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	The information in this document is not intended to cover all possible treatment options. This information is generalized and is not intended as specific medical advice. If you have questions or would like further information check with your doctor.



Treatment Options for Various Mental Illnesses


What you need to know about your disorder and how it is often treated.

4Disorders Usually First Diagnosed In Infancy, Childhood Or Adolescence


4Pervasive Developmental Disorders: Autistic Disorder (299.80)


5Attention Deficit Hyperactivity Disorder (314.xx)


6Conduct Disorder (312.8)


7Oppositional Defiant Disorder (313.81)


8Separation Anxiety Disorder (309.21)


9Reactive Attachment Disorder (313.89)


10Substance Related Disorders


10Substance Abuse


10Substance Dependence


12Schizophrenia and Other Psychotic Disorders


12Schizophrenia (295.xx)


12Schizoaffective disorder (295.70)


16Schizophreniform Disorder (295.40)


17Delusional Disorder (297.1)


18Brief Psychotic Disorder (298.8)


19Mood Disorders


19Major Depressive Disorders (296.xx)


21Disthymic Disorder (300.4)


22Bipolar Disorders I & II (296.xx)


23Cyclothymic Disorder


24Anxiety Disorders


24Panic Disorder with Agoraphobia and without Agoraphobia (300.21,300.01)


25Agoraphobia without History of Panic Disorder (300.22)


26Specific Phobia (300.29)


27Social Phobia (300.23)


28Obsessive Compulsive Disorder (300.3)


29Posttraumatic Stress Disorder (309.89) and Acute Stress Disorder (308.3)


30Generalized Anxiety Disorder(300.02)


30Anxiety Disorder NOS (300.00)


32Somatoform Disorders


32Hypochondriasis (300.07)


32Conversion Disorder ( 300.11 )


32Somatization Disorder (300.81)


33Factitious Disorders


33Factitious Disorder (300.xx)


34Dissociative Disorders


34Dissociative Amnesia (300.12)


34Dissociatfve Fugue (300.13)


34Dissociative Identity Disorder (300.14)


34Depersonalization Disorder (300.6)


35Paraphilias


35Pedophilia (302.2)


35Paraphilia NOS (302.9 -Adolescents)


36Eating Disorders


36Anorexia Nervosa -307.1


36Bulimia Nervosa -307.51


37Disorders of Impulse Control


37Intermittent Explosive Disorder (312.34)


38Adjustment Disorders


38Adjustment Disorder with Depressed Mood (309.0)


38Adjustment Disorder with Anxiety (309.24)


38Adjustment Disorder with Mixed Anxiety and Depressed Mood (309.28)


38Adjustment Disorder with Disturbance of Conduct (309.3)


38Adjustment Disorder with Mixed Disturbance of Emotions and Conduct (309.4)


39Personality Disorders


39Paranoid Personality Disorder (301.00)


40Schizoid Personality Disorder (301.20)


41Schizotypal Personality Disorder (301.22)


42Antisocial Personality Disorder (301.7)


43Borderline Personality Disorder (301.83)


44Histrionic Personality Disorder (301.50)


45Narcissistic Personality Disorder (301.81)


46Avoidant Personality Disorder (301.82)


47Dependent Personality Disorder (301.60)


48Obsessive-Compulsive Personality Disorder (301.4)





	Disorders Usually First Diagnosed In Infancy, Childhood Or Adolescence

	Pervasive Developmental Disorders: Autistic Disorder (299.80) 

	

	Treatment Guidelines  

	1.  Treatment Aims 

	     A.  To reduce behavioral symptoms. 

	     B.  To promote learning and development, particularly the acquisition of language skills. 

	2.  General Guidelines 

	     A.  Needs a comprehensive and highly individualized treatment program 

	     B.  Special education and language therapy are essential components 

	     C.  Medication may be beneficial when certain problem behaviors are not amenable to other 

	           treatment modalities. 

	3.  Psychotherapy 

	     A. Behavior therapy used to establish desired behaviors and reduce undesirable behaviors. 

	          1.  Generalization may not occur from one setting to another, so treatment needs to be intensive  

               and across settings.   

	     B. Co-occurring psychiatric problems need to be addressed. This is a particular problem for older, 

	          People with autism. 

	4.  Forms of system guidance (sometimes called case management). 

	5.  Medication 

	

	Outpatient Authorization Guidelines

	Expected Length of Services

	            Restoration:

	6 to 9 months

	
Growth:

	9 to 12 months

	
Maintenance:

	6 to 12 months


	Attention Deficit Hyperactivity Disorder (314.xx) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features:  Much more commonly diagnosed in boys/males than girls/females. 

	

	Treatment Guidelines 

	1.  Treatment aims 

	     A.  Provide education and support 

	     B.  Establish a commitment to changing specific behaviors 

	     C.  Establish an acceptance of responsibility for changing the behavior and then improving interpersonal     

           interactions 

	     D.  Development of and use of appropriate self-restraint and control 

	     E.  Development of self-helping behaviors 

	2.  General guidelines 

	     A. Behaviorally oriented intervention, monitoring and high client accountability 

	3.  Psychotherapy 

	     A. Use of medications should be considered. 

	     B. Behavior management and specific parenting skills training for parents 

	     C. School consultation 

	     D. Group therapy is often most effective in improving social skills. The focus of treatment is development 

          of appropriate external behaviors. Group topics can include:         

	· Thinking skills

	· Feeling skills 

	· Problem solving skills 

	· Interpersonal skills 

	· Self-care skills 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management). 

	

	Outpatient Authorization Guidelines

	Expected Length of Services

	
Restoration:

	4 to 6 weeks

	
Growth:
 
	3 to 6 months

	           Maintenance:

	1 to 6 months*

	 

	*Medication can be managed by the primary care physician 

	 


	Conduct Disorder (312.8) 

	

	Diagnostic Guidelines 

	1. Diagnostic features: Much more commonly diagnosed in boys than girls. May have learning disorders,   

	    ADHD concomitant 

	

	Treatment Guidelines 

	1.  Treatment aims 

	     A. Establish a commitment to changing targeted behaviors 

	     B. Establish acceptance of responsibility for changing the behavior and then improving 

          Interpersonal interactions        

	     C. Development of and use of appropriate parenting, self-restraint and control 

	     D. Development of self-helping behaviors 

	2.  General guidelines 

	     A. Multi-systemic treatments are most effective: Parents must be actively involved. Family issues and  

         conflicts are often fundamental. The school needs to be part of the treatment team.   

	     B. Behaviorally oriented intervention, monitoring and accountability 

	3.  Psychotherapy 

	     A. Use of medications may be considered if mood disorder present 

	     B. Behavior management training for parents 

	     C. School consultation

	     D. Family therapy that is structured and involves teaching (particular emphasis on behavior 

	         management), modeling, and practice of new ways to attend to the child and to direct the child. 

	     E. Group can be effective because of the externalizing nature of the disorder, the focus of 

	          treatment is development of more appropriate external behaviors. Group topics can include: 

	· Thinking skills 

	· Problem-solving skills (anger management) 

	· Interpersonal skills 

	· Self-care skills 

	4. Medication 

	5. Forms of system guidance (sometimes called case management).

	

	Outpatient Authorization Guidelines

	Expected Length of Services:

	
Restoration:
 
	4 to 6 weeks

	            Growth: 
 
	3 to 6 months

	           Maintenance:
 
	1 to 6 months

	*Medication can be managed by PCP 

	


	Oppositional Defiant Disorder (313.81) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: Much more commonly diagnosed in boys than girls May have learning disorders 

	     co-occurring. 

	

	Treatment Guidelines 

	1.  Treatment aims 

	     A.  Establish a commitment to changing targeted behaviors 

	     B.  Establish acceptance of responsibility for changing the behavior and then improving  

           interpersonal interactions 

	     C. Development of and use of appropriate parenting, self-restraint and control skills  

	     D. Development of self-helping behaviors 

	2.  General guidelines 

	     A. Parents must be actively involved. Family issues and conflicts are often fundamental 

	     B. Behaviorally oriented intervention, monitoring and accountability 

	3.  Psychotherapy 

	     A. Use of medications may be considered if mood disorder present 

	     B. Behavior management training for parents 

	     C. School consultation 

	     D. Family therapy that is structured and involves teaching, modeling, and practice of new ways to attend  

          to the child and to direct the child.

	     E.  With older children group can be effective because of the extemalizing nature of the disorder, the 

          focus of treatment is development of more appropriate external behaviors. Group topics can include:

	· Thinking skills 

	· Problem solving skills (anger management)

	· Feeling skills

	· Interpersonal skills 

	· Self-care skills 

	

	Outpatient Authorization Guidelines 

	Expected Length of Services:

	
Restoration:
 
	4 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	1 to 6 months

	
	

	*Medication can be managed by PCP 


	Separation Anxiety Disorder (309.21) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: May develop after some life stress 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A.  Person will achieve reduction in emotional distress 

	     B.  Person will learn and begin to use skills which improve control over anxiety 

	     C.  Person will become more confident in his/her ability to manage their emotions 

	     D.  Person will feel increased safety and stability 

	     E.  Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional       

	           experiences 

	     F.  Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  Psychotherapy 

	     A.  Individual therapy utilizing cognitive/behavioral approach focusing on systematic desensitization and     

	           relaxation therapy. 

