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Introduction: Critical Challenges in Addressing

Behavioral/Mental Health Needs

SUZANNE E. MCLAUGHLIN, MD; NATALIE FENN, PhD; PAUL M. WALLACE, MD

GUEST EDITORS

The burden of mental health disorders in the United States
has reached epidemic proportions in recent years. Mental
illness is now estimated to affect 1 in 5 adults and 1 in 7
adolescents [Figure 1].!

Behavioral health concerns make up roughly one-third
of emergency room visits, and office visits with a primary
behavioral health diagnosis have increased 50% in the past
two decades.> With behavioral health conditions continu-
ing to affect millions of Americans every day, additional
research and programming efforts are needed to improve
access to services, develop training for professionals at the
forefront of care, and research underpinnings and poten-
tial treatment options for those with behavioral health
needs. There are numerous barriers to identifying those
with behavioral health needs and delivering time-sensitive
and culturally appropriate behavioral healthcare services.
These include challenges with developing and obtaining
reimbursement for screening, prevention, collaborative care,
and case management; competing demands on primary care
providers who are typically the first touchpoint of care?;
long wait times to see qualified behavioral health provid-
ers; and lack of provider training and comfort,* particularly
for more complex mental health presentations, such as
those necessitating multiple psychoactive medications or
involving serious mental illness.’ Fragmentation of care has
been identified as a significant concern for patients seeking
behavioral healthcare.¢

Rhode Island’s mental and behavioral health challenges
parallel the national landscape. This Mental Health Aware-
ness Month, we chose to highlight work conducted both
nationally and locally to advance the field of behavioral
health across multiple levels: behavioral healthcare pro-
gramming spanning perinatal to adult care; system-wide
interventions to expand resources; and research underscoring
potential targets for treatment and considerations for imple-
menting treatments effectively. Our goal in this issue was
to illuminate the research and services being conducted in
primary care, specialty outpatient practices, partial hospital
programs, and inpatient settings across our state. We high-
light programming to expand capacity and enhance training
of current providers and trainees, and research expanding
our care options and understanding of best practices.

Given the strain on existing systems to effectively
address behavioral health needs, multiple authors describe
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interventions to improve primary care capacity to address
behavioral health issues. MICHELLE PIEVSKY, PhD, and
colleagues present on use of integrated behavioral health
in primary care settings to create a more efficient and equi-
table autism evaluation pathway. JULIE BOERGERS, PhD,
and colleagues describe statewide programming to increase
capacity for behavioral health treatment by improving pri-
mary care clinicians’ understanding of sleep issues in child-
hood. ELIZABETH CANTOR, PhD, and colleagues summarize
the evolution and impact of cycles of practice transforma-
tion efforts to evolve behavioral healthcare in primary care.
Finally, NELLY BURDETTE, PsyD, highlights lessons learned
about integrated behavioral health in Rhode Island over the
past decade.
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There are unique behavioral health needs across the nation
specific to youth and their parents, and several research-
ers and providers presented work in this area. Looking to
multiply the impact of limited child psychiatry specialists,
ALISON MANNING, MD, and colleagues describe the work
of the Pediatric Psychiatry Resource Network in improv-
ing access to mental healthcare for youth in Rhode Island.
ADAM K. LEWKOWITZ, MD, and colleagues describe novel
services being delivered at a mother-baby partial hospitaliza-
tion program with a “standalone psychoeducational inter-
vention for perinatal mood disorders for partners or family
members.” KATHERINE M. TEZANOS, PhD, and colleagues
offer commentary on improving youth psychiatric hospital-
ization based on collective years of experience in crisis stabi-
lization, incorporating both patient and parent perspectives.

Exploring the interaction between social determinants of
health and treatment outcomes, ERIC TIRRELL, BA, and col-
leagues advance our understanding of how new techniques
impact care in a transcranial magnetic stimulation patient
cohort with major depressive disorder.

Authors also showcase the importance of ensuring train-
ees have ample exposure to and experience working with
populations exhibiting behavioral health needs. STEPHANIE
J. CZECH, PhD, and colleagues describe integrated behav-
ioral health training in Family Medicine residency and its
relevance to the pursuit of the quintuple aim of healthcare
improvement. In response to new accreditation require-
ments for residency training to prepare our future workforce
to be leading providers in behavioral healthcare, ALISON
MANNING, MD, and colleagues present their work devel-
oping a behavioral health-specific rotation in Pediatric res-
idency. Finally, LYNAE CONYERS, MD, shares a resident’s
perspective of what it means to address behavioral health
needs among adolescent males beyond the clinic room and
sometimes around a dinner table instead.

When we first planned this special issue on behavioral
health for the Rhode Island Medical Journal (RIM]), we had
hoped for a respectable number of submissions that would
showcase the diverse, multidisciplinary, and innovative
efforts to address mental health needs in the state of Rhode
Island. We are grateful to our colleagues for the many excel-
lent submissions we received, which allowed us to curate
an issue that highlights work being conducted across an
array of settings and patient populations. We believe these
submissions illustrate the importance of training, clinical
practice, resources, and systems that shape the behavioral
healthcare landscape and our ability to address our ongoing
mental health epidemic. Given the large number of submis-
sions we received, we will also present additional behavioral
health-oriented manuscripts in later RIM]J issues.

May as Mental Health Awareness Month is another rea-
son to appreciate the multidisciplinary teams supporting
behavioral health in Rhode Island: community health work-
ers, social workers, psychologists, psychiatrists, specialists
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and primary care providers, as well as systems-thinkers in
government, non-profit and institutional settings, and many
more. It takes a coordinated effort to provide the care and
services the people of Rhode Island and beyond deserve, and
we thank the authors for their unique contributions to that
undertaking.
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Creating a More Efficient and Equitable Autism Evaluation Pathway
Through Integrated Behavioral Health in Pediatric Primary Care

MICHELLE PIEVSKY, PhD; VIREN D'SA, MD; PAULO PINA, MD, MPH

ABSTRACT

BACKGROUND: Long wait times for autism spectrum
disorder diagnostic evaluations delay access to early in-
tervention and disproportionately affect Hispanic fam-
ilies and families who speak a primary language other
than English. Integrated behavioral health models in pe-
diatric primary care offer an opportunity to improve early
identification, streamline referrals, and reduce inequities
in access to specialty care.

METHODS: We describe the implementation of a tiered,
integrated autism screening and diagnostic pathway
within Hasbro Children’s Pediatric Primary Care Clin-
ic in Providence, Rhode Island. The pathway embeds
behavioral health consultation and secondary autism
screening into routine well-child visits for children ages
0-3. Children identified as at risk for autism receive ex-
pedited referral to specialty diagnostic evaluation using
gold-standard assessment tools available in English and
Spanish. Program evaluation includes comparison with
two historical control groups (2018 pre-COVID and 2022
post-COVID| on wait times to specialty contact and di-
agnostic evaluation, as well as referral completion and
connection to services. Patient experience is assessed
using quantitative satisfaction measures and qualitative
interviews within a quality improvement framework.

RESULTS: The clinical pathway is currently active, and
data collection is underway. Outcome data are not yet
available. Early implementation demonstrates the feasi-
bility of embedding secondary autism screening and care
coordination within pediatric primary care and highlights
the role of behavioral health integration in addressing
delays in access to specialty services.

CONCLUSIONS: A tiered, integrated autism evaluation
pathway within pediatric primary care has the potential
to reduce diagnostic delays, improve equity, and enhance
family-centered care. Findings from ongoing evaluation
will inform refinement and replication of this model in
other primary care settings.

KEYWORDS: Autism spectrum disorder; behavioral health
integration; pediatric primary care; early identification;
health equity; developmental screening
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INTRODUCTION

Timely identification of autism spectrum disorder is essen-
tial for optimizing developmental outcomes and reducing
family stress. Despite universal screening recommenda-
tions, children in the United States experience prolonged
delays between initial concern and diagnostic evaluation,
with average wait times exceeding two years.! During this
period, many children do not access early intervention or
other supportive services, limiting opportunities to promote
development during a critical window of neuroplasticity.>?

These delays disproportionately affect families from
minoritized racial and ethnic backgrounds, particularly
Hispanic families and families whose primary language is
not English.*> Such families face longer waits for diagnostic
appointments and additional barriers to navigating specialty
care systems. Efforts to improve efficiency must therefore
also address equity, accessibility, and patient-centered care.

Integrated behavioral health models within pediatric pri-
mary care offer a promising approach to reducing delays
and improving continuity of care. By embedding behavioral
health clinicians and using tiered screening strategies, pri-
mary care practices can identify children at highest risk,
provide early guidance to families, and streamline referrals
to specialty services. This article describes the implementa-
tion of a tiered, integrated autism screening and diagnostic
pathway within Hasbro Children’s Pediatric Primary Care
Clinic in Providence. The program is currently underway,
with data collection in progress.

CLINICAL SETTING

The majority of the children in Hasbro Children’s Pediat-
ric Primary Care Clinic live in or near Providence, and the
clinic’s population reflects Providence’s racial, ethnic, and
linguistic diversity. Most of the children are covered by
Medicaid insurance. Prior to implementation, children who
screened positive for developmental or autism-related con-
cerns were referred to specialty services at the discretion of
primary care providers, resulting in variable follow-up and
long waits for diagnostic evaluation.

The goal of the current initiative was to create a more effi-
cient, equitable, and family-centered pathway from primary
to specialty care, embedded within an integrated behavioral
health framework.
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DESCRIPTION OF THE TIERED
INTEGRATED PATHWAY

All children attending well-child visits complete standard-
ized developmental and autism-screening measures con-
sistent with the guidelines of the American Academy of
Pediatrics,® including the Survey of Well-being of Young
Children (SWYC)’s autism-specific screener, Parent Observa-
tions of Social Interactions (POSI)” at 18, 24, and 30 months
of age, and the Modified Checklist for Autism in Toddlers-
Revised (M-CHAT-R)8 at 18 and 24 months.?

Children who screen positive and their families meet
with their primary care provider, who explains the results
and provides information about next steps in assessment.
The family receives written information and a QR code to
access an informational video, available in English and in
Spanish, describing the assessment process [Figure 1]. Some
families meet with members of the integrated behavioral
health team, including psychologists, social workers, and
community health workers, who provide caregiver educa-
tion, clinical consultation, and/or care coordination, allow-
ing concerns to be addressed during the same visit in which
they are identified.

Many of the children who screen positive as having autis-
tic traits complete the Rapid Interactive Screening Test for
Autism in Toddlers (RITA-T),” a secondary screening assess-
ment administered by trained clinicians within primary
care. This brief, interactive tool evaluates social-communi-
cation differences commonly seen in young children with
autism. The research team is conducting a validation study
to assess the sensitivity and specificity of the RITA-T’s sug-
gested cutoff scores with the clinic’s population, with the
goal of using the RITA-T in the future to more appropriately
guide referrals to specialty care for autism evaluations.

At present, all children referred through the pathway,
regardless of RITA-T score, are fast-tracked to the Children’s
Neurodevelopment Center for an autism evaluation, using
the Autism Diagnostic Obser-
vation Schedule, 2nd Edition
(ADOS-2).1% Diagnostic assess-
scribing Assessment Process ments are conducted in English

or Spanish. After the assess-

v ment, families receive oral feed-

E L E back about the results of the

= evaluation, during which time

they receive a written report that

includes individualized recom-

mendations, including referrals

to early intervention and other
services as indicated.

