Schedule

Monday Tuesday Wednesday Thursday Friday
00-330 Breakdown of Team Member Time:
Client DNS - Called
Example Schedule
Monday Tuesday Wednesday Thursday Friday
200-830 ) Ereakdown of Team Member Time:
Client DNS - Called
Dedicated SPP client from personal
Follow Up KEPT waitlist. Offered Client KEPT [1 CSG]| Client KEFPT [1 C5G] | Client KEPT [1 C5G) R
£30-9 (1cse) Telehealth Session. 32.5scheduled client hours
[-80 C5G)
9-930 Client DNS C""“‘é:g: (.50 Client DNS Client DNS: Called 5 Possible hours of intakes
- and Offered
Client KEPT (1 CSG) Telehealth Session
930-100 Admin Admin Client Kept [1 C5G) [-80 C5G) Total 36.5 CSGs Scheduled
10-1030 No Intake Assigned -
Assigned Intake Called Client on Assigned Intake Intake Mot Assigned | Assigned Intake
1030-11 KEPT [1.15 C5G) [Cancelation List (50 KEPT [1.15 C5G) Used as Admin Time KEPT [1.15 C5G) Actual Clinical Hours: 28.77
C5G)
11-1130 9.5 Hours of No Shows/ADMIN TIME
Client KEPT (1 CSG)| Client KEPT (1CsG) | GroUP92CSE 1 oy vepT (1 C86) Client DNS » »
130-12 Credit - § Clients) 1 hour of clinical supervision
12-1230 Lunch Lunch Lunch Lunch Lunch Lhour of TxTeam
1230-1
1-130
Superyizion Client KEPT [1 CSG) Client DNS Client KEFT {1 CSG] | Client KEPT [1 CSG) L
130-2 Clinician Show Rate = 8%
2-230 Client [.50 C5G)
- Dedicated SPP -
230-2 Client KEPT [1C5G]) Follow Up DNS Client KEPT [1 C5G) T Team Adrmin Intakes = 1.15 CSG
3-330 Client DNS Client ONS: Called Group .32 CSG per group member
and Offered - - -
Telehealth Session Client KEPT {1 C5G]| Client KEPT {1 C5G] | Client KEPT [1 C5G)
330-4  |Client KEPT (1 CSG) (.80 CSG)
4-430 Client [1C5G) Dedicated SPP
Follow Up DNS - -
Client DNS Client DNS Called Client - | C'"’l"‘d'::"i; .
1305 Admin Offered Telehealth | ~OVerted to Admn
Session. [.50 C5G)
Daily C5Gs 5.15 6.1 657 55 5.45 28.77

Scheduling Interventions Demonstrated: This mock schedule illustrates several proactive scheduling
strategies that can improve client access while reducing lost clinical time. Interventions include
dedicated SPP follow-up appointments, protected intake slots, same day telehealth conversions for
appropriate no-shows, outreach to the cancellation list to fill unexpected openings, strategic use of
admin time when appointments cannot be recovered, and group services to maximize access. While
every week will look different, consistently using these scheduling interventions can improve continuity
of care, increase timely access to treatment, and maximize available clinical capacity.
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Workday - Half Day Friday Sche:
Monday Tuesday Wednesday Thursday Friday Example Schedule
Client KEPT - Continued
800-830 i Breakd f T Member Time:
Client KEPT (1CSG) Client KEPT (1 Csg) | SesSionafter DNS ford Client DNS Client KEPT (1CSG) realdoun of feam Hemberfime
hour (1CSG)
830-9 Client DNS 31.25 scheduled client hours
-930 Client CBC due to 4 possible hours of intakes
Client KEPT (1 CSG) Client DNS Client DNS Transportation. ,
930-10 Converted to Total 35 possible CSGs
telehealth. (.80 CSG)
10-1030 iged -
. A Intake ND.U.‘SSIg?d . Dedicated SPP Follow|
Intake Assigned KEPT (1.15 CSG) | Intake Not Assiged | Called Waitlist Client. | Intake Assigned KEPT (1.15 CSG) R
1030-11 Up KEPT(1CSG) Actual CSG Achieved = 29.66
(.75CSG)
11-1130 Client DNS Client DNS Client KEPT (.50 CSG) Client KEPT (.50 CSG) Client DNS -
1130-12 . . . ) ) Converted to Admin 1 hour of clinical supervision
121230 Client KEPT (1CSG) Client KEPT(1CSG)| Client KEPT(1CSG) |Group(2.56 CSG Credit- 8 Clients) 1 hour of tx team
1230-1 Admin Admin Admin Admin 8.5 Hours of No Shows/ADMIN TIME
1-130 Dedicated SPP Client DNS Clincian Show Rate = 94%
1302 Client KEPT(1CSG) Follow Up KEPT (1 Client KEPT(1CSG)
CSG) Client KEPT(1CSG)
2-230
Client KEPT(1CSG Client KEPT(1CSG
2303 fent KEPT(1C5G) ient KEPT(1C5G) _ Client KEPT (.50 CSG)
3-330 Intakes = 1.15 CSG
Client DNS - Called Waitlist | 0.\ vepr(1c86)|  Client KEPT(1€36) Client KEPT (1CSG)
330-4 Session (.75 CSG) Group .32 CSG per group member
4-430 Client DNS -
4305 Client KEPT (1CSG) Converted to Client KEPT (1CSG) Client KEPT (1CSG)
Admin
Earned CSG 6.9 6 6.25 7.71 2.8 29.66