	     B.  Family therapy focusing on role functioning, communication, limit setting and problem solving among   

           family members.  

	     C.  Group therapy to increase support, promote peer relations, increased self-esteem and formulate 

           school reintegration in therapeutic setting.

	     D.  Community supports are needed for behavioral school re-entry, legal involvement regarding truancy  

           issues and parent/child management education.   

	3.  Forms of system guidance (sometimes called case management).

	     A.   Referral should be reserved for children with severe disorders. 

	4.  Medication  

	     A. Evaluation should be reserved for children with severe disorders. 

	

	Outpatient Authorization Guidelines 

	1.  Initial authorization: 
	8 to 12 sessions

	2.  Expected length of services: 

	              Restoration: 
	1 to 3 months

	              Growth: 
 
	3 to 6 months

	              Maintenance: 
	up to one year

	 


	Reactive Attachment Disorder (313.89) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: Begins before age 5 and is associated with grossly pathogenic care 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Aid the child's ability to adapt to care environment 

	     B. Enhance the responsiveness of the child's psychosocial environment 

	     C. Improve skills of caretakers. 

	2.  General Guidelines 

	     A. Often requires involvement with child protection agencies 

	     B. Improving child-caregiver relationship may require intensive, multi-agency, long-term interventions 

	3.  Psychotherapy 

	     A. Individual therapy to focus on loss and attachment issues. 

	     B. Family therapy focusing on role functioning, communication, limit setting and problem solving among 

         family members 

	     C. Group therapy or day treatment to increase support, promote peer relations, increase self-esteem and  

	          formulate school reintegration in therapeutic setting. 

	     D. Community supports are needed to improve family interactions and provide emotional support and  

	          enrichment for the child.

	4.  Forms of system guidance (sometimes called case management).

	     A. Referral should be reserved for severely disordered children. 

	5.  Medication 

	     A. Evaluation should be reserved for children with severe disorders 

	

	Outpatient Authorization Guidelines

	Expected Length of Services:

	            Restoration: 
 
	1 to 3 months

	           Growth: 
 
	3 to 6 months

	           Maintenance:
 
	up to one year

	


	Substance Related Disorders 

	

	Substance Abuse

	Substance Dependence 

	DIAGNOSTIC CODES/NOMENCLATURE COVERED 

	ABUSE





 
	DEPENDENCE

	305.00 Alcohol Abuse 



 
	303.90 Alcohol

	305.70 Amphetamine 




 
	304.40 Amphetamine

	305.20 Cannabis




 
	304.30 Cannabis

	305.60 Cocaine 




 
	304.20 Cocaine

	305.30 Hallucinogen 




 
	304.50 Hallucinogen

	305.90 Inhalant 




 
	304.60 Inhalant

	305.50 Opioid 





 
	304.00 Opioid

	305.90 Phencyclidine 




 
	304.90 Phencyclidine

	305.40 Sedative, Hypnotic 



 
	304.10 Sedative, Hypnotic

	305.90 Other (or Unknown) Substance Abuse
 
	304.80 Polysubstance Dependence

	
	304.90 Other (or Unknown) Substance Dependence            

	            

	Diagnostic Guidelines 

	1.  Diagnostic features:  Consider this diagnosis if there is recent usage of any substance 

	     A.  Evaluate for acute intoxication and/or withdrawal potential 

	     B.  Treatment acceptance/resistance/readiness for change 

	     C.  Evaluate for relapse/continued use potential 

	     D. Consider recovery/living environment/support system 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Facilitation of adherence to a treatment plan and the prevention of relapse 

	     B. Abstinence or reduction in the use and effects of substances 

	     C. Improvement in psychological and social/adaptive functioning 

	     D. Reduction in the frequency and severity of relapse 

	     E. Establish and obtain some commitment to follow a continuing care plan 

	2.  General Guidelines 

	     A. Assure stabilization from intoxication; monitor for withdrawal states 

	     B. Establish and maintain a therapeutic alliance 

	     C. Monitor the person’s clinical status 

	     D. Develop a comprehensive treatment plan that addresses all areas of bio-psychosocial reactions, as  

          well as vocational, educational or recreational needs.                    

	     E. Provide treatment or make referral for treatment .of any co-existing general medical or psychiatric   

          disorders 


	3.  Psychotherapy 

	     A. The most effective mode of treatment for substance use is group therapy because of the ability of  

          members to provide support, feedback and confrontation. Group therapy can be supportive,  

          therapeutic and educational to help motivate and sustain people struggling to cope with life stresses 

          and drug cravings educational to help motivate and sustain patients struggling to cope with life 

          stresses and drug cravings while attempting to make changes with regards to substance usage. 

          Group topics can include:                                                                                                   

	· Social skills training 

	· Self-control training 

	· Brief Motivational interviewing 

	· Behavioral Marital/Family Therapy 

	· Stress Management training 

	· Self-esteem enhancement 

	· Relapse Prevention 

	· Relapse Triggers 

	· Addiction Education 

	· Cognitive Restructuring 

	· Problem solving skills 

	· Job skills training 

	      B. Utilize adjunct support groups as appropriate, such as Alcoholics Anonymous, Narcotics Anonymous,  

	          Cocaine Anonymous, Rational Recovery and religious assemblies. 

	      C. Involve family members in treatment when available with documented consent and use community 

          reinforcement to help develop a healthier lifestyle. 



	Authorization Guidelines LOS criteria 

	Detoxification:

 
	Up to 4 days, see LOS criteria

	
Intensive Outpatient:  
	Up to 60 days, see LOS criteria

	            Residential: 
 
	Up to 21 days, see LOS criteria

	
	

	Expected length of services: 

	            Restoration:
 
	4 days to 2 weeks

	            Growth:
 
	21 days to 90 days

	            Maintenance: 
 
	as clinically indicated  

	


	Schizophrenia and Other Psychotic Disorders 

	Schizophrenia (295.xx) 

DSM-IV Diagnostic Code: 295.1x {disorganized}, 295.2x {catatonic}, 295.3x {paranoid}, 295.6x {residual}, 295.9x {undifferentiated} 

	Schizoaffective disorder (295.70)

	

	Taken from PORT Treatment Recommendations:

	
Lehman, A., & Steinwachs, D. (1998). At issue: Translating research into practice: The schizophrenia patient outcomes research team (PORT) treatment recommendations, Schizophrenia Bulletin, 24(1), 1-10. 

	

	The PORT treatment guidelines were developed based upon research and begin with the assumption that the diagnosis of schizophrenia is accurate. However, these guidelines are not intended to be all inclusive and do not mean that other treatment options should not be explored, particularly psychosocial options. In addition, the PORT recommendations distribute knowledge that is existing and highlight areas that need more studying. 

	

	Some definitions of terms you may see in the following recommendations:

	Tardive dyskinesia: possible side effects of medication that may include: involuntary movements of the tongue, mouth, or jerky movements of the limbs, neck or body.

	Neuroleptic Malignant Syndrome: side effects that may include varying blood pressure, confusions, difficulty breathing, muscle stiffness, rapid heart rate, sweating or shakiness or elevated temperature. 

	Pharmacokinetics: the ability of the body to absorb medications

	Depot: Medication through injection 

	

	The PORT recommendations are divided into the following categories: 1) antipsychotic medications; 2) adjunctive pharmacotherapies for anxiety, depression,, and aggression/hostility; 3) electroconvulsive therapy; 4) psychological interventions; 5) family interventions (with documented consent); 6) vocational rehabilitation; 7) assertive community treatment /assertive system guidance (sometimes called case management).. 

	

	I.  Pharmacotherapies: Treatment of Acute Symptom Episodes

	A. Recommendation 1:  Antipsychotic medications, other than clozapine (Clozaril), should be used as  

	     the first-line treatment to reduce psychotic symptoms for persons experiencing an acute symptom 

	     episode of schizophrenia.

	B. Recommendation 2:  The dosage of antipsychotic medication for an acute symptom episode should 

	    be in the range of 300-1000 chlorpromazine (CPZ) equivalents per day for a minimum of 6 weeks. 

	    Reasons for dosages outside this range should be justified. The minimum effective dose should be 

	    used. 

	C. Recommendation 3:  Persons experiencing their first acute symptom episode should be treated 

	     with an antipsychotic medication other than clozapine (Clozaril), but dosages should remain in the lower   

     end of the range mentioned in Recommendation 2. 

	D. Recommendation 4:  Massive loading does of antipsychotic medication, referred to as the practice 

	     of “rapid neuroleptization,” should not be used.