Figure 1. QR Code with
Link to English Video De-

e

EVALUATION PLAN

Program outcomes will be compared with two historical
clinical control groups drawn from the same primary care
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clinic: a 2018 pre-COVID control group and a 2022 post-
COVID control group. Children in all groups screened posi-
tive as having autistic traits based on the SWYC POSI or the
M-CHAT.

The two historical control cohorts were demographically
similar and reflected the racial, ethnic, and socioeconomic
diversity of the clinic’s patient population [Table 1]. Chil-
dren in the 2018 (n = 152) and 2022 (n = 162) cohorts were
screened at a mean age of 2.11 years (SD = 0.50) and 1.97
years (SD = 0.46), respectively. In both cohorts, the majority
of children were male (64.5% in 2018; 58.6% in 2022.).

Both cohorts were racially and ethnically diverse. Over
half of children in each group were identified as Hispanic
or Latino (52.0% in 2018; 58.0% in 2022). A substantial
proportion of children were identified as Black or African
American (29.0% in 2018; 27.8% in 2022), with smaller
proportions identified as White, Asian, or American Indian/
Alaska Native. Many families reported racial identities cat-
egorized as “Other,” reflecting the limitations of structured
race fields in the electronic medical record.

The majority of families in both cohorts used English
as their primary language to communicate in the health-
care setting (86.2% in 2018; 88.3% in 2022), with Spanish
being the most common non-English language (9.9% in
both years). Additional languages were represented in small
numbers, highlighting the linguistic diversity of the clinic
population.

Most children in both cohorts were publicly insured
through Medicaid (88.8% in 2018; 85.2% in 2022), under-
scoring the socioeconomic vulnerability of the population
served.

By the end of the respective calendar years, relatively few
children had received a formal autism diagnosis (2.6% in
2018; 8.00% in 2022). In the years since their initial autism
screens, considerably more were diagnosed with autism
(13.16% from the 2018 cohort; 22.84% from 2022), under-
scoring the fact that most children were not formally diag-
nosed within the same calendar year when they were first
identified as having autistic traits.

Of note, the two cohorts differed greatly in their diagnos-
tic profiles, with the 2022 post-COVID cohort exhibiting
notably more comorbid speech delays (54.94%) compared
to the 2018 pre-COVID cohort (32.89%). The samples simi-
larly differed in proportion of autism diagnoses, both within
the same calendar year and lifetime (2.63% same year and
13.16% lifetime in 2018; 8.00% same year and 22.84% life-
time in 2022). The cohorts had similar proportions of chil-
dren with comorbid developmental delays, however (26.32%
in 2018, 25.31% in 2022). It may be that differences in the
social and linguistic development of the 2022 cohort were
impacted by the COVID shutdown.

Primary outcomes include time from identification of
autistic traits to specialty contact, time to first specialty
visit, time to diagnostic evaluation, and time to autism
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Table 1. Demographic Characteristics of Children Identified as At Risk for Autism

in Historical Control Groups

2018 Control Group

2022 Control Group

(Pre-COVID) (Post-COVID)
N 152 162
Age at screening
Mean (SD) 2.11 (0.50) 1.97 (0.46)
Range 1.39-3.99 1.00-3.89
Gender, n (%)
Male 98 (64.47 %) 95 (58.64%)
Female 54 (35.53%) 67 (41.36%)
Other 0 (0.00%) 0 (0.00%)

Race (individuals can identify with more than one label), n (%)

Black or African American

44 (28.95%)

45 (27.78%)

White or Caucasian

25 (16.45%)

32 (19.75%)

Asian 3 (1.97%) 3 (2.47%)
American Indian or Alaska Native 0 (0.00%) 1(0.62%)
Other 85 (55.92%) 89 (54.94%)
Unknown 1(0.66%) 0 (0.00%)

Ethnicity, n (%)

Hispanic or Latino

79 (561.97%)

94 (58.02%)

Not Hispanic or Latino

73 (48.03%)

67 (41.36%)

Unknown

0 (0.00%)

1(0.62%)

Primary Language, n (%)

English 131 (86.18%) 143 (88.27 %)
Spanish 15 (9.87%) 16 (9.88%)
Kunama 2 (1.32%) 0 (0.00%)
Arabic 1(0.66%) 0 (0.00%)
Cambodian 1(0.66%) 0 (0.00%)
Cape Verdean Creole 1(0.66%) 0 (0.00%)
Haitian Creole 0 (0.00%) 1(0.62%)
Hmong 0 (0.00%) 1(0.62%)
Portuguese 0 (0.00%) 1(0.62%)
Somali 1(0.66%) 0 (0.00%)
Insurance Type, n (%)
Medicaid 135 (88.82%) 138 (85.19%)
Commercial 9 (5.92%) 20 (12.35%)
Behavioral 3(1.97%) 1(0.62%)
HMO 2 (1.32%) 2 (1.23%)
Not Listed 2 (1.32%) 1(0.62%)
PPO 1(0.66%) 0 (0.00%)

Comorbid developmental diagnoses (same year)

Speech delay, n (%)

50 (32.89%)

89 (54.94%)

Developmental delay, n (%)

40 (26.32%)

41 (25.31%)

Autism diagnosis

Same year, n (%)

4 (2.63%)

13 (8.02%)

Lifetime, n (%)

20 (13.16%)

37 (22.84%)

Abbreviations: n = number. SD = standard deviation.
Footnotes: Children in both groups were identified as at risk for autism based on standardized
screening results obtained during well-child visits between ages 0-3 years.

Data were obtained via retrospective chart review of patients seen in pediatric primary care in
2018 (pre-COVID) and 2022 (post-COVID).
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diagnosis for children ultimately diagnosed. Sec-
ondary outcomes include referral completion and
connection to early intervention, audiology, speech
therapy, and occupational therapy. Survival analy-
sis methods will be used to compare time-to-event
outcomes across groups.

PATIENT EXPERIENCE AND
QUALITY IMPROVEMENT

Patient and caregiver experience is a central focus of
the pathway. Satisfaction data are collected follow-
ing primary care and specialty visits, and families
are invited to participate in qualitative interviews
to identify barriers to care and unmet needs. These
data will contribute to quality improvement proj-
ects using a Plan-Do-Study—Act framework to iter-
atively refine workflows, communication strategies,
and supports for families. Particular attention is
paid to understanding barriers faced by families who
do not attend scheduled specialty visits, including
logistical, linguistic, and socioeconomic challenges.

CURRENT STATUS AND
FUTURE DIRECTIONS

The pathway is currently active, and data collection
is underway. The first evaluation was completed
on August 1, 2025, and since then 18 patients have
received expedited autism evaluations under this
pathway. While outcome data are not yet available,
early implementation demonstrates the feasibility
of embedding secondary autism screening and expe-
dited referral processes within routine pediatric pri-
mary care.

Future directions for this work focus on refining
the clinical pathway and ensuring that it is both evi-
dence-based and responsive to community needs.
One ongoing line of research is a validation study
of the RITA-T within this clinic population. This
study will evaluate the sensitivity and specificity of
proposed cutoff scores and examine how secondary
screening results can most effectively guide referral
decisions. Establishing local validity is a critical step
toward using the RITA-T to more precisely triage
referrals, reduce unnecessary specialty evaluations,
and further decrease wait times without compro-
mising diagnostic accuracy.

In parallel, our team has received funding to
conduct a community-engaged study aimed at
extending the pathway beyond expedited diagno-
sis toward sustained, equitable longitudinal care.
Using group concept mapping, a highly participatory
mixed-methods approach, we will collaborate with
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autistic self-advocates, caregivers, educators, and primary
care providers to co-develop a prioritized action plan for
how primary care can better support children with autism
and their families across the course of childhood. Outputs
from this work will directly inform quality-improvement
initiatives in the clinic and guide future intervention
development.

If the current pathway is shown to reduce diagnostic
delays and improve family experiences, a longer-term goal
is to expand this model to additional primary care clinics
across Rhode Island. Under this model, clinicians at the
Children’s Neurodevelopment Center would serve as a hub
for expedited autism assessments and provide training and
ongoing consultation to primary care teams, implement-
ing primary and secondary screening, care coordination,
and post-diagnostic support. This hub-and-spoke approach
has the potential to extend the reach of specialty expertise,
reduce geographic and linguistic barriers, and strengthen the
capacity of pediatric medical homes to provide integrated,
developmentally informed care.
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ABSTRACT

BACKGROUND: Sleep disorders are prevalent in children
yet significantly underdiagnosed and undertreated in pri-
mary care. The Extension for Community Healthcare
Outcomes (“Project ECHO®”) is a telementoring mod-
el that connects healthcare specialists with generalists,
combining brief didactic presentations and case-based
learning. In this one-year project, the ECHO® model was
employed to train primary care pediatricians in Rhode
Island in behavioral sleep management strategies.

METHODS: Monthly teleconference sessions included
a didactic presentation by a pediatric behavioral sleep
expert, followed by a case presentation and discussion.
Practices also designed and completed a Quality Improve-
ment project, supported by monthly meetings with a fa-
cilitator. Six practices enrolled; 10 clinicians completed
both pre- and post-program evaluations.

RESULTS: Providers reported increased knowledge about
pediatric sleep, particularly in the areas of sleep training
in infants, and addressing sleep in patients with Autism
Spectrum Disorder and Attention Deficit Hyperactivity
Disorder. Improvements in overall confidence and com-
fort to address sleep in primary care were reported. After
the project, providers reported an increase in systematic
tracking of sleep concerns, and an increase in frequency
of follow-up visits to address sleep.

CONCLUSIONS: Project ECHO® is a promising model for
diffusion of practice-based behavioral sleep knowledge to
primary care pediatricians. An expanded clinical skillset
helps primary care pediatricians feel empowered to iden-
tify and address sleep problems in their practices, which
has the potential to improve sleep care and preserve
healthcare resources.

KEYWORDS: pediatric sleep; pediatric primary care;
provider education; Project ECHO

INTRODUCTION

Pediatric sleep disorders are highly prevalent, affecting
approximately 25% to 30% of children and adolescents.! A
large body of literature has linked poor sleep to a variety of
negative consequences, including behavioral dysregulation,?
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impaired cognitive development and academic perfor-
mance,® and health issues such as obesity and decreased
immune function.* Despite the critical importance of sleep
for optimal child and family functioning, pediatric sleep dis-
orders remain underdiagnosed and undertreated.’

The primary care setting is considered an essential envi-
ronment for the screening and management of sleep issues
because nearly all children attend regularly scheduled
well-child visits. However, a substantial “sleep-care gap”
exists, in that high prevalence rates of sleep disorders con-
trast sharply with lower rates of clinical identification and
treatment.® For example, a review of medical records in a
large primary care network showed that only 3.7% of chil-
dren received a sleep-related diagnosis.® This discrepancy is
largely attributed to a pervasive lack of formal education in
sleep medicine. Globally, medical schools dedicate an aver-
age of less than three hours to sleep-related topics, with only
17 minutes focused specifically on pediatric sleep.” Only
1.5% of pediatric residencies in the United States require a
sleep medicine rotation.® Consequently, many pediatric res-
idents complete their training with very limited dedicated
sleep instruction.