Scheduling Interventions Demonstrated: This example illustrates how proactive scheduling strategies
can be incorporated into an elongated works week. Intervention includes protected intake
appointments, dedicated SPP follow-up slots, outreach to the waitlist to fill cancellations, same day
telehealth conversions when appropriate, extending session following a no show, strategic use of group
services, a dn converting unrecoverable appointment time into admin time. These interventions
demonstrate how clinicians can maintain timely client access and maximize available clinical capacity
while working flexible schedule.

Vignette Examples:

Case Example 1: Capitalizing on Readiness for Change

Client Presentation

Shelia is a 27-year-old referred after an emergency department visit for worsening depression. During
intake she expresses feeling "ready to finally do something different." Her PHQ-9 score is 21, but she
denies current suicidal intent.

Scheduling Considerations

Rather than scheduling her first therapy appointment three weeks later, the therapist reserves a
dedicated follow-up slot and schedules Shelia within five days. Weekly appointments are arranged
during the first month to capitalize on her motivation while symptoms are most severe. Measurement-
Based Care (MBC) is reviewed each visit to monitor improvement and determine when appointment
frequency can safely decrease.

Scheduling Practices Used

Dedicated follow-up appointment block

Increased appointment frequency during early treatment
Frontloading care during high readiness for change
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Key Reminder
Initial motivation is often time limited. Early engagement increases opportunities to build a therapeutic
relationship before motivation declines.

Case Example 2: Addressing Attendance Barriers

Client Presentation

Marcus consistently arrives 15—20 minutes late because his work schedule changes weekly. After
missing two appointments, he reports wanting treatment but worries he is "wasting everyone's time."

Scheduling Considerations

Rather than discharging Marcus for poor attendance, the therapist explores barriers and adapts the
treatment plan. Appointment length is adjusted to 30 minutes, Marcus is encouraged to call for same-
day openings when available, and telehealth is offered when clinically appropriate.

Scheduling Practices Used
Problem-solving barriers to care
Flexible appointment length
Same-day scheduling
Telehealth conversion

Key Reminder
Repeated missed appointments often signal barriers to engagement rather than a lack of motivation.
Adapt the schedule before concluding treatment is unsuccessful.

Case Example 3: Using Alternative Levels of Care

Client Presentation

Jennifer completes intake after years without mental health treatment. Although motivated, she reports
significant anxiety about individual therapy and repeatedly no shows her first appointment.

Scheduling Considerations

Instead of waiting several weeks for another individual appointment, Jennifer is offered the Strong Start
Therapy Group to learn about therapy, build confidence, and identify treatment goals. She successfully
transitions into individual therapy within two weeks.

Scheduling Practices Used

Early engagement through psychoeducational group
Matching services to client readiness

Rapid transition to individual therapy

Key Reminder

Individual therapy is not the only entry point into care. Groups and other services can reduce barriers
while maintaining treatment momentum.
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Minimal Initial Therapy Guiding Principal:

Scheduling is a clinical intervention. Thoughtful scheduling decisions can improve engagement, reduce
barriers, and help clients receive the right level of care at the right time. When barriers arise, consider
adapting the schedule before assuming a client lacks motivation or readiness for treatment.