	E. Recommendation 5:  Since studies have found no superior efficacy of any antipsychotic medication 

	     over another in the treatment of positive symptoms, except for clozapine (Clozaril) in treatment-

	     refractory patients, choice of antipsychotic medication should be made on the basis of acceptability




	     to the person, prior individual drug response, individual side-effect profile, and long-term treatment 

     planning.

	F. Recommendation 6:  Monitoring of plasma levels of antipsychotic medications should be limited to 

	     the following circumstances: 

	

1.  When patients fail to respond to what is usually an adequate dose; 

	

2.  When it is difficult for the clinician to discriminate drug side effects, particularly akathisia or 

	                            akinesia, from symptoms of schizophrenia such as agitation or negative symptoms (a high 

	                            blood level might be associated with increased adverse effects)

	                        3. When antipsychotic drugs are combined with other drugs that may affect their 

	                            pharmacokinetics

	                       4.  In young people elders, and people who are medically compromised in whom the ability to  

	                            absorb medication may be significantly altered 

	

5.  When noncompliance is suspected. Plasma levels are most useful when using haloperidol  

	                            (Haldol) which has only one active metabolite. 

	G. Recommendation 7:  Prophylactic use of anti-Parkinson agents to reduce the incidence of 

	     extrapyramidal side effects (EPS) should be determined on a case-by-case basis, taking into

	     account patient and physician preferences, prior individual history of EPS, an other risk factors for 

	     both EPS and anticholinergic side effects. The effectiveness of and continued need for anti-

	     Parkinson agents should be assessed in an ongoing fashion.

	

	II.  Pharmacotherapies: Maintenance Pharmacotherapy

	A.  Recommendation 8:  Persons who experience acute symptom relief with an antipsychotic 

	     medication should continue to receive this medication for at least 1 year subsequent to symptom  

	     stabilization to reduce the risk of relapse or worsening of positive symptoms.

	B.  Recommendation 9:  The maintenance dosage should be in the range of 300 to 600 CPZ   

	     equivalents (oral or depot) per day. If the initial dosage to relieve an acute symptom episode exceeds   

     this range, efforts should be made to reduce the dosage gradually to this range, such as a 10 percent 

     reductions in dosage every 6 weeks until either early signs of relapse begin to emerge or until the lower 

     level of this recommended range is achieved. The new maintenance dosage should be at the last level at 

     which symptoms were well controlled. Dosages in excess of 600 CPZ equivalents per day should be 

     avoided unless symptom control and patient comfort are clearly superior at these higher dosages. The 

     lowest effective dosage should be used. 

	C. Recommendation 10:  Reassessment of the dosage level or the need for maintenance  

	     antipsychotic therapy should be ongoing. Patients who have had only one episode of positive symptoms   

     before initiation of antipsychotic therapy and who have experienced no positive symptoms during the year 

     of maintenance therapy should be given a trial period of medication, assuming they are aware of the     

     potential risk of relapse and agree to this plan. For patients with more than one prior episode who have 

     experienced good symptom control on the medication during the preceding year, maintenance therapy 

     should be continued unless unacceptable side effects or some other contraindications to antipsychotic 

     treatment have developed. If the maintenance dosage has been high (>600CPZ equivalents) during the 

     past year, attempts to lower the dosage as described in Recommendation 9 should be considered. 

     Reasons for not attempting to lower dosage should be clearly indicated, such as patient preference in the 

     face of concerns about symptom relapse or life stressors that militate against attempts to lower 

     medications. 

	D.  Recommendation 11: Targeted, intermittent dosage maintenance strategies should not be used 

	     routinely in lieu of continuous dosage regimens because of the increased risk of symptom worsening 

	     or relapse. These strategies may be considered for people who decline maintenance or for whom   

	     some other contraindication to maintenance therapy exists, such as side-effect sensitivity.


	E.  Recommendation 12: Antipsychotic maintenance therapy by injection should be strongly considered for  

	     persons who have difficulty with oral medication or who prefer the injection regimen. Depot      

	     therapy may be used as a first-option maintenance strategy.

	     

	III. Pharmacotherapies: New Antipsychotic Medications

	A. Recommendation 13: A trial of clozapine (Clozaril) should be offered to patients with 

     schizophrenia or schizoaffective disorder whose positive symptoms do not robustly respond to adequate   

     trials of two different classes of antipsychotic medication. Exceptions include people who cannot receive 

     clozapine (Clozaril) due to a history of blood dyscrasia or cardiac arrhythmia. Lack of response to 

     previous antipsychotic trials is defined by persistent symptoms after two 6-wek trials of up to 1,000 

     CPZ equivalents of antipsychotic agent from two different chemical classes. An adequate clozapine 

     (Clozaril) trial should last at least 3 months at a dosage from 300 to 800 mg per day. Dosages should

     reflect the lowest possible effective dose. If people do not respond, a blood level should be 

     obtained and dosages slowly increased to 800 mg to the extent that side effects are tolerated. If 

     effective, clozapine (Clozaril) should be continued as maintenance therapy. 

	B. Recommendation 14:  A trial of clozapine (Clozaril) should be offered to people with schizophrenia or    

     schizoaffective disorder who have repeatedly displayed violent behavior and persistent psychotic    

	     symptoms that have not been responsive to trials of at least two different types of antipsychotic 

	     medications (as defined in Recommendation 13).

	C. Recommendation 15: A trial of clozapine (Clozaril) should be offered to people who require 

	     antipsychotic therapy, but who experience intolerable side effects to other antipsychotic agents, 

	     including severe or very distressing tardive dyskinesia, persistent dystonia, and neuroleptic 

	     malignant syndrome. 

	D. Recommendation 16: Persons who achieve an adequate reduction in positive symptoms on 

	     conventional antipsychotic medications, but who have significant EPS that do not respond 

	     adequately to anti-Parkinson agents, should be offered a trial of risperidone (Risperdal). An adequate

	     risperidone (Risperdal) trial for this purpose should last from 6 to 12 weeks at a dosage  from 4   

     to 10 mg per day. Dosages should reflect the lowest possible effective dose. Per Recommendation 1,   

     risperidone (Risperdal) also can be used as a first-line medication. 

	

	IV.  Pharmacotherapies: Adjunctive Pharmacotherapies

	A. Recommendation 17: Persons who experience persistent and clinically significant, associated 

	     symptoms of anxiety, depression, or hostility, despite an adequate reduction in positive symptoms

	     with antipsychotic therapy, should receive a trail of adjunctive pharmacotherapy. A trail of a  

	     benzodiazepine or propranolol is merited for persistent anxiety. An antidepressant trail should be 

	     considered for persistent depression. Adjunctive therapy with lithium, and benzodiazepine, or 

	     carbamazepine (Tegretol) should be considered for persistent hostility or maniclike symptoms. The 

	     reasons for the absence of such trials for appropriate patients should be documented. Certain 

	     adjunctive medications should be avoided in people currently receiving clozapine (Clozaril) to avoid 

	     synergistic side effect; for example, respiratory depression with benzodiazepines and bone marrow   

	     suppression with carbamazepine (Tegretol).

	B. Recommendation 18: Persons who experience persistent and clinically significant positive 

	    symptoms despite adequate antipsychotic therapy, including trials with the newer antipsychotics 

	    (clozapine or risperidone), should receive a trial of adjunctive pharmacotherapy as described in  

	    Recommendation 17. 


	V.  Electroconvulsive Therapy (ECT)

	A. Recommendation 19: People who have not responded to recommended antipsychotic therapy 

	     should be offered a trial of ECT alone or in combination with an antipsychotic if (a) the 

	     person has been ill for less than 1 year or, if ill for more than 1 year, is in the early phase of an acute   

	     exacerbation or (b) affective or catatonic symptoms are predominant. 

	B. Recommendation 20: The dosage of ECT (i.e., number of treatments) used to treat people with 

	     schizophrenia should be comparable to that used for people with affective disorders (about 12 

	     treatments).

	C. Recommendation 21: Regressive forms of ECT are not recommended for persons with 
             

	     schizophrenia.

	

	VI.  Psychological Treatments

	A. Recommendation 22: Individual and group psychotherapies adhering to a psychodynamic model  

	     (defined as therapies that use interpretation of unconscious material and focus on transference and 

	     regression should not be used in the treatment of persons with schizophrenia.

	B. Recommendation 23: Individual and group therapies employing well-specified combinations of 

	    support, education, and behavioral and cognitive skills training approaches designed to address the 

	    specific deficits of persons with schizophrenia should be offered over time to improve interactions and 

    address other problems such as medication cooperation. 

	

	VII.  Family Treatments

	A. Recommendation 24: People who have ongoing contact with their families, and who agree, should be 

     offered a family psychosocial intervention that spans at least 9 months and provides a combination of

	     education about the illness, family support, crisis intervention, and problem-solving skills training. 