This educational deficit can result in low provider knowl-
edge and a lack of clinical confidence. In one community
survey of primary care providers, respondents reported low
levels of confidence in evaluating (34%) or treating (25%)
pediatric sleep disorders.” Conversely, in another survey, pri-
mary care providers who had received training in pediatric
sleep had higher knowledge scores, reported greater confi-
dence in addressing sleep problems, and reported more reg-
ularly screening their patients for sleep disorders.’® Beyond
knowledge gaps, primary care teams face significant struc-
tural barriers, including demanding workloads and severe
time constraints during consultations. Additionally, provid-
ers often rely on the assumption that parents will volunteer
sleep concerns, yet parents frequently fail to report these
issues because they lack the knowledge to recognize them or
assume they are a normal part of development.® Therefore,
a lack of systematic screening can miss sleep concerns. The
International Pediatric Sleep Association has recently high-
lighted the urgent need for targeted, accessible sleep educa-
tion programs to enhance provider competence.!!

To address these barriers, innovative training models
such as telementoring have been proposed to bridge the gap
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between specialty sleep care and primary practice. Project
Extension for Community Healthcare Outcomes (Project
ECHO®) is a telementoring model established in 2003 at the
University of New Mexico School of Medicine to improve
access to specialized care for underserved populations.'” It
utilizes a “hub-and-spoke” structural design that connects
an interprofessional team of specialists (the “hub”) with
community-based generalists (the “spokes”) via a virtual
videoconferencing platform to create virtual “communi-
ties of practice.” A core feature of Project ECHO® is the “all
teach, all learn” principle, which ensures that knowledge
sharing is bidirectional and participatory. Sessions typically
consist of two main components: a brief specialist-led didac-
tic presentation on a specific clinical topic and case-based
learning, where generalists present anonymized, complex
patient cases for multidisciplinary discussion and telemen-
toring. Both specialists and generalists contribute their
unique expertise to clinical discussions.

The ECHO® framework has been used with a wide range
of different health conditions and populations, often focus-
ing on increasing the capacity of generalists to manage
cases that would otherwise require long waiting times for
specialists. The model has been successfully applied to
sleep in adult veterans within the U.S. Department of Vet-
erans Affairs healthcare system.!®!* Providers in the Sleep
VA-ECHO® program reported increased skills and comfort
in managing common sleep complaints,’® with nearly all
reporting utilizing their new knowledge monthly to care for
patients, and two-thirds reporting sharing their new knowl-
edge with colleagues at least once a month.!* The greatest
increase in comfort was reported with non-pharmacologic
(behavioral) management of insomnia and patient educa-
tion,'* suggesting a need for specific training in these areas.

Evidence-based behavioral interventions such as gradu-
ated extinction or stimulus control are the gold standard for
treating insomnia and other sleep problems in children and
adults, yet many primary care providers feel ill-equipped to
provide behavioral strategies.® To our knowledge, ECHO®
programs specifically addressing pediatric sleep have not
previously been described in the literature, though man-
agement of sleep problems was a dedicated didactic topic
in a broader ECHO® program focused on childhood autism
spectrum disorder (ASD).1

In this project, we aimed to implement and assess a novel
pediatric sleep Project ECHO® program for primary care pro-
viders in Rhode Island. The curriculum focused on behav-
ioral sleep medicine principles to equip frontline providers
with the tools necessary to effectively screen, diagnose, and
treat the most common sleep challenges encountered in
pediatric primary care, in order to expand capacity to treat
pediatric sleep problems.
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METHODS

“Optimizing a Behavioral Health Approach for Children’s
Sleep in Pediatrics” was a year-long ECHO® telementoring
program developed by the Care Transformation Collabo-
rative of Rhode Island (CTC-RI), which is an ECHO® hub.
CTC-RI has previously successfully leveraged this training
model to other pediatric behavioral health topics. Any pri-
mary care practice in Rhode Island serving pediatric patients
(age 0-22) was eligible to apply to participate in this initia-
tive. The project was advertised on the CTC-RI website and
newsletter, and by outreach to practices. Interested practices
completed an application requesting practice-level infor-
mation (e.g., size of panel, payor mix) and how they would
benefit from participation.

This project focused on increasing knowledge about sleep
across childhood, developing skills in provision of devel-
opmentally targeted guidance to families on healthy sleep
using behavioral health principles, facilitating exchange of
information and ideas on how to improve sleep problems in
pediatric patients, sharing empirically supported behavioral
treatments for sleep problems, and improving comfort and
confidence in treating sleep problems among non-specialty
providers. The curriculum was developmentally structured
and focused on specific skills to implement with patients
(i.e., “clinical pearls”) at each developmental stage. Although
the focus was on pediatric behavioral sleep principles, ses-
sions also covered screening and preliminary testing (e.g.,
labwork) for common organic sleep disorders, use of medi-
cation, and when to consider referring to a specialist. Based
on feedback from participants about common challenges in
their practices, the curriculum also covered topics such as
sleep in children with ASD, Attention Deficit Hyperactivity
Disorder (ADHD), and managing electronics use at night.

The program was comprised of 10 monthly, 60-minute
teleconference sessions, combining a 25-minute didactic
presentation by a pediatric sleep expert, followed by a chal-
lenging case presentation by one of the practices (related to
the topic of the month), and discussion by the entire group.
Didactics were presented by psychologists with expertise
in pediatric behavioral sleep medicine, and a physician
board-certified in sleep medicine. Sessions were recorded
and available to participants and their practices on an online
platform. Resources such as handouts were provided for
practices to use with their patients as appropriate, and were
available on the online platform.

Participating practices were also expected to complete a
Quality Improvement (QI) project, with the support of a psy-
chologist who served as the practice facilitator and met with
practice representatives monthly. Practices presented the
results of their QI projects, as well as a patient success story
at the final two monthly meetings of the year.

Each practice identified a provider champion, a nurse care
manager/care coordinator, a behavioral health clinician (if
applicable to the practice), and a practice/office manager to
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participate. A stipend was provided at the practice level to
account for staff participation time. CME credit was also
available. After each session, participants were sent a link to
an electronic survey assessing their satisfaction with the pro-
gram. In addition, before the first and after the last session,
participants were sent a link to an electronic survey, assess-
ing their knowledge, comfort, and confidence in address-
ing specific aspects of pediatric sleep problems. To analyze
the survey results, we calculated descriptive statistics and
compared pre-post changes using paired samples t-tests.

RESULTS

CTC-RI was able to enroll all six practices that applied. Par-
ticipating practices were all community-based primary care
pediatrics practices (i.e., serving pediatric patients only).
Practice size ranged from a solo practice to a large practice of
eight providers (mean=4.8 providers). Practices had between
1200 and 7903 active pediatric patients in their panels
(mean=3723.5). The percentage of patients served by Med-
icaid ranged from 16% to 72% (mean=33.3%). All practices
had Primary Care Medical Home certification.

Sixteen clinical team members participated in the pro-
gram, attending an average of 8.6 sessions (range 3 to 12
sessions). Participants included 11 pediatricians, three nurse
practitioners, and two integrated behavioral health (IBH) cli-
nicians embedded in these practices. Ten of the clinical team
members (63%) completed both the pre- and post-program
surveys; all practices were represented. Respondents were
seven pediatricians (70%), one nurse practitioner (10%),
and two IBH clinicians (20%). Prior to the project, no par-
ticipants rated themselves as very confident in their overall
ability to effectively address sleep disorders and other sleep
challenges in children; 38% reported moderate confidence
in their ability. Participants also answered an open-ended
question about barriers they encountered in addressing
sleep. The most commonly reported barriers fell into the
following categories: limited parental or teen receptivity to
sleep recommendations (n = 9), lack of time (n = 4), lack of
resources (e.g., reliable assessment and tracking tools, 11 = 6),
comorbid diagnoses (e.g., ADHD, anxiety, n = 3), and sleep
hygiene issues (e.g., electronics, napping, n = 2).

Paired samples t-tests comparing responses before and
after the program indicated that participants reported sig-
nificantly increased knowledge about pediatric sleep in all
domains measured, with greatest improvement in knowl-
edge about sleep training in infants (t=-4.44, p<.01), chil-
dren with ADHD (t=-3.41, p<.01), and children with ASD
(t=—4.91, p<.01). Significant improvement in overall confi-
dence in their ability to address sleep problems was reported
(t=-3.59, p<.01), as well as specific improvement in confi-
dence to address sleep in infants (t=-3.59, p<.01) and chil-
dren with ASD (t=-4.60, p<.01). After the program, providers
reported significantly greater comfort in all domains of

%977 2096

BEHAVIORAL HEALTH

addressing pediatric sleep problems, with the greatest gains
in conducting a sleep assessment and/or using a sleep screen-
ing tool (t=-7.23, p<.001), providing guidance about healthy
sleep habits across developmental stages (t=—5.25, p<.001),
empowering parents to play an active role in addressing
their child’s sleep (t=—4.13, p<.01), and identifying risk
factors for organic sleep disorders (e.g., Obstructive Sleep
Apnea, Restless Legs Syndrome) (t=-3.81, p<.01). The proj-
ect did not increase self-reported frequency of referrals to
sleep specialists, but rather increased the frequency of offer-
ing a follow-up visit with the provider to address sleep dis-
orders or problems (t=—4.58, p<.01). Providers also reported
an increased frequency of using a system for tracking sleep
concerns by their practices (t=-5.01, p<.001).

QI projects developed by the practices were practice-
centered and ranged from improving detection of sleep prob-
lems in a particular age group (by integrating sleep screening
instruments into the regular clinic workflow), to creating
an automated clinical decision support tool for sleep within
the electronic health record to improve quality of sleep care
and improve provider efficiency. Qualitative comments
suggested that the QI projects helped participants dissem-
inate resources and information learned to the rest of the
providers in their practices.

DISCUSSION

This paper describes the content and evaluation of a novel
Project ECHO® to train pediatric primary care providers in
behavioral sleep management strategies. The project was
well-received by clinicians. Data from two time points
were examined to compare change in provider knowledge,
comfort, and confidence in addressing pediatric sleep prob-
lems. Prior to the program, only 38% of participants rated
themselves as moderately or very confident in their overall
ability to effectively address sleep challenges in children;
in contrast, after the program, 100% rated themselves as
moderately or very confident. Providers reported increased
knowledge about pediatric sleep, particularly in the areas
of sleep training strategies in infants, and behavioral sleep
strategies for patients with ASD and ADHD. Sleep issues
that are comorbid with neurodevelopmental disorders are
often complex to manage, and providers appreciated specific
tools and behavioral strategies to use with patients. Many of
the skills the providers developed helped them address com-
mon challenging sleep behaviors across childhood develop-
ment. After the project, providers reported an increase in
systematic tracking of sleep concerns, and an increase in
frequency of follow-up visits to address sleep. Importantly,
participating providers reported sharing their knowledge
with colleagues, thereby increasing the reach of the project.
Providers were also able to benefit from other practice’s QI
projects, given that lessons learned were shared within the
community of learners.
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Limitations of this project included a small sample size
that might not represent providers outside of Rhode Island, or
providers practicing in other settings such as hospital-based
clinics or community health centers. Because the partici-
pating sites were community-based, primary care pediatrics
practices, the generalizability (and therefore the upper limit
of the project’s impact) may be constrained. At the same
time, it is important to note that the ECHO model has been
implemented successfully across a wide range of practice
types and geographic locations, suggesting broader applica-
bility beyond this sample. Respondent bias was possible,
as individuals who chose to participate likely had greater
interest or motivation related to sleep health. Another pos-
sible issue is that self-assessed confidence or comfort does
not necessarily translate to knowledge gains or consistent
application in clinical practice. Finally, it would have been
beneficial to survey participants again at a later time, to
assess whether positive impacts of the project were durable.

