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Introduction
School-Based Health Centers (SBHCs) are well positioned to improve the health status and support the academic success of young people. The access to services and the availability of an interdisciplinary model open doors to a range of treatment options for youth facing a myriad of conditions. Under this model, the options for assessing and treating mental health concerns are considerable. At the same time, the scope and capacity of SBHCs to meet the mental health needs of students are limited by the resources available to these clinics and the unique characteristics of the sponsoring organizations. It is within this context that clinical and ethical variables must be weighed and specific guidance provided when considering treatment options. The prescription and management of selective serotonin reuptake inhibitors (SSRIs) is a treatment option that should undergo such scrutiny. This paper provides background information and guidance so that Seattle SBHC sponsoring organizations can develop and maintain standards of care for prescribing and managing SSRIs. 
SSRIs – What the Research Tells Us
(Adapted from the fact sheet: Psychotropic Drugs and Children Use, Trends, and Implications for Schools, published by The Center for Health and Health Care in Schools, http://www.healthinschools.org/sh/psychotropic.asp)
The use of SSRIs to treat major depression in adolescents has been controversial. Many studies of antidepressant treatment of major depression among adolescents have shown these agents to be only modestly effective.
 Additional concerns have focused on possible associations between antidepressant drug use and increases in serious depression and suicide attempts (see below). However, a study by the National Institute of Mental Health concluded that Prozac, which is approved for treatment of depression in pediatric patients, paired with cognitive behavioral therapy was most successful in helping 71 percent of the study's teenagers overcome depression. The Treatment for Adolescents with Depression Study also showed that Prozac alone was effective in 61 percent of subjects, while “talk therapy” alone worked with 43 percent. Thirty-five percent of those who received a placebo also improved. Researchers found that patients became significantly less suicidal, no matter which treatment they were given.

FDA Safeguards: On October 4, 2004, the FDA issued a public health advisory announcing that a “black box” warning and expanded cautionary statements are required on the labels of all antidepressants, to alert prescribers to an increased risk of suicidal thinking and behavior in pediatric patients treated with antidepressant medication. In addition, the FDA cautions that pediatric patients should be “closely observed” for signs of worsening illness, or agitation, irritability, suicidality, and unusual changes in behavior, especially during the initial few months of a course of medication, or at times of dose changes. Patients should also receive a MedGuide with their prescription, informing them of the risks associated with taking antidepressant medication.

The Mental Health Needs of Adolescents

Of the population ages 9 – 17, an estimated 21 percent experience the signs and symptoms of a DSM-IV disorder in the course of the year, 11 percent experience significant impairment, and 5 percent experience extreme emotional impairment.
 The combined prevalence of anxiety disorders is higher than that of all other mental disorders of childhood and adolescence. The 1-year prevalence in children ages 9 – 17 is 13 percent.2 Depression estimates vary but a recent report indicates that depression is present in 5 percent of adolescents at any given time.
 National studies suggest that, on average, only one-fourth of children in need of mental health care get the help they need. Of those receiving care, 70-80 percent receive that care in a school setting.
During the 2004-2005 school year, 1400 students made over 9500 visits to Seattle SBHC mental health counselors. The most common reasons for these visits are associated with depression, family issues, anxiety, and interpersonal conflict. Nurse Practitioners and other medical providers treated over 250 students in which the primary diagnosis was a psychiatric or social concern. Anecdotally, we know that these concerns cover the full range of acuity and that many of these youth do not access support or care anywhere else.
Emotional health concerns manifest across cultures, but are understood uniquely within each. The intersection of cultural and health beliefs presents differently at the individual, familial, and community levels. Familiarity with and respect for these beliefs are required to understand the mental health needs of adolescents across cultures and ethnicities. Cultural consciousness and competence must be applied in service to students of color, and immigrant and refugee populations. Community expertise should be called upon in the absence of clinic-based or in-school resources.  
The Capacity of Seattle’s SBHCs
In the presence of such need, the Seattle SBHCs are limited in both scope and capacity to treat mental health concerns. Each SBHC has a core capacity to serve students with mental health needs. Nonetheless, variability exists amongst sites in the resources available to support the prescribing and managing of SSRIs. The optimal resources and conditions for prescribing SSRIs are reviewed below. There are number of variables that effect individual sites’ ability to obtain these conditions, including but not limited to: provider staff education and experience, financial resources, and community partnerships.
Under optimal circumstances, SBHCs that are prescribing SSRIs should have the following resources and conditions in place:

· Utilization, when appropriate, of validated, standardized tools to assess for and measure progress in treating depression and other emotional health concerns
· A formalized process for parent/guardian involvement with standardized documentation of the successes in and barriers to involving parents

· Access to regular consultation with an appropriately trained medical provider with a child and adolescent background (e.g., ARNP, psychiatrist, etc.)
· Mechanisms to assure continuity of care during summer and school breaks

· Adequate resources to ensure consistent access to prescription medications
· A multi-disciplinary team approach to treatment that is shared and understood by the SBHC medical provider, Mental Health Counselor, and School Nurse
· Continuing education for medical and mental health staff to improve/maintain diagnostic and therapeutic competency

· 24-hour coverage for emergency consultation and referral
· Formalized linkages to community mental health, primary care, and specialty providers

A few sites have established these program elements within their clinics. Other sites have not fully implemented these measures, but have found the clinical needs of a student to override the less than optimal internal resources and have chosen to prescribe. Fundamentally, in light of the presenting needs within the SBHCs, it is a system goal to build capacity and assure a high level of care at all sites.
External Resources

School-based health centers can not address the mental health needs identified in schools on their own and the quality and extent of care is, to a degree, dependent upon community partnerships. Community partners who can provide resources and services beyond the SBHCs’ scope and/or capacity strengthen the mental health service package. All SBHCs benefit from community mental health agencies who have assumed an immediate referral path between themselves and respective SBHCs. These paths, in particular, are much-needed when a student’s presenting level of need precipitates a level of care that requires intensive psychiatric services that can not be provided at the school site. Furthermore, SBHCs that can not establish internal resources for prescribing and managing SSRIs require formal relationships with community organizations that can do such.
Well-formed relationships with community-based primary care providers (PCP) are another resource to fill the psychiatric service gaps that might present in the school setting. Within some of the SBHC-sponsoring organizations the parent organization is or can be the primary care provider – particularly for Medicaid eligible individuals – and communication between providers can be more accessible. When the sponsoring organization is not the PCP, it is of clear significance that the SBHC make appropriate efforts to coordinate care with the external provider. Because an SBHC can be limited in its ability to prescribe and manage SSRIs, collaborative, clinical partnerships with PCPs become opportunities for optimizing patient care.
Community resources can play a role beyond service provider or partner. Many SBHCs have enhanced their resources for psychiatric care through utilizing the community for consultation. For example, the University of Washington’s Child & Adolescent Psychiatry Training Program at Children’s Hospital has played a supportive role in bringing the difficult-to-obtain resource of psychiatry consultations on-site at many SBHCs. Expanding this resource and developing similar partnerships enhance the SBHC system of mental health care.
Next Steps
In order to better understand the capacity to prescribe and manage SSRIs within the individual SBHCs a system-wide, internal inventory of resources is required. This evaluation would enhance understanding of individual providers’ competence and confidence in diagnosing and treating concerns that are treatable with SSRIs. An examination of current encounter data may provide additional information about the providers’ practice and also about patients’ needs.  A need also exists to better understand and improve how clinics are teaming across disciplines to recognize, diagnose, and treat these concerns.  And finally, the inventory should assess both the practices and expectations regarding parental involvement and emergency consultation/referral. From this assessment, continuing education/consultation needs can be identified and resources explored.
The community and financial resources that exist or need to be developed should also be assessed.  Variability currently exists across sites in terms of community partnerships for referrals and consultation. Also, sponsoring organizations differ in their ability to ensure consistent access to SSRI prescriptions due to organizational characteristics that influence the cost of medications.
It is expected that an improved understanding of site-by-site program strengths, service gaps and resources can be utilized to maximize the level of care in the SBHC setting. Simultaneously, sponsoring organizations should articulate standards of care for prescribing and managing SSRIs that account for the capacity of their respective sites.  
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