	     Such interventions should also be offered to nonfamily caregivers. 

	B. Recommendation 25: Family interventions should not be restricted to patients whose families are  

	     identified as having high levels of “expressed emotion” (criticism, hostility, overinvolvement). 

	C. Recommendation 26: Family therapies based on the premise that family dysfunction is the 

	     etiology of the patient’s schizophrenic disorder should not be used.

	

	VIII.  Vocational Rehabilitation

	A. Recommendation 27: Persons with schizophrenia who have any of the following characteristics 

	     should be offered vocational services. The person (a) identifies competitive employment as a   

	     personal goal, (b) has a history of prior competitive employment, (c) has a minimal history of 

	     psychiatric hospitalization, and (d) is judged on the basis of a formal vocational assessment to have 

	     good work skills.

	B.  Recommendation 28: The range of vocational services available in a service system for persons 

	     with schizophrenia living in the community who meet the criteria defined in Recommendation 27 

	     should include (a) prevocational training, (b) transitional employment, (c) supported employment, 

	     and (d) vocational counseling and education services (job clubs, rehabilitation counseling, 

	     post employment services).

	

	IX.  Service Systems

	A. Recommendation 29: Systems of care serving persons with schizophrenia who are high service 

	     users should include assertive system guidance (sometimes called case management) and assertive    

     community treatment (ACT) programs.

	B. Recommendation 30: Assertive community treatment programs should be offered to individuals at 

	    high risk for repeated rehospitalizations or who have been difficult to retain in active treatment with 

	    more traditional types of services. 


	Schizophreniform Disorder (295.40) 

	

	Diagnostic Guidelines 

	1. Diagnostic features: Symptoms identical to schizophrenia, except duration and occupational 

	    impairment. 

	

	Treatment Guidelines

	1. Therapy Aims 

	     A. Stabilization of symptoms: hallucinations, delusions, loss of initiative, disturbed thought 

	     B. Improved self-care, interpersonal and vocational functioning 

	2. General Guidelines 

	     A. Stabilization of psychotic symptoms is necessary, frequently in a structured setting prior to other forms 

          of treatment. Acute Psychotic symptoms usually improve within days to 5 to 6 weeks with effective   

          antipsychotic medication. 

	     B. Medication and Forms of system guidance (sometimes called case management) are the essential  

          components. The treatment plan should be comprehensive, addressing strengths and weaknesses. 

	     C. Hospitalization is needed during acute phases if the person presents as danger to self or others as 

          defined by law. 

	3. Psychotherapy 

	     A. The treatment approach should generally be practical, supportive, and reality-oriented. Focus of 

          treatment should be on skill building, maintenance of current levels of functioning and provision of 

          appropriate supports.

	     B. Treatment plan should be comprehensive in orientation and include personal, social and vocational                 

          needs as well as a 24-hour perspective.    

	          Goals and objectives should be realistic, concrete and well defined

	          Family involvement, psychoeducation, forms of system guidance (sometimes called case 

          management) and community resources and supports should be part of the treatment plan. 

	     C. Refer for medication 

	     D. Psychotherapy and other tools to consider: 

	          Therapy as more active and supportive. Avoid regressive and emotionally intense therapies 

	          Involvement of family and other social supports Attempt to maintain at home with family; 

	· Social skills training;

	· Education of individual and family regarding the illness, treatments including medication, and tardive dyskinesia 

	4.  Forms of system guidance (sometimes called case management) 

	5.  Medication 

	

	Outpatient Authorization Guidelines    




	Expected length of services:



	            Restoration: 
	1 to 3 months         

	            Growth:
	3 to 6 months

	            Maintenance:
	as clinically indicated


	Delusional Disorder (297.1) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: Culture can affect what is considered delusional. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A.  Stabilization of social functioning is more probably achievable than elimination of delusions 

	     B.  Improved self-care, interpersonal and vocational functioning 

	2.  General Guidelines 

	     A.  Stabilization of psychotic symptoms is necessary, frequently in a structured setting prior to other forms   

           of treatment.

	     B.  Medication and Forms of system guidance (sometimes called case management) are the essential   

           components. 

	     C.  Hospitalization is needed during acute phases if the person presents as danger to self or others as 

           defined by law. 

	3.  Psychotherapy 

	     A.  The treatment approach should generally be practical, supportive, and reality-oriented. 

	          Building trust with supports manager/therapy team is often critical early step

	          Focus of treatment should be on skill building, maintenance of current levels of interactions and 

          provision of appropriate supports. 

	     B. Treatment plan should be comprehensive in orientation and include personal, social and vocational   

          needs 

	     C. Family involvement, with documented consent, psychoeducation, forms of system guidance  

          (sometimes called case management) and community resources and supports should be part of the  

          treatment plan.   

	     D. Psychotherapy and other tools to consider: 

	          Therapy as more active and supportive. Avoid regressive and emotionally intense therapies;

	          Involvement of family and other social supports, with documented consent. Attempt to maintain at 

          home with family;

	· Social skills training; 

	· Education of patient and family regarding the illness and treatments including medication and tardive dyskinesia 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines




 

	Expected length of services: 


	           Restoration: 

	1 to 3 months

	           Growth: 
 
	3 to 12 months

	           Maintenance: 
 
	as clinically indicated


	Brief Psychotic Disorder (298.8) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: Symptoms identical to schizophrenia, except duration and that individual resumes        

	     normal interactions after 1 day to 1 month. 

	

	Treatment Guidelines 

	1.  Therapy Aims 

	     A.  Stabilization of symptoms and resumption of normal functioning 

	2.  General Guidelines 

	     A.  Stabilization of psychotic symptoms is necessary, frequently in a structured setting prior to other forms   

           of treatment.       

	     B. Patient may need help integrating the experience 

	3.  Psychotherapy 

	     A.  Individual, family and group aimed at better adaptive skills and stress management. Groups can       

	           include:

	· Thinking skills 

	· Problem solving skills 

	· Interpersonal skills

	· Self-care skills 

	     B. Consider IOP/PH level of services 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	1 week to one month                                                                                                                                                

	            Growth: 

	3 to 6 months

	            Maintenance: 
 
	as clinically indicated


	Mood Disorders 

	Major Depressive Disorders (296.xx)

	

	 Diagnostic Guidelines 

	1.  Diagnostic Features: 

	     A. Suspect if vegetative signs present: anhedonia (inability to experience pleasure), loss of energy, sleep         

          disturbance, early AM wakening, appetite disturbance, weight change, change in libido, inability to  

          concentrate, forgetfulness, cognitive impairment.       

	     B. Consider age-related manifestations of depression: 

	          1.  Children -very young children have sad appearance, somatic symptoms; children in middle                                    

               childhood have behavior disruption and anxiety; adolescents present with much more adult-like     

               symptoms and complaints, but also increased impulsivity, substance abuse, irritability                   

	          2.  Geriatric- cognitive impairment (pseudo-dementia), "I don't know" or "I can't" responses,                             

               somatic symptoms such as constipation    

	     C. Most prevalent in 25-44 year old age range

	     D. Family pattern -more common among first degree biological relatives 

	     E. May be co-occurring psychosocial stressors, for example, marital conflict, job loss, interpersonal   

	         conflict, and the need to consider these in treatment. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A.  Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve regulation of mood and/or affect 

	     C. Person will become more confident in his/her ability to manage their emotions 

	     D. Person will feel increased safety and stability 

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional 

	           experiences. 

	     F. Person will develop skills and new behaviors that counteract or correct the depression related patterns 

	2.  General Guidelines 

	     A.  Generally, combination of medication and psychotherapy is most effective 

	3.  Psychotherapy and Medication 

	     A.  Group, family, marital may be considered, with documented consent, when relationship dysfunction is 

           high. Because mood disorders are internalizing disorders, they require that the person develop a 

           greater internal sense of control and the skills to attain this sense of control can often be developed 

           best in a group setting.  Recommended groups for this patient population include: 

	· Thinking skills 

	· Feeling skills 

	· Problem solving skills 

	· Interpersonal skills 

	· Self-care skills 

	     B.  Children -involve parents by training so they can assist in generalizing skilIs developed in therapy 

	     C.  IOP/PHP may be necessary for patients who are experiencing significant decline 

	     D.  Hospitalization may be necessary if person lacks the capacity to give informed consent or cooperate  

          with treatment, has a life threatening loss of self-care ability, or if patient is acutely suicidal/homicidal 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 


	Outpatient Authorization Guidelines







 

	Expected length of services:

	            Restoration:

	2 to 3 months

	            Growth: 

	3 to 9 months

	            Maintenance: 
 
	as clinically indicated

	Once stable, the person may be referred to PCP for maintenance medication  


	Disthymic Disorder (300.4) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. This diagnosis is often confused with depressive disorder NOS. 