In conclusion, Project ECHO® demonstrated high effi-
cacy in improving clinicians’ knowledge, confidence, and
comfort in addressing behavioral sleep concerns in pri-
mary care. Project ECHO® is a valuable model for diffusion
of practice-based knowledge of pediatric sleep for primary
care pediatricians and could be scaled to other locations.
Its telementoring format is accessible, engaging, and leads
to increases in knowledge, which is anticipated to improve
identification and behavioral management of sleep prob-
lems in children. ECHO® also enhances collaboration and
communication between pediatricians and sleep specialists,
creating a more coordinated care system. Lastly, improving
pediatrician comfort and competence with management
of sleep problems has the potential to reduce unnecessary
referrals to sleep specialists, saving healthcare resources.

Upcoming ECHO series

Given the positive feedback on the ECHO model as a valu-
able education and learning format for primary care pro-
viders, CTC-RI has undertaken other pediatric-focused
ECHO topics such as anxiety, ASD, and perinatal mental
health. An upcoming ECHO series on managing com-
plex ADHD in pediatrics will launch in Spring 2026. For
future offerings, visit https://cte-ri.org/news-events/pemh-
news-and-articles.
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Pediatric Integrated Behavioral Health:
A Primary Care Transformation Effort in Rhode Island
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ABSTRACT
In 2021, the U.S. Surgeon General issued an advisory
on youth mental health, stating that the challenges that
youth are facing are unprecedented, hard to navigate, and
significantly impacting their mental health.! Through
statewide quality improvement and collaborative learn-
ing models, the Care Transformation Collaborative
of Rhode Island (CTC-RI) and PCMH-Kids have im-
plemented innovative, pediatric integrated behavioral
health (IBH) models to support pediatric medical homes
in addressing youth mental health needs, reduce stigma,
increase access, and improve care coordination. Early
efforts focused on a traditional IBH model and practices
were financially responsible for the IBH clinician; despite
clinical successes, smaller practices could not sustain
the model financially, so CTC-RI shifted its focus to an
innovative model that removed financial risk from the
practice. More recently, CTC-RI has launched initiatives
to expand the pediatric team’s capacity to manage the
behavioral health needs of its patients and families by
providing specialty skill building (e.g., sleep, anxiety, au-
tism), and by adding community health workers to IBH
teams. Results from these initiatives indicate that pedi-
atric IBH models are an effective and essential element of
advanced primary care.

KEYWORDS: pediatric integrated behavioral health;
pediatric learning collaborative; advanced pediatric primary
care; team-based care

INTRODUCTION

Over the past decade, the Care Transformation Collabora-
tive of Rhode Island (CTC-RI) and PCMH-Kids have imple-
mented innovative team-based approaches to help pediatric
medical homes manage youth mental health needs. Preven-
tion and health promotion are core values of pediatrics, and
behavior, development, and emotional health are integral
components of routine pediatric care, including develop-
mental surveillance and screening for anxiety, depression,
and substance use. Integrating behavioral health clinicians
into the care team is an essential component of an advanced
pediatric medical home.
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In 2021, the U.S. Surgeon General issued an advisory on
youth mental health, stating that the challenges that youth
are facing are unprecedented, hard to navigate, and signifi-
cantly impacting their mental health.! Approximately 20%
of youth had a diagnosable condition, but the majority did
not receive care. Rates of youth sadness, hopelessness, sui-
cidal ideation, and emergency department utilization were
already rising prior to the pandemic.

More recent national data from the CDC? indicate that
40% of adolescents reported persistent feelings of sadness
and hopelessness, and 20% seriously considered suicide
during the past year. Eleven percent of younger children had
a diagnosed anxiety disorder, 8% had a diagnosed behav-
ior disorder, and 4% had depression. In Rhode Island in
2021, 51.7% of female and 25.1% of male high school stu-
dents reported persistent sadness/hopelessness, and 24.1%
(female) and 10.6% (male) considered suicide. Among mid-
dle school students, 31.2 % of females and 14.5% of males
reported seriously thinking of suicide.

These trends underscore the need for scalable behavioral
health models within pediatric primary care. Pediatricians
and family medicine physicians have assumed a growing
role in addressing behavioral health concerns despite lim-
ited training, resources and time. Even though most children
with behavioral health needs do not receive care from a men-
tal health provider, most see their pediatric provider at least
once per year,® and parents will often turn to their child’s
pediatrician first when behavioral or emotional concerns
arise. Pediatric providers serve as de facto first-line men-
tal health providers for many of our children, even though
pediatricians report insufficient training to manage these
concerns.* Integrated behavioral health (IBH) models help
bridge this gap by expanding behavioral health knowledge of
practice teams overall, and by providing patients quick and
direct access to a qualified behavioral health clinician.

CTC-RI AND PCMH-KIDS

CTC-RI's mission is to support the ongoing improvement
and transformation of primary care in Rhode Island. Serving
as a central hub, and working together with payers, provid-
ers, systems of care, government agencies, and community
organizations, CTC-RI has supported practices in imple-
menting innovative clinical models, successfully aligning
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payers and scaling integrated behavioral health across the
State. PCMH-Kids, incorporated into CTC-RIin 2015, works
with stakeholders to develop high quality primary care for
children and has impacted nearly all pediatric practices in
Rhode Island. Together, CTC-RI and PCMH-Kids have been
instrumental in building IBH capacity in adult, family, and
pediatric practices.

Establishing the Foundation for Pediatric IBH

in Rhode Island

CTC-RI and PCMH-Kids have been working steadily to
expand the capacity of pediatric practices to address men-
tal and behavioral health needs. Early PCMH-Kids’ efforts
focused on supporting practices to become patient-centered
medical homes (PCMH), creating more coordinated and
comprehensive primary care by expanding care teams and
improving access and communication. This included build-
ing partnerships with specialists and community resources
and creating an engaged learning community of pediatric
practices that highly values care coordination and team-
based care.

After successfully transforming most Rhode Island pediat-
ric practices into PCMHs, CTC-RI and PCMH-Kids shifted
focus to integrating behavioral health clinicians into pediat-
ric teams. In 2019, CTC-RI launched its first Pediatric IBH
project with eight practices. Over the course of this project,
the pandemic hit and led to a community-reported increase
in behavioral health needs, and a decline in community
behavioral health clinician availability. CTC-RI responded
by focusing on further expansion of behavioral health capac-
ity within pediatric teams.

This shift generated projects that expanded pediatric
team behavioral health capacity in three ways: (1) pediatric
skill-building on conditions such as sleep, restrictive eating,
obesity, and anxiety; (2) adding community health workers
(CHWS) to IBH teams; and (3) training pediatricians to con-
duct first-level autism assessments for children under age
three.

Throughout these efforts, CTC-RI has implemented proj-
ects with varied structures to meet practice needs while
consistently adopting a collaborative learning model. All
projects include a trained practice
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a didactic presentation from a content expert is followed by
a participant case presentation and group discussion. This
format has been well-suited for expanding knowledge in spe-
cific content areas such as restrictive eating disorders, sleep,
obesity, LGBTQ+ youth, and anxiety, and is often paired
with a quality improvement project.

HIGHLIGHTED PROJECTS

Since 2019, CTC-RI has implemented more than a dozen
projects focusing on pediatric mental health, with evolving
goals aligned to community needs. The array of projects is
summarized in Table 1, and three are spotlighted below.

Project Spotlight 1:

Foundational work to integrate BH clinicians

into primary care teams

The first pediatric IBH project launched in 2019 with eight
pediatric practices in 2 two-year cohorts, representing
diverse practice types (hospital clinics, community health
centers, and smaller practices). CTC-RI established goals
and deliverables with national IBH models, including robust
behavioral health screening protocol, an onsite behavioral
health clinician receiving warm hand-off, brief assess-
ment and short-term intervention services, and triage and
referral pathways for higher-intensity treatment. Practices
were expected to hire an IBH clinician and report screening
rates quarterly, while CTC-RI supported implementation,
workflows, documentation, and billing.

COVID-19 was disruptive, yet practices continued imple-
menting the model with as much fidelity as possible. They
successfully incorporated at least three screenings for chil-
dren, adolescents, and/or postpartum mothers, and, despite
the challenge of vastly diminished well-child visits during
the pandemic, they maintained or improved their popula-
tion screening rates [Table 2]. The most notable increase was
adolescent anxiety screening, which rose from near zero to
75% among implementing practices.

Practices met quarterly for didactic and peer learning on
topics such as anxiety, psychotropic medication, somatic
complaints, sleep, obesity, virtual IBH, NCQA Behavioral

facilitator who supports workflow
redesign, quality improvement, and
data collection, as well as opportu-
nities for peer learning at designated
project intervals.

CTC-RI became an ECHO® hub
in 2022 to ensure quality delivery of
virtual learning. This model, origi-
nally designed to connect specialists
virtually to primary care, emphasizes
community learning through an “all
teach, all learn” approach. Typically,
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Table 1. CTC-RI pediatric BH projects since 2019

Pediatric IBH Program
Launch Cohorts

Building IBH Infrastructure,
Quality, and Virtual Care

Team Capacity Expansion and
Specialty Skill Building

e Traditional Pediatric IBH
implementation

e NCQA Behavioral Health
Distinction

e Telehealth learning
collaborative

e Integration of the DULCE
model

e Collaboration with Foundation
of Integrated Care (FIC) to test
innovative IBH model

* Expanding teams with CHWs

e Pediatrician skill-building in
Restrictive Eating Disorders,
Obesity, Sleep, Anxiety, and
LGBTQ+ Youth

* Training pediatric providers in
first level autism assessments

| RIMS
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Table 2. Aggregated baseline and final screening rates
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referrals to FIC clinicians during the proj-

Screening Tool PSC35 | PHQ-A | GAD-7 | CRAFFT EPDS ect year, demonstrating rapid and success-
ful i f th 1.
Target Population School Age | Adolescents | Adolescents | Adolescents | Postpartum ul adoption of the mode
Total # of Practices 2 8 3 6 5 Project Spotlight 3:
Baseline Rate 45% 54% 7% 37% 80% Expanding the pediatric IBH team
Final Screening Rate 81% 82% 75% 70% 83% with CHWs
Total % Increase 36% 28% 68% 33% 3% Pediatric IBH clinicians frequently man-
age high demand for behavioral health
care coordination for children with com-
Table 3. Baseline and final screening rates by the end of year 2 plex needs. During and after the pan-
Target Practice | Practice | Practice | Practice | Practice demic, the volume of clinical and care
Population and 1 2 3 4 5 coordination highlighted the need to
Screening Tool expand IBH teams even further. CTC-RI
Baseline Rate Infancy 68% 58% 66% 92% 62% launched an IBH team expansion project
Final Screening Rate | CWYC OrASQ) [ g3, 91% 74% 91% 83% to add and train commu;u}tly healtlhﬁ”oi’l;
H .
Baseline Rate School Age 0% 0% 0% 0% 0% ers (C W) to.support .e aVlora' .e,a t
- - (PSC) . . . . . care coordination, allowing BH clinicians
Final Screening Rate 2% 28% 7% S S to focus on direct care. CTC-RI collabo-
Baseline Rate Adolescent 97% 94% 97 % 65% 87% rated with TEAM UP (Boston Medical
Final Screening Rate (PO 97% 98% 88% 75% 86% Center) for CHW training, and with the

(Practice 6 data unavailable)

Health Distinction, PediPRN/MomsPRN, and restrictive
eating disorders. The IBH clinicians met virtually to facil-
itate peer support, enhancing shared learning and model
fidelity.