Case Example 4: Lack of Family Involvement in Treatment

Client Presentation

Luke is a 10-year-old boy struggling with behavior problems at home and school. Luke’s parents are
divorced. The primary parent doesn’t speak English, and the nonprimary parent is incarcerated. You
cannot get in contact with the parent.

Scheduling Considerations

Attempt contacting parent with zoom interpreter services. Attempt to contact parent in multiple
formats such as calling, texting, emailing, and sending information home. Make sure to document
attempts to contact the parent. See if there are ROIs for family members or support system that could
help. Coordinate with school staff such as teacher or guidance counselor to engage the parent.

Scheduling Practices Used

Identify and problem-solve barriers to engagement early. Consider transportation, technology,
childcare, employment

Avoid scheduling appointments too far apart early in treatment

Key Reminder
Be flexible with involvement of the parent to conduct family therapy. Monthly family involvement is
recommended to include collaboration with the parent and completion of assessments.

Minimal Initial Therapy Guiding Principal:

Scheduling is a clinical intervention. Thoughtful scheduling decisions can improve engagement, reduce
barriers, and help clients receive the right level of care at the right time. When barriers arise, consider
adapting the schedule before assuming a client lacks motivation or readiness for treatment.

Supports and Resources
Resources

The following information is meant to provide a list of available supports and resources.
Clinicians should consult with their supervisor and manager for ongoing weekly support and
guidance.

e The DSMS5 is available online through Centerstone’s organizational access linked here,
Diagnostic and Statistical Manual of Mental Disorders | Psychiatry Online Please ask

your manager for the organization’s current password.

e Clinical supports are available to you in the following resources from The Source:
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O O O O O O

Adult Counseling — The Source

Addictions Care — The Source

Child Community Services — The Source

Life Skills Curricula — The Source

Measurement Informed Care — The Source

Zero Suicide — The Source

e The Wiki Page has information about documentation wiki.centerstone.org

¢ Trainings on evidenced-based practices are available as electives in Relias. To enroll,

search for a training topic in Relias in the course library, then choose enroll. Here are a

few trainings available on evidenced-based practices mentioned in the guidebook:

o

o

SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:
SIM Center:

Reference Links

Adapted Cognitive-Behavioral Therapy
Adapted Integrated Dual Disorders Treatment
Adapted Multidimensional Family Therapy
Adapted Prolonged Exposure

Cognitive Behavioral Therapy for Psychosis
Cognitive Behavioral Therapy for Substance Use Disorder
Dialectical Behavioral Therapy Skills Training
Interpersonal Therapy

Motivational Interviewing

Parent Management Training

Relapse Prevention and Harm Reduction

Trauma-Informed Treatment

References include links to research used to create the therapist guidebook and additional
assessments not currently in Avatar.

Suggested measures

APA DSMS5 Severity-Measure-For-Generalized-Anxiety-Disorder-Child-Age-11-to-17.pdf

Scared Child-final

Major depressive disorder: Validated treatments and future challenges - PMC

Patient Health Questionnaire (PHQ-9 & PHQ-2)

Depression Assessment Instruments

Anxiety Disorders | Psychiatry Online
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https://home.centerstone.org/resource/adult-counseling/
https://home.centerstone.org/resource/addictions-care/
https://home.centerstone.org/resource/child-community-services/
https://home.centerstone.org/life-skills/
https://home.centerstone.org/resource/measurement-informed-care/
https://home.centerstone.org/zero-suicide/
https://wiki.centerstone.org/spaces/TCD/pages/159908259/CTN+Clinical+Documentation+Home
https://www.apaservices.org/practice/measurement-based-care/suggested-measures
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/APA_DSM5_Severity-Measure-For-Generalized-Anxiety-Disorder-Child-Age-11-to-17.pdf
https://www.aacap.org/App_Themes/AACAP/docs/member_resources/toolbox_for_clinical_practice_and_outcomes/symptoms/ScaredChild.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC8610877/
https://www.apa.org/pi/about/publications/caregivers/practice-settings/assessment/tools/patient-health
https://www.apa.org/depression-guideline/assessment
https://psychiatryonline.org/doi/10.1176/appi.books.9780890425787.x05_Anxiety_Disorders#sec-8
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Treatment for Generalized Anxiety Disorder (GAD)