	     B.  Occurs with equal frequency in girls and boys; women outnumber men by 2-3 times 

	     C. More common among first-degree relatives with dysthymia or major depression 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve regulation of mood and/or affect 

	     C. Person will become more confident in his/her ability to manage their emotions 

	     D. Person will feel increased safety and stability 

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional           

	          experiences 

	     F. Person will develop skills and new behaviors that counteract or correct the depression related patterns 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Milder forms may respond to therapy alone, but medication and therapy are often the most effective.  

	          1.  A referral for medication evaluation should be considered if there has been only minimal symptom    

               reduction after 2 -4 sessions. 

	          2.  If vegetative symptoms like anhedonia, lack of energy, sleep disturbance, or appetite disturbance    

               exist, medication evaluation should be considered sooner. 

	3.  Psychotherapy 

	     A. Cognitive and interpersonal approaches have been found particularly effective in individual  

          psychotherapy, including more focused, active and directive techniques which support the person in  

          his/her efforts to  achieve clearly formulated goals.    

	     B. Group therapy should be initiated. Because mood disorders are internalizing disorders, they require 

          that the person develop a greater internal sense of control and the skills to attain this sense of control 

          can often be developed best in a group setting. Recommended groups for this patient population     

          include:                

	· Thinking skills

	· Problem solving skills 

	· Feeling skills

	· Interpersonal skills 

	· Self-care skills 

	     C. IOP/PHP may be necessary for persons who are experiencing significant decline 

	     D. If the person becomes more seriously depressed, consider a diagnosis of Major Depression 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services:


	            Restoration: 





	2-3 months 


	            Growth: 


	3-9 months

	            Maintenance: 

 
	as clinically indicated

	*Once stable, can be referred to his/her PCP for medication maintenance. 


	Bipolar Disorders I & II (296.xx) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. No difference in prevalence based on ethnicity, gender 

	     B. Women more likely to have depressive episode first; men a manic episode

	     C. Strong evidence for genetic predisposition 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Person will achieve reduction in mood fluctuation 

	     B. Person will learn and begin to use skills which improve regulation of mood and/or affect 

	     C. Person will become more confident in his/her ability to manage their emotions 

	     D. Person will feel increased safety and stability 

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional     

	          experiences 

	     F. Person will develop skills and new behaviors that counteract or correct the mood related problems 

	2.  General Guidelines 

	     A. Treat substance abuse that may co-exist 

	     B. Medication is treatment of choice. Stabilization of symptoms and achievement of therapeutic  

         medication blood levels, frequently in a structured setting, is necessary for successful treatment. 

         Stabilization with medication in significantly symptomatic people is often needed in order for 

         psychotherapy to be effective.                     

	3.  Psychotherapy 

	     A. Therapy should be practical and supportive with a focus on skill building, maintenance of current levels 

          of skills, provision of appropriate supports, shoring up weaknesses, building on strengths, stress          

          management. Individual therapy is most effective during the depressive phase of the illness. 

	     B.  Involvement of person and family, with documented consent, in psychoeducation is recommended. 

	     C. Groups can be helpful in contributing to the person’s overall social interactions. Because this disorder 

          carries internalizing (mood) and externalizing (behavioral) disturbances the emphasis of group therapy 

          should be based on the more prominent area of disturbance/dysfunction. Groups for this patient 

          population include:                      

	· Thinking skills 

	· Problem solving skills 

	· Interpersonal skills 

	     D. Hospitalization may be necessary if patient lacks the capacity to give informed consent or cooperate          

          with treatment, and/or if person is suicidal/homicidal

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines

	Expected length of services: 


	            Restoration: 

	1 to 3 months

	            Growth: 

	3 to 9 months

	            Maintenance: 

	as clinically indicated


	Cyclothymic Disorder 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. Equally common in men and women 

	     B. Early onset 

	     C. First degree relatives have higher than average frequency of mood disorders 

	

	Treatment Guidelines 









        

	1.  Treatment Aims

	     A. Person will achieve reduction in mood fluctuation 

	     B. Person will learn and begin to use skills which improve regulation of mood and/or affect 


	     C. Person will become more confident in his/her ability to manage their emotions

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional      

	          experiences 

	     F. Person will develop skills and new behaviors that counteract or correct the mood related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Medication is standard and follows same protocol as for Bipolar I, Antidepressants need to be used  

          with caution since they can trigger hypomanic episode 

	3.  Psychotherapy 

	     A. Psycho-educational approach focusing on medication compliance and education about the illness 

	     B. Family therapy can be useful in helping overcome damage to relationships caused by persistent 

         hypomanic behavior

	     C. Short term groups may help individual patient understand impact of his behavior on others. 

          Recommended groups for this patient population include

	· Thinking skills 

	· Problem solving skills 

	· Interpersonal skills 

	     D. Hospitalization is seldom needed as dysfunction is not as severe as in Bipolar Disorders. If serious 

	          deterioration occurs re-consider diagnosis 

	4.  Medication  

	5.  Forms of system guidance (sometimes called case management).

	

	Outpatient Authorization Guidelines 




 

	Expected length of services: 


	
Restoration: 

	1 to 3 months

	            Growth: 

	3 to 9 months

	            Maintenance: 

	as clinically indicated


	Anxiety Disorders 

	Panic Disorder with Agoraphobia and without Agoraphobia (300.21,300.01) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. R/O medical causes e.g., thyroid dysfunction, mitral value prolapse, hypoglycemia

	     B. Check for concomitant Axis II problems

	     C. More common in women than men

	     D. Family pattern and genetic predisposition 

	

	Treatment Guidelines










                       

	1.  Treatment Aims

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve control over anxiety 

	     C. Person will become more confident in his/her ability to manage their emotions 


 

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional 

	         experiences 

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Check for comorbid depression 

	3.  Psychotherapy 

	     A. Exposure therapy. 

	     B. Individual therapy utilizing cognitive/behavioral approach focused on symptom reduction, 

         desensitization and relaxation training.  

	     C. Group therapy may be indicated in conjunction with individual therapy to increase self-esteem, support 

          and coping skills. Because anxiety disorders are internalizing disorders, they require that the person   

          develop a greater internal sense of control and the skills to attain this sense of control can often be 

          developed best in a group setting. Recommended groups for this patient population include:                                   

	· Thinking skills 

	· Problem solving skills 

	· Feeling skills

	· Interpersonal skills 

	· Self-care skills 

	     D. Community supports are encouraged. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 







 

	Expected length of services: 



	            Restoration: 

	1 to 6 months

	            Growth: 

	3 to 6 months

	            Maintenance: 
 
	as clinically indicated

	Medication treatment may be maintained in an ongoing manner in order to treat the underlying disorder.


	Agoraphobia without History of Panic Disorder (300.22) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: More frequent in women than men 

	

	Treatment Guidelines 










          

	1.  Treatment Aims

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve control over anxiety 

	     C. Person will become more confident in his/her ability to manage their emotions 


         

	     D. Person will feet increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional 

	          experiences 

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Check for comorbid depression 

	     C. Medication evaluation recommended for panic disorder early during evaluation phase. 

	3.  Psychotherapy and Medication 









 

	     A. Exposure therapy.

	     B. Individual therapy utilizing cognitive/behavioral approach focused on symptom reduction, 

          desensitization and relaxation training.

	     C. Group therapy may be indicated in conjunction with individual therapy to increase self-esteem, support  

          and coping skills. Because anxiety disorders are internalizing disorders, they require that the person  

          develop a  greater internal sense of control and the skills to attain this sense of control can often be 

          developed best in a group setting. Recommended groups for this patient population include:                                          

	· Thinking skills 


	· Problem solving skills 

	· Feeling skills 

	· Interpersonal skills 

	· Self-care skills 

	     D. Community supports are encouraged. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines



 

	Expected length of services:

	            Restoration: 

	1 to 6 months

	            Growth: 

	3 to 6 months 


	            Maintenance:

	as clinically indicated


	Specific Phobia (300.29) 

	

	Diagnostic Guidelines 

	1.  Diagnostic Features: 

	     A. More common in women than men

	     B. There may be a family pattern 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve control over anxiety 

	     C. Person will become more confident in his/her ability to manage their emotions


 

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional                 

          experiences     

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Check for comorbid depression 








          

	3.  Psychotherapy and Medication

	     A. Psychotherapy approaches primarily focus on primarily focus on graduated exposure in vivo or 

         cognitive treatment. Individual therapy utilizing cognitive and behavioral approaches focused on  

         symptom reduction desensitization and relaxation training are also effective.                  

	     B. Group therapy may be indicated in conjunction with individual therapy to increase self esteem, support 

          and coping skills. Appropriate groups can include:

	· Thinking skills

	· Feeling skills

	· Problem solving skills 

	· Interpersonal skills 

	     C. Family therapy to enable family members to establish appropriate means of dealing with the feared  

         situation and to help the client in the reduction of avoidant behaviors.      