Despite staffing turnover during the pandemic, all prac-
tices wanted to continue IBH after the project ended. Prac-
tices reported that IBH clinicians were central to patient
care, pediatric team education, and care coordination, and
their departure significantly strained pediatric teams. IBH
clinicians increased practice comfort with behavioral health
screening, family communication, and treatment planning.

Project Spotlight 2:

Supporting IBH workforce development

Despite clinical success, financial sustainability remained
a barrier, particularly for smaller practices. In response,
CTC-RI partnered with the Foundation for Integrated Care
(FIC) to support IBH implementation while minimizing
financial risk. FIC places early-career behavioral health cli-
nicians into primary care practices and provides supervision
and IBH-specific training. Under this model, an FIC clini-
cian works part-time in the pediatric practice and part-time
providing outpatient therapy. Patients requiring longer-term
therapy can be referred to FIC’s outpatient clinicians, allow-
ing the IBH time to focus on brief interventions appropriate
for primary care.

CTC-RI supported two cohorts of three practices each in
one-year learning collaboratives. With monthly facilitation,
practices established warm hand-off workflows, improved
screening rates and cohort 2 added tracking of emergency
room and hospital diversions. Cohort 1 generated 274
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Hassenfeld Child Health Innovation Insti-

tute at Brown University for evaluation
support. The two-year learning collaborative launched in
August 2023 and included six practices.

With financial support and facilitation, practices hired
CHWs and implemented screening improvement initiatives
across all developmental levels. By project end, practices
showed improved screening rates; notably none screened
children ages 5-11 for social emotional concerns at baseline,
but all had protocols by project end [Table 3].

CHW activity tracking revealed that 58% of needs
addressed were behavioral health-related, 32% were mate-
rial needs, and 10% involved both. Adding CHWs shifted
practices toward more robust team-based care, extending
IBH clinician capacity and allowing more timely access for
patients. CHW contributions demonstrated the value of
expanded teams in meeting complex family needs. Providers
reported improved ability to connect families to follow-up
care, and practices expressed a desire to maintain CHWs
after project completion.

SUCCESSES AND CHALLENGES

Successes

The pediatric IBH initiatives undertaken by CTC-RI and
PCMH-Kids demonstrate that both pediatric teams and
patients benefit from IBH models. Pediatric primary care
providers and staff increased behavioral health knowledge
and developed greater confidence and comfort in discuss-
ing difficult topics with families. Connecting community
experts and pediatric teams improved referral pathways and
increased awareness of community resources. Expanded
IBH teams decreased staff burden, reduced burnout, and
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increased provider confidence and practice efficiency.

The benefits of behavioral health screening are well-
documented® and the American Academy of Pediatrics
recommends developmental surveillance and behavioral
or social-emotional screening throughout childhood.® The
learning collaboratives provided support for adopting BH
screening protocols, and these tools are now embedded and
considered standard care. As a result, providers can identify
and address behavioral health or developmental concerns
earlier and more effectively.

For patients, expanded IBH teams improved access to
behavioral health services, and reduced stigma associated
with care. Patient experience improved through the avail-
ability of multiple team members who could address and
coordinate behavioral, developmental and social needs in
the medical home.

Challenges

Despite these benefits, maintaining IBH teams in pediatric
primary care remains challenging. Financial sustainabil-
ity continues to be a primary concern for many practices,
especially for smaller practices, as payments for behav-
ioral health services often do not cover costs. CTC-RI and
PCMH-Kids have advocated for alternative payment models
that support advanced primary care models and allow IBH to
be sustained regardless of practice size.

A second challenge is workforce capacity. The supply
of behavioral health clinicians within primary care and at
the community level does not meet demand. As a result,
IBH clinicians must balance brief primary care-appropriate
interventions with longer-term cases that cannot be tran-
sitioned to community providers, leading to reduced access
and increased clinician burnout. Broader pediatric workforce
constraints further complicate IBH implementation. A 2024
PCMH-Kids pediatric workforce survey showed substantial
planned retirements and limited practice capacity for new
patients, underscoring the importance of a stable primary
care system for IBH success.

LOOKING AHEAD

CTC-RI and PCMH-Kids have been leaders in recognizing
the value of pediatric IBH and creating innovative projects to
meet the needs of diverse practices and patient populations.
Sustainable pediatric IBH models require payment reforms
that account for care coordination, screening, and short-
term behavioral interventions that fall outside traditional
fee-for-service payments. Although CTC-RI cannot directly
support every practice in the State, it has demonstrated that
advanced team-based care is essential to managing pediat-
ric behavioral health needs statewide. Traditional models
of IBH are not feasible for all practices given workforce
shortages and financial constraints. However, CTC-RI and
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PCMH-Kids have shown that pediatric behavioral health
care can be improved through innovative models that reduce
financial risk, expand care teams, and provide specialty
skill-building for pediatric providers.

These demonstration projects highlight that flexible,
team-based models are critical for strengthening the pedi-
atric medical home’s capacity to address behavioral health
needs. As Rhode Island continues to refine its primary care
infrastructure, pediatric IBH represents a core component of
advanced primary care and a scalable strategy for meeting
the mental health needs of children and adolescents.

Looking forward, Rhode Island has an opportunity to
build on these demonstrations by aligning statewide pedi-
atric mental health strategies with value-based payment,
integrated workforce development, and data infrastructure.
Stronger linkage between schools, primary care, and com-
munity mental health systems could create a more seamless
continuum for youth and families. Continued investment
in primary care transformation, coupled with policies that
recognize behavioral health as core pediatric care, will be
critical to ensuring that these innovations are not add-ons,
but become standard care within pediatrics. As Rhode Island
continues to refine its primary care infrastructure, pediatric
IBH represents a core component of advanced primary care
and a scalable strategy for meeting the mental health needs
of children and adolescents.
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Integrated Behavioral Health in Rhode Island:

A Decade of Practice and Promise

NELLY BURDETTE, PsyD

INTRODUCTION

Over the past decade in Rhode Island, Integrated Behav-
ioral Health (IBH) has shifted from a proof of concept to an
operational necessity as primary care faces rising behavioral
health needs, workforce instability, and increasing clini-
cal complexity. This commentary advances the premise
that IBH is most effective and sustainable when embedded
within stable, advanced primary care (APC) systems. Draw-
ing on Rhode Island’s experience as an early adopter of IBH
through the Care Transformation Collaborative of Rhode
Island (CTC-RI) and PCMH-Kids, there is a fundamental
connection between IBH and primary care. As IBH strength-
ens primary care’s capacity to manage complexity, so does
primary care’s stability provide the clinical, operational,
and financial conditions required for IBH to flourish. Rhode
Island’s experience offers a practical perspective on both the
promise of integration and the risks of scaling IBH without a
strong primary care foundation.

IBH AS A FUNCTION OF ADVANCED PRIMARY CARE
The purpose of IBH is to integrate behavioral health clini-
cians into primary care teams to deliver brief, evidence-
based interventions, support shared decision-making, and
address psychosocial drivers of health at the point of care.!
Evidence from IBH models documents improvements in
care processes and clinical outcomes for adults receiving
mental health services in primary care settings?; similar
benefits have been demonstrated for pediatric populations
through collaborative-care approaches that improve behav-
ioral health symptoms and engagement.® Recent primary
care research further indicates that practices with higher
degrees of behavioral health integration report better patient
outcomes, reinforcing the relationship between the level
of integration and clinical quality across adult and family
medicine settings.* However, these outcomes are contingent
on primary care practices having the infrastructure to sup-
port team-based workflows, population management, and
measurement-based care as a routine skill, rather than a
reporting and funding requirement.’

Recent evidence highlights that the most immediate and
measurable effects of IBH occur at the level of care delivery.
Practices receiving structured IBH support demonstrated
significantly higher levels of integration compared with

%977 2096

practices providing behavioral health services as usual,®
which suggests that IBH functions as a catalyst for strength-
ening team-based care within primary care. Advanced pri-
mary care (APC) models, distinct from, but inclusive of the
key features of patient-centered medical homes (PCMH),
including a common contract with payers for supplemen-
tal payments to support care management/care coordination
resources, quality reporting, and primary care transforma-
tion, represent a more mature stage of primary care trans-
formation.”® APC centers around team-based care that
incorporates proactive, population health management;
systematic care coordination across settings; routine use
of data for measurement-based improvement; and payment
models that support traditionally non-billable work, such
as care navigation, consultation, and team collaboration.
While PCMH recognition established important structural
and process standards, APC reflects sustained operational
and financial alignment required in managing complex,
longitudinal patient needs. Furthermore, APC provides
the operational backbone required for IBH to function as
an integrated, team-based service, rather than as an ancil-
lary program.”® Rhode Island’s experience underscores that
integration is not an add-on service, but a core function of
transformation in primary care.

CTC-RI AND THE EVOLUTION
OF IBH IN RHODE ISLAND
Founded in 2008, the Care Transformation Collaborative of
Rhode Island (CTC-RI) is a statewide, multi-payer, public—
private partnership designed to advance comprehensive pri-
mary care transformation. The 2015 merger with PCMH-Kids
established a unified infrastructure supporting pediatric and
adult primary care, with an explicit emphasis on IBH across
the lifespan.” Through aligned payment models, learning
collaboratives and practice facilitation, IBH is positioned as a
foundational component of advanced primary care [Figure 1].
A defining feature of CTC-RI's approach to IBH has been
practice facilitators with subject-matter expertise focused
on both clinical integration and operational redesign. Eval-
uation of IBH practice facilitation within Rhode Island
medical homes demonstrated significant increases in levels
of behavioral health integration over time, with practices
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Figure 1. Timeline of CTC-RI Integrated Behavioral Health (IBH) Initiatives, 2016-2023, depicting evolution of IBH initiatives supported by CTC-RI and

PCMH-Kids.
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achieving practice-led integration goals rather than uniform
benchmarks.’

To strengthen consistency and address training gaps,
CTC-RI developed a structured, IBH practice facilitator
training model, emphasizing shared competencies, role
clarity, and supervision within primary care. These efforts
addressed a well-documented gap in professional training,
as both medical and behavioral health education programs
often underprepare clinicians for generalist, team-based
practice in integrated settings.'”

CLINICAL, OPERATIONAL, WORKFORCE
IBH LESSONS

Consistent with national patterns, Rhode Island’s IBH ini-
tiatives expanded access to behavioral health support within
primary care, and increased use of brief, targeted interven-
tions, particularly in pediatric settings, where early iden-
tification can alter long-term trajectories.® These gains,
however, are closely tied to primary care stability. Primary
care in Rhode Island has experienced significant disruption
related to provider shortages, comparatively low-payment
rates relative to neighboring states, and rising cost pressures
affecting practice sustainability and access."!

Evidence consistently shows that successful implementa-
tion of integrated mental health models depends on stable
staffing, reliable workflows, training capacity, and func-
tional health information system exchange within primary
care.”? When practices experience high turnover, productiv-
ity pressure, or unstable financing, IBH clinicians are less
able to function effectively. In particular, Federally Qualified
Health Centers (FQHCs) across Rhode Island served as IBH
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early adopters and, while initially setting the standard, strug-
gled to sustain efforts in spite of loan repayment options,
training within various IBH models, and peer support groups
offered across the state through CTC-RI.