Clinical Practice Guidelines for Cognitive-Behavioral Therapies in Anxiety Disorders and Obsessive-Compulsive and Related
Disorders - PMC

GAD-7 for Clinicians: Scoring, Interpretation & Best Use - GAD-7.org

The Generalized Anxiety Disorder 7-item (GAD-7) scale in adolescents with generalized anxiety disorder: signal detection and
validation - PMC

Psychometric Properties of the SCARED in a Nationally Representative U.S. Sample of 5-12 Year-Olds - PMC

Critical Overview of Screening Tools for Detecting Bipolar Disorders - PMC

Psychiatry.org - DSM-5-TR Online Assessment Measures

Level 2 Mania Adult - ASRM

Young-Mania-Rating-Scale-Measure-with-background.pdf

lllness Management and Recovery - Practitioners Guides and Handouts

Mental hygiene | Consumer Health | Research Starters | EBSCO Research

Evidence-Based Psychotherapies for Bipolar Disorder | Focus

IPSRT — Interpersonal and Social Rhythm Therapy

PTSD Checklist for DSM-5 (PCL-5) - PTSD: National Center for PTSD

Clinician Administered PTSD Scale for DSM-5 Child and Adolescent Version | International Society for Traumatic Stress Studies

Clinician-Administered PTSD Scale for DSM-5 - Child/Adolescent Version (CAPS-CA-5) - PTSD: National Center for PTSD

Severity of posttraumatic stress symptoms - adult

Severity of posttraumatic stress symptoms - child age 11-17

TF-CBT Certification Program - Official Website

UCLA PSTD Assessment Tools | International Society for Traumatic Stress Studies

Alcohol Use Disorders Identification Test (AUDIT)

About the CRAFFT — CRAFFT

www.auditscreen.org

Integrated Treatment for Co-Occurring Disorders: Building Your Program

Addiction Treatment Methods | Evidence-Based Practices

Recommend Evidence-Based Treatment: Know the Options | National Institute on Alcohol Abuse and Alcoholism (NIAAA)

The Psychometric Properties of the Drug Abuse Screening Test - PMC

https://cde.nlm.nih.gov/formView?tinyld=myWNflaZwe

https://www.massgeneral.org/psychiatry/treatments-and-services/pediatric-symptom-checklist

https://adaa.org/sites/default/files/2026-01/GAD-7 Anxiety-updated 0O.pdf

Pediatric Symptom Checklist-17 — The California Evidence-Based Clearinghouse for Child Welfare
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https://adaa.org/understanding-anxiety/generalized-anxiety-disorder-gad/treatment
https://pmc.ncbi.nlm.nih.gov/articles/PMC7001348/
https://pmc.ncbi.nlm.nih.gov/articles/PMC7001348/
https://gad-7.org/blog/gad-7-for-clinicians-scoring-interpretation-best-use
https://pmc.ncbi.nlm.nih.gov/articles/PMC5765270/
https://pmc.ncbi.nlm.nih.gov/articles/PMC5765270/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6881535/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12538600/
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures
https://www.psychiatry.org/getmedia/c1783d55-268a-47b2-9932-a549b21c8d64/APA-DSM5TR-Level2ManiaAdult.pdf
https://dcf.psychiatry.ufl.edu/files/2011/05/Young-Mania-Rating-Scale-Measure-with-background.pdf
https://library.samhsa.gov/sites/default/files/practitionerguidesandhandouts_0.pdf
https://www.ebsco.com/research-starters/consumer-health/mental-hygiene
https://psychiatryonline.org/doi/full/10.1176/appi.focus.20190004
https://ipsrt.org/
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://istss.org/clinical-resources/child-adolescent-trauma-assessments/clinician-administered-ptsd-scale-for-dsm-5/
https://www.ptsd.va.gov/professional/assessment/child/caps-ca.asp
https://www.psychiatry.org/getmedia/1af5dc37-6370-4e72-94d8-e0224d8495f8/APA-DSM5TR-SeverityOfPosttraumaticStressSymptomsAdult.pdf
https://www.psychiatry.org/getmedia/19964a66-5074-4f00-9138-81d85577f107/APA-DSM5TR-SeverityOfPostTraumaticStressSymptomsChildAge11To17.pdf
https://tfcbt.org/
https://istss.org/clinical-resources/child-adolescent-trauma-assessments/child-and-adolescent-trauma-screen/child-trauma-screen/ucla-pstd-assessment-tools/
https://nida.nih.gov/sites/default/files/files/AUDIT.pdf
https://crafft.org/about-the-crafft/
http://www.auditscreen.org/
https://library.samhsa.gov/sites/default/files/ebp-kit-building-your-program-10112019.pdf
https://www.naatp.org/treatment-methods-evidence-based-practices
https://www.niaaa.nih.gov/health-professionals-communities/core-resource-on-alcohol/recommend-evidence-based-treatment-know-options
https://pmc.ncbi.nlm.nih.gov/articles/PMC7291903/
https://cde.nlm.nih.gov/formView?tinyId=myWNfJaZwe
https://www.massgeneral.org/psychiatry/treatments-and-services/pediatric-symptom-checklist
https://adaa.org/sites/default/files/2026-01/GAD-7_Anxiety-updated_0.pdf
https://adaa.org/sites/default/files/2026-01/GAD-7_Anxiety-updated_0.pdf
https://www.cebc4cw.org/measurement-tools/pediatric-symptom-checklist-17/
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Conduct Disorder - A Quick Guide - Child Mind Institute