	     D. Community supports are encouraged. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 








          

	Expected length of services:

	            Restoration: 

	1 to 6 months

	            Growth: 
        
	3 to 6 months 



	            Maintenance:
	up to one year, then referral to community based support


	Social Phobia (300.23) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: More common in women than men 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve control over anxiety 

	     C. Person will become more confident in his/her ability to manage their emotions 


          

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional                   

          experiences

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Check for comorbid depression 

	     C. Consider medications as an essential intervention 






         

	3.  Psychotherapy

	     A. Psychotherapy approaches primarily focus on graduated exposure in vivo or cognitive treatment. 

         Individual therapy utilizing cognitive and behavioral approached focused on symptom reduction, 

         desensitization and relaxation training are also effective.  

	     B. Group therapy may be indicated in conjunction with individual therapy to increase self esteem, support 

          and coping skills. Appropriate groups can include: 

	· Thinking skills 


	· Problem solving skills 

	· Interpersonal skills 

	     C. Family therapy to enable family members to establish appropriate means of dealing with the feared 

          situation and to help the client in the reduction of avoidant behaviors.         

	     D. Community supports are encouraged. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines                                                                                                                           

	Expected length of services:

	            Restoration: 
 
	1 to 6 months

	            Growth: 

	3 to 6 months

	            Maintenance:

	up to one year, then referral to community based support


	Obsessive Compulsive Disorder (300.3) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. Children and adults present with same symptoms. 






 

	     B. Twin studies indicate a likely genetic component.

	     C. Many substances produce symptoms of anxiety in either intoxication or withdrawal: anticholinergic  

          medications, aspirin, caffeine, cocaine, decongestants, hallucinogens, steroids, stimulants (including 

          diet pills), withdrawal from alcohol, opiates, narcotics, sedatives, hypnotics.                    

	     D. Many medical conditions produce anxiety symptoms: mitral valve prolapse, cardiac arrhythmias, high 

         blood pressure, heart attack, blood clot, asthma, emphysema, hyperventilation, hypoxia, Carcinoid's  

         syndrome, Cushing's syndrome, hypoglycemia low calcium, hyperthyroidism, adrenal tumor, epilepsy,   

         Huntington's disease, migraines, M.S., pain, vertigo, Wilson's disease 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Person will achieve reduction in anxiety, obsessions, compulsions 

	     B. Person will learn and begin to use skills which improve control over anxiety 

	     C. Person will become more confident in his/her ability to manage their emotions                                 

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors and patterns and their emotional                  

         experiences  

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems . 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Compulsions are often more easily and predictably impacted than obsessions since the compulsive                 

          behaviors are generally the focus of treatment

	     C. Medication in combination with behavior therapy most effective. 

	3.  Psychotherapy 

	     A. Individual therapy utilizing exposure with response prevention. 

	         1. In exposure the person is placed in the feared situation or confronted with the feared object, either in 

             vivo or imaginally 

	         2. Response prevention refers to enlisting resistance to the urge to perform the compulsive behavior 

             that is typical for the client. Thought stopping, relaxation, and interruption are techniques used to 

             prevent responses. 

	     B. Behavioral approaches facilitate symptom reduction and often involve relaxation training. 

	     C. Family involvement, with documented consent is important since family members are often disturbed 

          by, if not involved in, the rituals. Emotional support and education of family is often essential. Family 

          can be surrogate therapists at home helping the client practice response prevention. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 



 

	Expected length of services: 


	            Restoration:

	1 to 6 months

	            Growth: 

	3 to 6 months

	            Maintenance: 
 
	as clinically indicated, referral to community support groups


	Posttraumatic Stress Disorder (309.89) and Acute Stress Disorder (308.3)

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. Consider carefully if a clear history of trauma or abuse is given. 


                 
 

	     B. Beware of comorbid depression and substance abuse.

	

	Treatment Guidelines











	1.  Treatment Aims 

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve control over distress 

	     C. Person will become more confident in his/her ability to manage their emotions 


          

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional                 

          experiences    

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Emphasis feelings of empowerment and control with clients who have been victimized

	3.  Psychotherapy 

	     A. Individual therapy with cognitive behavioral approach focusing on reducing target symptoms. Focus on  

          restructuring perceptions about the trauma and future vulnerability so that the client can integrate the  

          traumatic experience. Supportive and imaginative techniques can be helpful though caution should be   

          used in applying imaginative techniques with severe personality disorder, history of substance abuse, 

          or history of dangerousness.              

	     B. Support can be provided in group setting with a focus on increasing sense of internal control. 

         Group therapy may be concurrent emphasizing self-esteem and coping skills. Groups should be        

         designed to facilitate that primary aim. Groups can include:         

	· Thinking skills 

	· Feeling skills 

	· Problem solving skills 

	· Interpersonal skills 

	· Self-care skills 

	     C. Family therapy is concurrent with individual and/or group therapy when appropriate such as when goal 

          is reunification when sexual abuse is involved. 

	     D. Acute trauma states are best treated by allowing the client a safe place to abreact. The goal is to 

         facilitate the acceptance of what has happened and stave off later PTSD symptoms. 

 

	     E. Community support groups should be used concurrently.

	     F. IOP/PHP may be appropriate in initial phase if person is highly dysfunctional 


         

	4.  Medication

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines        



 

	Expected length of services:   






	            Restoration: 

	1 to 6 months

	            Growth: 

	3 to 6 months

	            Maintenance: 

	1 to 2 years, often in minimally facilitated community based support groups.      


	Generalized Anxiety Disorder(300.02)

	Anxiety Disorder NOS (300.00) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. Particularly in the elderly, anxiety can be a symptom of a physical disorder. 

	     B. Determine whether anxiety is excessive, include cultural factors in this determination 

	     C. In children, school performance and perfectionism may be indicators 

	     D. Many substances produce symptoms of anxiety in either intoxication or withdrawal: anticholinergic 

	         medications, aspirin, caffeine, cocaine, decongestants, hallucinogens, steroids, stimulants (including  

	         diet pills), withdrawal from alcohol, opiates, narcotics, sedatives, hypnotics. 

	     E. Many medical conditions produce anxiety symptoms: mitral valve prolapse, cardiac arrhythmias, high              

	          blood pressure, heart attack, blood clot, asthma, emphysema, hyperventilation, hypoxia, Carcinoid's 

	          syndrome, Cushing's syndrome, hypoglycemia low calcium, hyperthyroidism, adrenal tumor,                 

	          epilepsy, Huntington's disease, migraines, M.S., pain, vertigo, Wilson's disease 

	

	Treatment Guidelines 
                        







 

	1.  Treatment Aims

	     A. Person will achieve reduction in emotional distress 

	     B. Person will learn and begin to use skills which improve control over anxiety 

	     C. Person will become more confident in his/her ability to manage their emotions 


 

	     D. Person will feel increased safety and stability

	     E. Person will understand relationship of certain thoughts, behaviors, and patterns and his/her emotional      

         experiences    

	     F. Person will develop skills and new behaviors that counteract or correct the anxiety related problems 

	2.  General Guidelines 

	     A. Treat substance abuse first 

	     B. Treatment of choice is combined psychotherapy and pharmacotherapy 



          

	3.  Psychotherapy 

	     A. Individual therapy utilizing cognitive/behavioral approach focused on symptom reduction and relaxation 

          training. 

	     B. Group therapy focused on expressing feelings, developing peer support systems and reducing general 

          anxiety. Groups can include: 

	· Thinking skills

	· Feeling skills

	· Problem solving skills 

	· Interpersonal skills 

	· Self-care skills 

	     C. Involve family in treatment, with documented consent, when available and utilize community support   

          for healthy lifestyle. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 


	

	Outpatient Authorization Guidelines

	Expected length of services: 












	            Restoration: 

	1 to 6 months

	            Growth: 

	3 to 6 months

	          Maintenance: 

	as clinically indicated


	Somatoform Disorders 

	Hypochondriasis (300.07) 

	Conversion Disorder ( 300.11 ) 

	Somatization Disorder (300.81) 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Reduce physical symptoms or complaints 







 

	     B. Improve general coping skills

	     C. Reduce anxiety or other related psychiatric problems 





                

	2.  General Guidelines

	     A. If other psychiatric problems are present, treat them first 

	     B. Psychotherapy referral may be more acceptable if framed in terms of handling stress associated with  

         medical complaints

	     C. A supportive relationship with the therapist is often a pre-requisite to improvement. 

	3.  Psychotherapy 

	     A. Group therapy should be initiated quickly. A cognitive behavioral approach with the following: 


	· Problem solving skills .