Workforce challenges further complicated scalability.
Beyond discipline-specific skill gaps, research shows the
importance of teamwork and collaboration between team
members with different professional roles, and the impor-
tance of training to teach teamwork skills essential to inte-
grated care delivery.”> Rhode Island’s experience suggests
that investing in shared training across disciplines, supervi-
sion for those new to their roles, and facilitation from con-
tent experts and quality improvement leads is as critical as
funding clinical positions, and not sufficient to ensure sus-
tainability. Training specifically focused on interdisciplinary
team-based care in a medical setting has been shown to have
the most utility across CTC-RI initiatives, and is often the
missing link between implementation and sustainability.

FINANCIAL AND POLICY IMPLICATIONS

Rhode Island’s multi-payer environment, anchored by the
Office of the Health Insurance Commission (OHIC) and
Medicaid, positioned Rhode Island as an early national leader
in primary care transformation. Affordability standards were
created and aimed at requiring commercial health plans to
participate in primary care innovation designed to improve
healthcare affordability. These standards directed the adop-
tion of the PCMH, advancing use of CurrentCare, (Rhode
Island’s health information exchange), and comprehensive
payment reform across the delivery system. This alignment
of policy and payer participation created the conditions for
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early experimentation with IBH through aligned incentives
and shared pilot funding.!' Recent outcome data indicates
that practices achieving higher levels of behavioral health
integration report better patient outcomes,* suggesting the
role that financing may play to enable deeper integration and
further enhance clinical quality. Yet long-term sustainability
remains constrained by payment models that inadequately
support team-based care. Both IBH and primary care rely on
care coordination and population management, which are
inadequately reimbursed under current fee-for-service pay-
ment structures.® Even within the health center model of
stable, prospective payment system (PPS) rates, in which
IBH services were included, costs related to the non-billable
members of the team that are critical could not make up
for the costs needed to continue providing high-functioning,
team-based care services. If primary care provides the foun-
dation for increased and predictable revenue streams suffi-
cient to support team-based, non-visit-based care, IBH can
be positioned to sustain.

CONCLUSION

Rhode Island’s decade of experience demonstrates that IBH
is most effective when treated as a core function of APC,
rather than as an add-on. National trends increasingly
frame integrated care as a response to rising clinical com-
plexity, whole-person care expectations, and system strain,
with emphasis on outcomes rather than on discipline-spe-
cific models of delivery.! Multiple behavioral health roles,
including psychologists, social workers, psychiatrists and
community health workers, represent one component of
this transformation, contributing essential team-based care
designed to address medical and behavioral needs together.
The evidence from Rhode Island aligns with this national
trajectory: IBH improves access, normalizes behavioral
health within routine care, and enhances system efficiency,
but only when primary care infrastructure is stable and
adequately financed.”

Looking forward, the central question is not whether IBH
should be pursued, but whether primary care systems are
designed to enable it. Moving from pilot-driven experimen-
tation to sustainable system design will require alignment
in training pathways, outcome measurements, and pay-
ment reform that recognizes integrated care as foundational.
Rhode Island’s experience suggests that when primary care
stability is prioritized, integrated behavioral health can
move from promise to permanence. Absent renewed and
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Improving Access to Mental Health Care for Youth in Rhode Island:
The Pediatric Psychiatry Resource Network
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SHANNON TERKELL, MD; RICHARD SMITH, MD; BEKIR ARTUKOGLU, MD; SARAH HAGIN, PhD

ABSTRACT
Child Psychiatry Access Programs (CPAPs) were devel-
oped to address the increasing prevalence of pediatric
mental and behavioral health issues and the growing
workforce shortage of pediatric mental health special-
ists. This article will discuss the origin of CPAPs, data
to support their importance and impact, and the develop-
ment of Rhode Island’s CPAP, The Pediatric Psychiatry
Resource Network, or PediPRN. Data is collected for the
purposes of evaluation and quality improvement. Seven-
ty-four percent of the pediatric-serving primary care prac-
tices in Rhode Island have utilized PediPRN. PediPRN
has provided 3,173 consultations to 465 professionals
and has trained over 80 PPCPs with overall high satisfac-
tion. Program sustainability and expansion are important
future considerations.

KEYWORDS: mental health access; psychiatry; pediatric
primary care; telephone consultation; peer consultation

BACKGROUND

Child Psychiatry Access Programs, or CPAPs, are “programs
with mental health specialists providing rapid remote men-
tal health consultation services to pediatric primary care
providers.”! These programs are designed to support primary

Figure 1. Extending PPCPs’ impact through PediPRN telephone consultation

care providers in delivering mental health care in the con-
text of persistent gaps in access to pediatric mental health
services, and documented limitations in pediatric primary
care providers’ (PPCPs) knowledge and confidence in treat-
ing mental health conditions.? The first program was estab-
lished in Massachusetts in 2004,% and similar programs now
exist in nearly all 50 states (NNCPAP website), thanks to
federal funding through the Health Resources and Services
Administration grants since 2018.

CPAPs share several core components, including same-
day telephone consultations, care coordination and referral
support, and continuing education and training.!? Consul-
tations are typically delivered by child and adolescent psy-
chiatrists and, in some programs, other licensed mental
health professionals to PPCPs.> Consultation models allow
for real-time response to these consultation requests either
by phone or asynchronously.>? Programs vary in service
delivery, with many offering direct patient care such as one-
time psychiatric evaluations, brief treatment, and/or sec-
ond opinions.! Overall, CPAPs are well-received with high
PPCP satisfaction.’

A growing body of evidence suggests that CPAPs increase
PPCP confidence and comfort in assessing and managing
mental health conditions in youth.* These programs support
PPCPs in managing mild-to-moderate mental health con-
ditions in primary care, which families prefer.®* Consistent
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with this, parents and caregivers report overall satisfaction
with their primary care doctor’s management of mental
health conditions after a CPAP consultation.® At a popula-
tion level, children living in states with a CPAP are more
likely to have received mental health services.”

The effectiveness of CPAPs is rooted in a core educational
principle: building capacity within primary care rather than
relying solely on specialty referral, a concept often sum-
marized by the proverb: “If you give a hungry man a fish,
you feed him for a day, but if you teach him how to fish,
you feed him for a lifetime.” [Figure 1.] Each consultation
serves as a “teachable moment” during which PPCPs can
receive case-specific guidance, engage in clinical dialogue
about complex presentations, and also obtain reassurance
that their proposed management plan aligns with specialty-
level recommendations. When combined with formal train-
ing opportunities, these consultations increase PPCP con-
fidence and competence, enhance the capacity of PPCPs to
address mild-to-moderate mental health conditions, and
help reserve the limited child psychiatry workforce for the
patients with the most complex needs.

Rhode Island’s CPAP, The Pediatric Psychiatry Resource
Network (PediPRN), was established in 2016, making
RI the 32nd state to implement a CPAP. PediPRN was
initially funded by a three-year grant through a private-
public partnership. For the past eight years, PediPRN has
been funded by a Health Resources Services Administration
grant (awarded to the Rhode Island Department of Health)
in combination with support from private partners.

PROGRAM OVERVIEW

PediPRN is a practice-based consultation program imple-
mented by the Emma Pendleton Bradley Hospital in East
Providence, RI. PediPRN is structured as a longitudinal,
consultative model intended to be feasible within routine
clinical workflows. The primary goal of the program is to
enhance pediatric primary care providers’ clinical confidence
and capacity to address mild-to-moderate mental health
concerns of their patients.

The core component of PediPRN is peer-to-peer consulta-
tion sessions facilitated by a board-certified child and ado-
lescent psychiatrist (CAP). The program has 1.0 full-time
equivalent (FTE) of child psychiatry time divided among
five child psychiatrists. Consultations are available Mon-
day through Friday during normal business hours. Con-
sultations are scheduled at the request of the PPCP at the
time most convenient for them. The consulting CAP pro-
vides diagnostic clarification, evidence-based treatment
recommendations, guidance on psychopharmacologic con-
siderations when appropriate, and suggestions for monitor-
ing and referral. Emphasis is placed on strategies that could
be implemented within the primary care setting, as well as
on identifying thresholds for specialty referral. A full-time
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resource and referral coordinator triages consultation calls
and provides tailored resources for patients. Referrals are
matched based on insurance coverage, geographic location,
and clinical need. The clinical director oversees the consult-
ing CAPs and provides clinical leadership for the program.

PediPRN program utilizers include PPCPs (e.g., pediatri-
cians, pediatric residents, nurse practitioners, and physi-
cian assistants) and any youth-serving professional licensed
in Rhode Island. Eligibility criteria include Rhode Island
licensed professionals agreeing to participate in consul-
tations. Participation is voluntary, and no incentives are
provided. No patients are directly enrolled in the program.
Program utilization is tracked and monitored to assess
engagement and feasibility.

Program coordination is managed by a core leadership
team responsible for ensuring consistency and quality of psy-
chiatric consultations. To promote consistency, CAPs meet
monthly with program leadership to review and address any
issues, and consultations follow a standardized protocol that
includes case presentation, guided discussion, and summary
recommendations.

Consultations are delivered in a telephone or videoconfer-
ence format to maximize accessibility across clinical sites.
In the case where the consult question cannot be answered
over the phone due to the level of complexity, the PPCP
is given the option to refer their patient for a one-time
psychiatric evaluation with a PediPRN CAP.

Evaluation of consultations focuses on feasibility and
perceived usefulness rather than patient-level clinical out-
comes. Data sources include records of utilization and
informal feedback from participating providers regarding
satisfaction, perceived impact on clinical practice, and rel-
evance to primary care mental health management. Formal
outcome measures are not collected as part of this initial
program description.

Pediatric mental health training opportunities are adver-
tised via email blasts, local listservs, web-based marketing,
and word of mouth. Topics are selected by PediPRN lead-
ership and informed by recognized pediatric mental health
competencies. Training enrollment is based on first-come,
first-serve registration. Training sessions are conducted both
in-person and via teleconference modalities. While there
has been some variability in the modality, length, and topic
areas of the training sessions, the majority of the cohorts
have included at least 10 sessions covering different men-
tal health topic areas. Each session is 1-1.5 hours long and
includes didactics, case presentations, and interactive dis-
cussion. Presenters are identified as experts in the specific
mental health area on which they present, and a modera-
tor provides continuity across the sessions and facilitates
discussions. Presentation materials and reference tools are
also provided. In 2025, based on feedback from training
participants regarding their training needs, PediPRN part-
nered with the Resource for Advancing Children’s Health
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(REACH) Institute to deliver their flagship training program:
Patient Centered Mental Health in Primary Care course, a
dynamic three-day, 16.5-hour interactive program, followed
by eight biweekly, faculty-led case discussion sessions.
Evaluation of trainings focuses on program quality and
satisfaction. Pre- and post- surveys are administered assess-
ing knowledge and comfort with various aspects of mental
health diagnosis and treatment, as well as satisfaction with
components of education provided. Surveys do not include
the collection of identifiable information and are voluntary.

RESULTS

From the program inception in 2016 through September 30,
2025, PediPRN has provided 3,173 consultations to 465 pro-
fessionals. Compared to 2022, PediPRN utilization rates in
2025 have increased by 173%. Approximately 186 (74%) of
the 253 identified pediatric practices in Rhode Island have
utilized PediPRN services since the program’s inception.
The most common reasons for consultations in 2025 were
mental health resources (58 %), medication questions (42 %),
psychoeducation (27%), and treatment/level of care consul-
tation (25%). In 2025 the most common diagnoses providers
consulted PediPRN for were anxiety disorders (36%), ADHD
(26%), depressive disorders (17%), behavior disorders (10%),
and trauma/stress-related disorders (10%).