Effects of Behavioral Treatment Modified to Fit Children with Conduct Problems and Callous-Unemotional (CU) Traits - PMC

NICHQ Vanderbilt ADHD Assessment Scale | NC-PAL

ADHD Evidence-based care fact sheet FIU Center for Children and Families - CTN Clinical Documentation - Centerstone Wiki

Relapse Risk Assessment for Schizophrenia Patients (RASP): A New Self-Report Screening Tool | Abstract

Relapse Risk Assessment for Schizophrenia Patients (RASP): A New Self-Report Screening Tool - PubMed

Positive and Negative Syndrome Scale (PANSS) for Schizophrenia Calculator

The dimensional structure of the Positive and Negative Syndrome Scale in first-episode schizophrenia spectrum disorders: an
Exploratory Graph Analysis from the OPTiMISE trial - PMC

Evidence-Based Integrated Intervention in Patients with Schizophrenia: A Pilot Study of Feasibility and Effectiveness in a Real-
World Rehabilitation Setting - PMC

Measurement-based care

Created by Tennessee Workgroup — Alana Morris, Breezy Hayes, Tyler Sanders, LA Hill, Marion Smyser, Lisa Eggebeen, Mary
Claire Moody

Last updated: 7.20.2026
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https://childmind.org/guide/quick-guide-to-conduct-disorder/?gad_source=1&gad_campaignid=23843177959&gclid=EAIaIQobChMIsqOcmZnNlAMVngfUAR2wszU-EAAYASAAEgLVe_D_BwE
https://pmc.ncbi.nlm.nih.gov/articles/PMC6893108/
https://ncpal.org/resources/screening-forms/nichq-vanderbilt-adhd-assessment-scale
https://wiki.centerstone.org/pages/viewpage.action?pageId=266404259&spaceKey=TCD&title=ADHD%2BEvidence-based%2Bcare%2Bfact%2Bsheet%2BFIU%2BCenter%2Bfor%2BChildren%2Band%2BFamilies&preview=/266404259/266404260/ADHD%20Evidence-based%20care%20fact%20sheet%20FIU%20Center%20for%20Children%20and%20Families%20-%20Copy.pdf
https://www.clinicalschizophrenia.net/abstract/relapse-risk-assessment-for-schizophrenia-patients-rasp-a-new-selfreport-screening-tool-49655.html
https://pubmed.ncbi.nlm.nih.gov/29164930/
https://www.mdcalc.com/calc/10414/positive-negative-syndrome-scale-panss-schizophrenia
https://pmc.ncbi.nlm.nih.gov/articles/PMC11442741/
https://pmc.ncbi.nlm.nih.gov/articles/PMC11442741/
https://pmc.ncbi.nlm.nih.gov/articles/PMC7277196/
https://pmc.ncbi.nlm.nih.gov/articles/PMC7277196/
https://www.apaservices.org/practice/measurement-based-care