	· Feeling skills

	· Self-care skills  

	· People skills 

	     B. The approach should be non-confrontational, discourage retention of somatic symptoms, manipulate 

          the environment 

	4.  Forms of system guidance (sometimes called case management) 

	5.  Medication

	

	Outpatient Authorization Guidelines




	Expected length of services:

	Restoration: 

	1 to 3 months

	Growth: 

	3 to 6 months

	Maintenance:

	6 to 12 months


	Factitious Disorders 

	Factitious Disorder (300.xx) 

	

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Reduce physical/mental symptoms or complaints 




 

	     B. Improve general coping skills

	     C. Reduce anxiety or other related psychiatric problems 

	     D. In factitious disorder by proxy, there are three aims: preventing continued abuse of the child, care of  

         the affected child, treatment of the abusive parent

	2.  General Guidelines 

	     A. No good data on efficacy or outcomes                                                                                                                             

	     B. Full resolution of symptoms rare

	     C. Confrontation is usually part of the process, but should be non-accusatory and allowing the person to 

         continue to feel caring and support. Accusatory confrontation can lead to decompensation, rageful 

         flight, suicide. 

	3.  Psychotherapy 

	     A. Psychodynamic approach with some behavioral interventions                                                                                             

	     B. Need to treat concomitant psychiatric problems

	     C. The approach should be non-confrontational, discourage retention of somatic symptoms, manipulate  

          the environment  

	4.  Forms of system guidance (sometimes called case management) 

	5.  Medication 

	

	Outpatient Authorization Guidelines

	Expected length of services: 


	            Restoration: 

	1 to 3 months

	            Growth: 

	3 to 6 months

	            Maintenance:

	6 to 12 months


	Dissociative Disorders 

	Dissociative Amnesia (300.12)

	Dissociatfve Fugue (300.13) 

	Dissociative Identity Disorder (300.14)

	Depersonalization Disorder (300.6) 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Restore memories 

	     B. Allow for integration of traumatic memories 

	2.  General Guidelines . 

	     A. Patients often require continuous support 

	     B. Often requires extensive intervention, at times in structured safe environment 

	     C. Therapy often needs to proceed slowly and cautiously to avoid the individual being overwhelmed 

	     D. Requires considerable expertise on the part of the therapist 

	     E. Consultation is often essential 

	3.  Psychotherapy 

	     A. Often involves initial catharsis 

	     B. Hypnosis useful in recovering memories 

	     C. Treatment goals should be short term, achievable, realistic 

	     D. Intensive therapy should not be attempted with people who are psychologically fragile 

	     E. Supportive approaches are often required at least initially 

	4.  Forms of system guidance (sometimes called case management) 

	5.  Medication 

	

	Outpatient Authorization Guidelines

	Expected length if services 

	            Restoration:
 
	3 to 6 months

	            Growth: 
 
	6 to 9 months

	            Maintenance: 
 
	9 to 18 months


	Paraphilias 

	Pedophilia (302.2) 

Paraphilia NOS (302.9 -Adolescents)

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. Note that victims must generally be 13 or younger. 

	     B. Note that perpetrators are 16 or older and victims are at least 5 years younger than perpetrators. 

	     C. Most likely diagnosed in men, although clinical evidence indicates that there are women  

	          incest offenders and suggests the likelihood of women with this diagnosis as well. 

	     D. Many offenders report childhood victimization. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Establish the client's commitment to changing targeted behaviors 

	     B. Client acceptance of responsibility for changing the behavior and then improving interpersonal 

          interactions 

	     C. Development of and use of appropriate self-restraint and control 

	     D. Development of self-helping behaviors 

	2.  General guidelines 

	     A. Behaviorally oriented intervention, monitoring and high client accountability 

	     B. Readiness for change is critical to assess. 

	3.  Psychotherapy 

	     A. Group therapy is the primary intervention modality 

	     B. Components need to include 

	· Acknowledging offenses and accepting responsibility

	· Understanding why offenses occurred 

	· Learning cycle of abuse and applying it to themselves 

	· Developing empathy for victims 








	· Making amends

	· Developing relapse prevention plan 

	     C. Marital Therapy and family therapy as offender accepts responsibility and develops empathy and  

          if/when reunification plans are begun 

	     D. Skill building groups can also help develop appropriate skills. These can include: 

	· Thinking skills 

	· Problem solving skills 

	· Feeling skills 

	· Interpersonal skills 

	· Self-care skills 

	

	Outpatient Authorization Guidelines

	Expected length of services: 

	            Restoration:
 
	3 to 6 months

	            Growth: 
 
	6 months -1 year

	           Maintenance: 
	6 months


	Eating Disorders 

	Anorexia Nervosa -307.1

	Bulimia Nervosa -307.51 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: 

	     A. More than 90% of cases are women 

	     B. Usual onset in late adolescence, rarely before onset of puberty 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Restoration patient to healthy weight









	     B. Development of healthy eating habits

	     C. Management of physical complications 

	     D. Develop health cognitions, positive emotional state, restructure beliefs 

	     E. Prevent relapse 

	2.  General Guidelines 

	     A. Relates to internalized cultural messages about thinness 

	     B. Some indication of close but dysfunctional relationships with parents. 

	     C. Medical management and coordination of treatment with medical providers, dietitian may be critical. 

	     D. Outpatient is appropriate for people only who are highly motivated, not losing weight rapidly and have 

          adequate support systems  

	     E. Hospitalization or hospital based care may be required if patient's weight drop is dramatic or health  

          complications emerge or they lack adequate supports for modifying the behavior.   

	3.  Psychotherapy. 

	     A. Psychotherapy may include individual and group 

	     B. Group to increase skill and explore psychological issues. Appropriate groups include:

	· Thinking skills 

	· Problem solving skills

	· Feeling skills 

	· Interpersonal skills 

	· Self-care skills 

	     C. Family therapy can be used for education and to address systemic issues and family dysfunction 

	4.  Forms of system guidance (sometimes called case management) 

	     A. Close liaison with medical providers by primary therapist 

	5.  Medication 

	

	Outpatient Authorization Guidelines

	Expected length of services: 

	            Restoration:
 
	1 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance:
 
	Over six months, diagnosis must be re-considered


	Disorders of Impulse Control 

	Intermittent Explosive Disorder (312.34) 

	

	Treatment Guidelines

	1.  Treatment aims 

	     A. Establish the client's commitment to changing targeted behaviors 

	     B. Person’s acceptance of responsibility for changing the behavior and then improving interpersonal 

          interactions. 

	     C. Development of and use of appropriate self-restraint and control 

	     D. Development of self-helping behaviors 

	2.  General guidelines 

	     A. Behaviorally oriented intervention, monitoring and high client accountability 

	3.  Psychotherapy 

	     A. Therapy may be behaviorally targeted to increase control and anger management. 

	     B. Group therapy is often effective because of the ability of members to provide feedback and 

	         confrontation. Because this is an externalizing disorder, the focus of treatment is development 

	         of more appropriate external behaviors. Group topics can include: 

	· Thinking skills 

	· Problem solving skills 

	· Interpersonal skills

	· Self-care skills 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines

	Expected length of services: 

	            Restoration: 
 
	4 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance:
 
	1 to 6 months


	Adjustment Disorders 

	Adjustment Disorder with Depressed Mood (309.0)

	Adjustment Disorder with Anxiety (309.24) 

	Adjustment Disorder with Mixed Anxiety and Depressed Mood (309.28) 

	Adjustment Disorder with Disturbance of Conduct (309.3) 

	Adjustment Disorder with Mixed Disturbance of Emotions and Conduct (309.4) 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Restoration of prior level of social interaction 

	     B. Reduction in distress 

	     C. Reduction in maladaptive behavior associated with stressors 

	2.  General Guidelines 

	     A. Personality disorders may complicate treatment 

	3.  Psychotherapy 

	     A. Therapy may be cognitive-behavioral or solution focused 

	     B. Groups may include members who have faced like stressors 

	     C. Education can normalize the people's reaction to the stressors 


	     D. Use of community support groups is recommended 

	4.  Forms of system guidance (sometimes called case management) 

	     A. Not generally indicated 

	5.  Medication 

	     A. Medication evaluation for relief of symptoms during acute phase if indicated. 

	     B. Long term medication maintenance usually contraindicated. 

	

	Outpatient Authorization Guidelines

	Expected length of services: 

	            Restoration:
 
	1 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	over six months, diagnosis must be re-considered

	


	Personality Disorders 

	Paranoid Personality Disorder (301.00) 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Increasing ability to trust 

	     B. Improved social functioning 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern of) of the disorder rather than on the disorder itself. 

	     B. Medication can help if prominent anxiety is part of presentation 


	3.  Psychotherapy 

	     A. Individual therapy with cognitive and solution oriented approach focusing on symptom relief. Courtesy, 

	         honesty and respect are cardinal.

	4.  Medication

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated


	Schizoid Personality Disorder (301.20) 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Increasing ability to relate 

	     B. Improved social/occupational functioning 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern of) of the disorder rather than on the disorder itself. 