PediPRN has offered mental health training to local
PPCPs since 2019. PediPRN has hosted five training cohorts
and trained over 80 PPCPs. Overall satisfaction with the
PediPRN training has been high. In the 2025 cohort, 100%
of the participants rated the quality of the training as 5 out
of 5. In the 2024 cohort, average session satisfaction was 9.4
out of 10 (ranging in from 7-10).

PPCPs have reported high satisfaction with the program.
One participant stated, “PediPRN has been a great help
to myself and my colleagues. I have used it to help with
resources for patients, for facilitating care for patients...and
for guidance regarding medication management.”

Another participant reported, “PediPRN has been an
invaluable resource to us providers at [my practice]. We
have utilized both the monthly meetings and the individual
consult calls extensively over the past year. As the mental
health crisis of children and teens is increasingly falling on
pediatricians, PediPRN is helping us provide high level care
to this vulnerable population. It is with their support and
guidance that we are able to rise to the mental health needs
of our patients.”

DISCUSSION

PediPRN has provided telephone consultation to youth-serv-
ing providers across the state since 2016, and has offered
structured mental health training for pediatric primary care
workforce development since 2019. Since inception, the
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program has reached almost three-quarters (74 %) of pediat-
ric serving primary care practices in Rhode Island, and has
delivered over 3,000 consultations, demonstrating substan-
tial penetration and sustained utilization across the health-
care system statewide. These findings suggest that a CPAP
model can be successfully implemented and maintained
in a geographically compact state while achieving broad
engagement among community-based providers.

Consistent with national CPAP data, PediPRN functions
largely as a capacity-building intervention. The volume of
consultation and the breadth of practice participation sug-
gest that pediatric primary care providers are using the
program to support real-time clinical decision-making, par-
ticularly for the management of mild-to-moderate mental
health conditions. This is aligned with the core tenets of the
CPAP model, which seeks to extend the reach of a limited
number of child and adolescent psychiatrists by equipping
PPCPs with specialist support and education at the point
of care.

PediPRN'’s impact has been evaluated in terms of provider
experience and system-level support rather than patient-
level clinical outcomes, similar to other CPAPs. While fam-
ilies ultimately benefit when mental health concerns are
addressed in primary care, this program evaluation was not
designed to measure symptom change or long-term clinical
trajectories. Instead, the present findings support PediPRN’s
feasibility, acceptability, and sustained utilization—key pre-
requisites for any access model intended to operate at scale.

Several limitations warrant consideration. First, the eval-
uation relies largely on descriptive utilization data and
provider-reported satisfaction and does not include objec-
tive measures of changes in prescribing patterns, referral
behavior, or patient outcomes. Second, participation in both
consultations and training was voluntary, introducing the
possibility of selection bias toward more motivated or men-
tal health-interested providers. Third, while reach across
practices is high, the intensity and patterns of use likely
vary substantially between sites and were not examined in
this analysis.

Despite these limitations, this paper adds to the growing
literature demonstrating that CPAPs can serve as a crit-
ical piece of pediatric mental health infrastructure. In a
resource-constrained environment, models that emphasize
consultation, education, and collaborative care offer a prag-
matic and scalable strategy for extending specialty expertise
into primary care settings.

As a grant-funded service, the long-term sustainability of
this program is a critical priority. Other states’ CPAPs have
been successful with state appropriations, integrating into
existing public mental health budgets, and collaboration
with local universities. Continuing to evaluate cost-effec-
tiveness and/or system-level value will be essential to sup-
porting sustainability efforts.

Program expansion and scalability are another important
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future direction. PediPRN has gradually scaled programming
over the years to continue to meet the diverse needs of pedi-
atric professionals statewide, including improving service
delivery by building and maintaining a robust database of all
the licensed mental health providers serving youth in Rhode
Island, and increasing service capacity to conduct limited
direct care services and address the needs of specific profes-
sionals (in academic settings or addressing early childhood
mental health concerns). While the program currently fills
critical gaps in mental health access, future work will con-
tinue to examine opportunities to broaden reach and meet
the progressing needs of the state’s mental health care sys-
tem. Future evaluation efforts should focus on identifying
factors that support successful implementation of services
as well as examining changes in clinical practice patterns,
referral trajectories, and economic impacts. It will also be
important to examine patient-level outcomes to better
characterize the program’s downstream effect and support
the program’s integration into the broader mental health
care system in Rhode Island. By embedding the program
into the state mental health infrastructure, this initiative
has the potential to serve as a durable model for address-
ing persistent gaps in mental health services and improving
patient outcomes.

In summary, PediPRN demonstrates that a statewide
child psychiatry access program can achieve broad adoption,
sustained use, and high provider satisfaction while support-
ing the pediatric primary care workforce in the management
of common mental health conditions. As states continue
to grapple with rising pediatric mental health needs and
persistent specialty workforce shortages, programs such as
PediPRN represent a feasible and system-level approach
to strengthening the mental health care continuum for
children and adolescents.
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Incorporating Family Members Into Treatment for Perinatal Psychiatric

Disorders: A Pilot Program
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ABSTRACT

INTRODUCTION AND OBJECTIVE: Though perinatal
psychiatric disorders affect the entire family, most peri-
natal mental health interventions only include mothers.
Here, we detail the implementation of a single-session,
virtual, family support group for partners and family
members of mothers with perinatal psychiatric disorders.

METHODS: The family support group was created within
a mother-baby partial hospital program for people expe-
riencing perinatal psychiatric disorders. Patients in the
program provided consent to contact their partner or
family member. This person was offered participation in
a complementary, one-hour virtual support group. Led by
a clinical psychologist, the support group was designed
to serve as a standalone psychoeducational interven-
tion on perinatal mood disorders. Sessions were offered
bi-weekly to facilitate access. Participants were asked to
complete an anonymous survey soliciting mixed-method
feedback about the group.

RESULTS: Of 105 people who consented to contacting
their family members regarding the support group, 70
(65%) family members reported interest, and of these, 45
(64%) attended a support group session. Among the 13
participants who provided feedback (29%), there was a
high level of satisfaction (Client Satisfaction Question-
naire-8 M=27.25; score >24=high satisfaction) and the
perception that participation increased their knowledge
of and empathy toward their family member’s experienc-
es. The most common feedback was a desire for more
sessions.

CONCLUSIONS: In this pilot study, a virtual family sup-
port group was feasible and yielded high participant satis-
faction. Future research should examine how this or oth-
er digital programs could make perinatal mental health
care more accessible for partners and family members.

KEYWORDS: non-birthing partner; perinatal mental
health; family-based care; virtual support groups; digital
health
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INTRODUCTION

Postpartum depression (PPD), the most common mental
health concern during the perinatal period, affects up to 15%
of mothers (who will be referred to interchangeably as birth-
ing parents in this manuscript).! A history of depression is
often identified as the most important risk factor for PPD.>?
However, inadequate and perceived lack of social support—
especially family member support—is a major risk factor for
PPD as well.>!! Unlike fixed risk factors, such as past psychi-
atric illness, family and partner support can feasibly change.
High levels of marital satisfaction and perception of partner
support can even serve as a protective factor for the develop-
ment of antenatal anxiety and depression and later PPD.!>!3
Furthermore, in two parent households there is a clear, bidi-
rectional relationship between parents’ well-being, such that
when one parent develops PPD, the other parent is at sig-
nificantly increased risk of developing PPD themselves.!*!®
Despite the awareness of the interplay between PPD of both
parents, recent meta-analyses have concluded that the vast
majority of interventions that aim to prevent or treat mater-
nal PPD focus exclusively on the patient, at the expense of
the partner or other family members.'”?° This exclusion has
resulted in non-birthing partners or other family members
feeling marginalized from treatment,?? despite a desire
to be included in their partner or family member’s mental
health care.”

Prior pilot studies have demonstrated that incorporat-
ing partners or other family members into interventions
designed to prevent®?¢ or treat” maternal PPD is feasi-
ble and can improve PPD symptoms for both parents.?>?’
However, these studies describe interventions that require
intensive, longitudinal partner engagement,®?” which may
limit their feasibility outside the research setting. In addi-
tion, most interventions were limited to partners,**® which
downplays the role that non-partners may have in perinatal
mental health outcomes. Thus, we created a single-session,
virtual, psychoeducational support group for partners and
family members of patients undergoing intensive therapy
for perinatal psychiatric conditions at an established moth-
er-baby partial hospital program. We then evaluated the
feasibility and acceptability of the support group within a
clinical treatment setting to gauge interest, follow-through,
and participant reactions.
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MATERIALS AND METHODS

This study includes partners and family members of birth-
ing parents engaged in an established mother-baby partial
hospital program for patients experiencing perinatal psychi-
atric disorders.?®?° To be a patient in this partial hospital pro-
gram, women must have moderate to severe symptoms of
any psychiatric disorder while being concurrently pregnant
or within 12 months of childbirth.

Patients in the partial hospital program were given infor-
mation about the family support group at admission. Those
who were interested in having a family member outreached
provided family members’ contact information to program
staff. Family members were then contacted and given infor-
mation on the group. If they elected to participate, they were
provided with group information and a link to join virtu-
ally on their specified date. The hour-long group occurred
bi-weekly and was only offered virtually. The support group
was designed as a standalone session, but family members
were offered to join multiple sessions, per their preference.

Although patients in the program were experiencing a
range of psychiatric concerns, family support group program-
ming primarily focused on perinatal depression, given that it
was the most common presenting concern. Group content
included psychoeducation on symptoms of perinatal depres-
sion and anxiety, an overview of partial hospital program-
ming, specific strategies for supporting their loved ones’
mental health treatment, and signs of postpartum depres-
sion in non-birthing parents. Each session was led by a clin-
ical psychologist with expertise in perinatal mental health
and family functioning. Sessions were designed to serve as
a standalone psychoeducational intervention by providing
an overview to the major topics identified above, with addi-
tional content and discussion based on participant interest.

To examine participant perspectives of the family support
group, all participants were invited to complete an optional,
anonymous survey via Research Electronic Data Capture
(REDCap) within one week after attending the group. This
survey solicited both open-ended and structured feedback
regarding the family support group. The survey included
the Client Satisfaction Questionnaire (CSQ), an 8-item
measure assessing satisfaction on a 1-4 Likert scale, with
higher indicating greater satisfaction.’! The CSQ-8 is a val-
idated tool widely used in health, mental health, and social
services settings.’! Demographic data were not collected on
patient feedback surveys in order to protect the anonymity
of respondents.

RESULTS

One hundred and five partial hospital patients consented for
hospital staff to contact their family members to participate
in the family support group and provided informed consent
to contact. Of 105 family members who were contacted,
65% (n=70) reported interest in participating in the group.
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Among those with interest, 64 % (n=45) of these individuals
participated in the program.

Regarding acceptability, among respondents who com-
pleted the REDCap feedback survey (n=13), average scores
on the CSQ-8 suggest a high level of satisfaction among
family members (M=27.25; SD=3.4). Qualitative feedback
was also positive, with common themes noting that partic-
ipating in the virtual support group increased not only their
understanding of perinatal mood disorders symptoms and
treatment but their empathy for their loved one’s mental
health struggles [Table 1]. Participants also felt supported by
the program, as it validated their caregiver fatigue and made
space for peer support from others who also had loved ones
undergoing psychiatric treatment. When asked about things
to change about the group, over two-thirds indicated a desire
for more frequent or longer group sessions.