	     B. Medication may help if prominent anxiety is part of presentation 

	3.  Psychotherapy 

	     A. Individual therapy with cognitive and solution oriented approach focusing on symptom relief. Courtesy,     

	          honesty and respect are cardinal. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	           Restoration:
 
	2 to 6 weeks

	           Growth: 
 
	3 to 6 months

	           Maintenance: 
 
	as clinically indicated


	Schizotypal Personality Disorder (301.22) 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Increasing ability to relate 

	     B. Improved social/occupational functioning 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern of) of the disorder rather than on the disorder itself. 

	     B. Medication may help if prominent anxiety is part of presentation 

	3.  Psychotherapy 

	     A. Individual therapy with cognitive and solution oriented approach focusing on symptom relief. Courtesy,  

	         honesty and respect are cardinal. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated


	Antisocial Personality Disorder (301.7) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: More commonly diagnosed in men. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Establish the person’s commitment to changing targeted behaviors 

	     B. Establish the person’s acceptance of responsibility for changing the behavior and then improving 

          interpersonal interactions 

	     C. Development of and use of appropriate self-restraint and control 

	     D. Development of self-helping behaviors 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern of) of the disorder rather than on the disorder itself. 

	     B. Medication evaluation for relief of symptoms during acute phase. Long term medication maintenance  

          usually contraindicated.

	     C. Brief hospitalizations may be seen when people become self-injurious, suicidal, or homicidal 

	3.  Psychotherapy 

	     A. Group therapy emphasizing self-responsibility and developing more realistic appraisal of self in relation  

          to others

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration:
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	           Maintenance: 
 
	as clinically indicated


	Borderline Personality Disorder (301.83) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features: More commonly diagnosed in women. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Stabilization of acute clinical symptoms is the immediate aim 

	          1. Reduction in emotional distress 

	          2. Learn and begin to use skills which improve regulation of mood and/or affect

	          3. Increased safety and stability 

	     B. Long-term, increased self-awareness and improved interpersonal functioning is the aim. Individual 

          therapy using cognitive behavioral approaches with focus on symptom relief.

	          1. Establish the client's commitment to changing targeted behaviors 

	          2. Person’s acceptance of responsibility for changing the behavior and then improving interpersonal     

              interactions  

	          3. Development of self-helping behaviors 

	          4. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional            

              and interpersonal experiences

	          5. Person will develop skills and new behaviors that counteract or correct the previous patterns 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern) of the disorder rather than on the disorder itself. 

	     B. Medication evaluation for relief of symptoms during acute phase. Long-term medication maintenance     

          usually contraindicated.   

	     C. Brief hospitalizations may be seen when people become self-injurious, suicidal, or homicidal 

	3.  Psychotherapy 

	     A. Group therapy emphasizing self-responsibility and developing more realistic appraisal of self in relation  

          to others

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration:
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance:
 
	as clinically indicated


	Histrionic Personality Disorder (301.50) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features:  More commonly diagnosed in women. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Stabilization of acute clinical symptoms is the immediate aim 

	          1. Reduction in emotional distress 

	          2. Person will learn and begin to use skills, which improve regulation of mood and/or affect 

	          3. Become more confident in his/her ability to manage their emotions 

	          4. For person to begin to feel increased safety and stability 

	     B. Long-term, increased self-awareness and improved interpersonal functioning is the aim. Individual    

         therapy using cognitive behavioral approaches with focus on symptom relief.

	         1. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional     

              and interpersonal experiences

	         2. Person will develop skills and new behaviors that counteract or correct the previous patterns 

	2. General Guidelines 

	     A. Focus on the consequences (current and pattern) of the disorder rather than on the disorder itself. 

	     B. Medication evaluation for relief of symptoms during acute phase. Long-term medication maintenance     

          usually contraindicated.     

	3.  Psychotherapy 

	     A. Group therapy emphasizing appropriate emotional regulation and control. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated

	


	Narcissistic Personality Disorder (301.81) 

	

	Diagnostic Guidelines 

	1.  Diagnostic features:  More commonly diagnosed in men. 

	

	Treatment Guidelines

	1.  Treatment Aims 

	     A. Stabilization of acute clinical symptoms is the immediate aim 

	          1. Reduction in emotional distress 

	          2. Learn and begin to use skills which improve regulation of mood and/or affect 

	          3. Increased safety and stability 

	     B. Long-term, increased self-awareness and improved interpersonal functioning is the aim. Individual  

          therapy using cognitive behavioral approaches with focus on symptom relief.

	         1. Establish the person’s commitment to changing targeted behaviors 

	         2. Personal acceptance of responsibility for changing the behavior and then improving interpersonal     

              interactions

	         3. Development of self-helping behaviors 

	         4. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional      

              and interpersonal experiences 

	         5. Person will develop skills and new behaviors that counteract or correct the previous patterns 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern) of the disorder rather than on the disorder itself. 

	     B. Medication evaluation for relief of symptoms during acute phase. Long-term medication maintenance    

          usually contraindicated.

	3.  Psychotherapy 

	     A. Group therapy emphasizing self-responsibility and developing more realistic appraisal of self in relation  

          to others 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated


	Avoidant Personality Disorder (301.82) 



	Diagnostic Guidelines 

	1.  Diagnostic features: More commonly diagnosed in males 



	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Stabilization of acute clinical symptoms is the immediate aim 

	          1. Reduction in emotional distress 

	          2. Learn and begin to use skills which improve regulation of mood and/or affect 

	          3. Increased safety and stability 

	     B. Long-term, increased self-awareness and improved interpersonal skills is the aim. Individual          

          therapy using cognitive behavioral approaches with focus on symptom relief.

	         1. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional      

              experiences 

	         2. Person will develop skills and new behaviors that counteract or correct the previous patterns

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern of) of the disorder rather than on the disorder itself.  

	     B. Development of trust with therapist is basis for person to be able to expand beyond 

	3.  Psychotherapy. 

	     A. Individual therapy to start, solution oriented and focused on misattribution. 

	     B. Group therapy emphasizing more effective coping skills. These can include: 

	· Thinking skills 

	· Problem solving skills 

	· Interpersonal skills 

	· Self-care skills 

	     C. Development of community support system. Client may want to consider assertiveness training. 

	     D. Involve family and community resources, e.g., self-help support groups. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management) 

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated


	Dependent Personality Disorder (301.60) 

	

	Diagnostic Guidelines 

	1.  Similar prevalence among men and women

 

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Stabilization of acute clinical symptoms is the immediate aim 

	          1. Reduction in emotional distress 

	          2. Learn and begin to use skills which improve regulation of mood and/or affect 

	          3. Increased safety and stability 

	     B. Long-term, increased self-awareness and improved interpersonal skills is the aim. Individual 

          therapy using cognitive behavioral approaches with focus on symptom relief.

	          1. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional         

              experiences

	          2. Person will develop skills and new behaviors that counteract or correct the previous patterns 

	2.  General Guidelines 

	     A. Focus on the consequences (current and pattern) of the disorder rather than on the disorder itself. 

	     B. Medication evaluation for relief of symptoms during acute phase. Long term medication maintenance             

          usually contraindicated.  

	     C. Treatment may be sought episodically as crises in abandonment or loss of person(s) on whom the 

          person is dependent occur.

	3.  Psychotherapy 

	     A. Group therapy emphasizing self-esteem and development of community support symptom. Person          

          may want to consider assertive training.         

	     B. Involve family and community resources, e.g., self-help support groups. 

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated


	Obsessive-Compulsive Personality Disorder (301.4) 

	Diagnostic Guidelines 

	1.  More commonly diagnosed in men 

	Treatment Guidelines 

	1.  Treatment Aims 

	     A. Stabilization of acute clinical symptoms is the immediate aim 

	          1. Reduction in emotional distress 

	          2. Learn and begin to use skills which improve regulation of mood and/or affect 

	          3. Increased safety and stability 

	      B. Long-term, increased self-awareness and improved interpersonal skills is the aim. Individual 

           therapy using cognitive behavioral approaches with focus on symptom relief.

	          1. Person will understand relationship of certain thoughts, behaviors, and patterns and their emotional     

               experiences

	          2. Person will develop skills and new behaviors that counteract or correct the previous patterns 

	2.  General Guidelines 

	      A. Focus on the consequences (current and pattern) of the disorder rather than on the disorder itself. 

	      B. Group therapy seems to show better results than individual

	3.  Psychotherapy 

	     A. Group therapy emphasizing more effective coping skills. These can include: 

	· Thinking skills 

	· Problem solving skills 

	· Interpersonal skills 

	· Self-care skills 

	     B. Development of community support system. Client may want to consider assertiveness training. 

	     C. Involve family and community resources, e.g., self-help support groups. 

	4.  Medication 

	5.  Forms of system guidance (sometimes called case management)

	Outpatient Authorization Guidelines 

	Expected length of services: 

	            Restoration: 
 
	2 to 6 weeks

	            Growth: 
 
	3 to 6 months

	            Maintenance: 
 
	as clinically indicated
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