Table 1. Qualitative feedback among participants in a virtual support
group for family members of perinatal patients with moderate or severe
psychiatric illness

Theme Quote

"It really spun my situation to a more positive

Validation and

support for place/feeling than | had prior to the session."”
family caregivers | "It provided basic tools and advice."
Useful “I liked how personable the environment was and

information re:
perinatal mood
disorders

the valuable information that was provided."”
“It helped give me a better perspective [regarding]
how to handle situations.”

Wish for longer/
more sessions

"“Longer sessions, so people would have more time
to share.”
"1 would offer additional sessions."”

Normalization “Loved hearing others' stories and knowing you're

and peer not alone in this."”

support “It helped me to hear other people’s experiences
and to be able to receive valuable general
suggestions or recommendations that could
empower me to be a better supporter of my
partner.”

Increased "Helped me put everything into perspective and

empathy understand what my wife is going through. "

towards family

member

Note: No demographic information was captured among survey respondents.

DISCUSSION

In this preliminary study, a novel, virtual, 60-minute psycho-
educational support group for family members of patients
undergoing treatment for moderate to severe perinatal mood
disorder symptoms was shown to be feasible. In addition,
high levels of participant satisfaction with the program
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were noted. Qualitative data suggested the reasons for the
favorable perception included not only peer support but
psychoeducation from a trusted source, which allowed par-
ticipants to increase their knowledge of perinatal mood dis-
order symptoms and treatment and empathy towards their
loved one with the psychiatricillness. Findings from this pilot
project support further research powered to detect whether
the program improves mental health symptoms for the
perinatal person or their family members.

These findings contribute to the growing body of literature
describing the feasibility and acceptability of novel psycho-
educational or psychotherapy-based programs designed for
partners or family members of perinatal people to prevent or
treat psychiatric conditions.??” Similar to these prior stud-
ies,?>?” partner or family-member engagement with our psy-
choeducational program was high. However, unlike the prior
family-based interventions—which comprised anywhere
from five?® to 12 distinct sessions,”” the majority of which
were in-person**—our program provided comprehensive
psychoeducation and peer support with one virtual session,
though family members were allowed to attend group as
many times as they desired. Thus, this work expands the
potential of family-based, perinatal psychoeducational sup-
port by demonstrating that a single virtual session is not
only feasible but viewed highly favorably by attendees.

This study also introduces important clinical and aca-
demic considerations in terms of programmatic sustain-
ability. First, although this support group was designed as
a standalone virtual session, participants could attend as
many sessions as they desired. However, no participants
engaged in the group more than once, despite some individ-
uals providing feedback that they wished there were longer
or more frequent sessions. Unfortunately, we do not have
explicit feedback on why they did not attend multiple ses-
sions. It is possible that participants believed a single ses-
sion was sufficient to improve their understanding of what
their affected partner or family member was experiencing,
rendering additional attendance unnecessary. Alternatively,
some family members may not have attended more than
once given their awareness that similar content was covered
in each session. It is also possible that partners and family
members did not have the bandwidth to attend more than
one session. Indeed participants often attended during a
break from work or while caring for their baby, suggesting
that they were juggling multiple demands.

Future programming could consider a hybrid model in
which families are offered multiple drop-in sessions cover-
ing a range of topics (i.c., attend as often as desired). Second,
this program was created and implemented by a trained cli-
nician whose salary was not based on the number of hours
she billed each week. This financial flexibility allowed her
to provide the program free-of-charge to attendees as part
of her clinical schedule. However, this also led to the pro-
gram being paused when the clinician’s work hours and
responsibilities changed. Third, as our initial focus was on
program feasibility and acceptability, we did not collect data
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on clinical outcomes of the patient or participating family
member. Thus, the potential effect of this program on stress
or perinatal mental health symptoms for both program par-
ticipants and their family members is unknown. It would
also be important to assess the extent to which partici-
pant knowledge of perinatal mental health symptoms and
treatment changed from participating in this program, as
increased knowledge may translate into improved support
for the perinatal psychiatric patient, potentially reducing
their mental health symptoms. We anticipate this study will
serve as proof of concept to support a larger randomized trial
powered to detect clinically meaningful outcomes.

This study has both strengths and limitations. Study
strengths include the fact that this program was assessed
via a mixed-methods approach, allowing for participants
to provide feedback on the program via both validated
quantitative surveys and qualitative research. In addition,
the program was staffed by the same perinatal psychol-
ogist, ensuring the content provided was consistent and
evidence-based. In terms of limitations, participant demo-
graphics were not assessed. While this decision was inten-
tional to protect the anonymity of patients and their family
members, it is therefore impossible to determine whether
those who participated in the study were racially, ethni-
cally, or sociodemographically diverse. In addition, less than
one-third of participants in the program provided feedback
regarding program satisfaction and acceptability, increasing
the risk of selection bias. Lastly, we did not collect data on
the number of patients with moderate or severe depression
symptoms who were offered the program for their family
members, though these data would have provided additional
understanding of family members’ interest in the program.

CONCLUSION

In conclusion, inadequate and perceived lack of social sup-
port from partners and family is a known risk factor for
PPD.>!! It is possible that participating in support groups for
family members of patients with moderate or severe peri-
natal psychiatric conditions may increase the support they
provide to their loved one, thereby reducing their psychi-
atric symptoms and expediting treatment. In this study,
we demonstrate the feasibility of a single-session, virtual,
psychoeducational support group for family members of
patients undergoing treatment for moderate or severe peri-
natal psychiatric symptoms. The value of the session was
evidenced by patient uptake and the favorable evaluations
of participants. We also identified challenges for future pro-
gramming in terms of the need to financially support clini-
cian effort. Thus, these results provide both a roadmap for
other partial hospital programs seeking to include partners
and family members in treatment, as well as an important
foundation for future research exploring the clinical effect
of virtual family support for patients experiencing perinatal
psychiatric disorders.
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Moving Beyond Crisis Stabilization: Clinician Recommendations and
Patient Perspectives for Improving Youth Psychiatric Hospitalization

KATHERINE M. TEZANOS, PhD; SAMANTHA J. KLAVER, PhD; KATELYN AFFLECK, PhD; JEFFREY HUNT, MD;

JENNIFER C. WOLFF, PhD

ABSTRACT
Inpatient psychiatric hospitalization is often considered
the “default” solution for youth at risk for suicide, but
these services have not been shaped by the voices of
youth or families or by strong research support. To ad-
dress these gaps, we sought to provide recommendations
on improving care based on our clinical teams’ diverse ex-
periences working in inpatient settings in Rhode Island,
enhanced by interviews with youth in psychiatric care
and their caregivers about their experiences. We high-
light the need for stronger family involvement, better
transition planning, personalized safety strategies, and
culturally responsive care. These improvements could
reduce readmissions and support long-term recovery.

INTRODUCTION

Inpatient psychiatric hospitalization is often considered the
“default” response for youth at risk for suicide.! Psychiatric
hospitalization is intended to provide immediate safety and
stabilization through individual, family, group, and milieu
treatments.>* Despite its widespread use, inpatient care for
youth is not guided by an empirically informed or standard-
ized model of care, and practices vary across units.’ Further-
more, inpatient care has primarily been developed without
input from critical parties, including the impacted youth
and their families.®” Consequently, there is a pressing need
for an evidence-based care framework that integrates this
input, to enhance treatment efficacy and promote long-term
outcomes.

Drawing on our team’s multidisciplinary expertise in
pediatric inpatient settings, we sought to address this gap.
To enrich our clinical insights, we invited youth (n=10; age
range: 12-17, M=14.4) receiving psychiatric care at an ado-
lescent inpatient unit in Rhode Island and their caregivers
(n=17) to share reflections through open-ended conversa-
tions regarding their expectations about inpatient psychiat-
ric hospitalization. These interviews were conducted with
approval from our hospital’s Institutional Review Board,
with all participants providing informed consent and assent.
Through this commentary, we seek to share key insights
and recommendations based on our frontline professional
experience and the lived experiences of these critical parties.
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A NEED TO MOVE BEYOND CRISIS STABILIZATION

While psychiatric hospitalization is largely viewed as effec-
tive in providing immediate safety and stabilization, there
is a need for enhanced transition planning, increased fam-
ily involvement, and attention to cultural considerations
to enhance overall treatment efficacy and promote more
long-term safety for at-risk youth. To that end, the following
recommendations are presented.

THOROUGH SCHOOL TRANSITION PLANNING

Returning to the home and school environment is often one
of the most significant sources of stress following an inpa-
tient hospitalization. In particular, youth-caregiver dyads
frequently highlight an overall lack of coordination between
the hospital and the school, impacting the development of a
clear and supportive reintegration plan. Inpatient units may
want to include designated social workers or other clinical
team members who could serve as liaisons between the hos-
pital, the school, and the family in the youth’s treatment
team. Specific tasks for these liaisons may include ensur-
ing that there is signed consent for the clinical team to talk
with the school, communicating diagnostic impressions
and treatment courses throughout the hospitalization and
beyond, organizing and facilitating plans to address missed
assignments or other academic expectations, and providing
robust recommendations to relevant parties (e.g., teachers,
guidance counselors, school administration, support staff).

CAREGIVER SUPPORT AND GUIDANCE

While inpatient care is understandably centered on the
hospitalized youth, the support offered to caregivers and
broader systems often falls short of meeting their needs.
Caregivers frequently report wanting greater inclusion and
support throughout their youth’s hospitalization. Caregivers
note that they often feel unprepared and too overwhelmed
to support their youth effectively during hospitalization and
following discharge. Inpatient units should consider incor-
porating caregivers within the treatment plan from the start
of hospitalization to address these concerns. This can be
achieved via the development of formal caregiver training
and educational sessions conducted throughout the hospi-
talization, either through single- or multi-family therapy
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sessions. These sessions should focus on providing psycho-
education regarding specific coping skills that the youth are
learning and on disseminating practical tools (e.g., commu-
nication strategies, emotion regulation practices) that the
caregivers can utilize to support their youth as they tran-
sition back home. Given the competing demands of many
caregivers (e.g., caring for other children, balancing the
demands of work, home, and the treatment of their hospital-
ized youth), making sessions available “on demand,” such as
through pre-recorded training videos, would alleviate some
of the time burden not only for caregivers, but also clinical
staff. Further, inpatient units should implement early and
collaborative discharge planning with the family to pro-
vide caregivers with the support and confidence needed to
manage their youth’s transition home, and should include
specifics on which providers will be involved in the youth’s
treatment team post-discharge, identifying potential bar-
riers and collaborative problem-solving to attend appoint-
ments and sessions, and creating a visual schedule (when
possible) so that expectations are clear for both the youth
and the caregiver.

Finally, some caregivers describe the hospitalization as
a temporary, but significant, relief from the emotional and
logistical strain of caring for their child at home. Inpatient
units may want to address and validate these feelings openly
and perhaps even prescribe that caregivers utilize their
youth’s hospitalization to learn new supportive strategies
and skills and engage in respite and self-care activities.

PERSONALIZATION OF SAFETY PLANS

Safety planning has become a standard component of inpa-
tient hospitalization and is typically completed by the youth
shortly prior to discharge. While many caregivers note that
their youth had developed a safety plan before their hospital
discharge, some caregivers may perceive these safety plans
as hastily developed, with inadequate input from the fam-
ily. As a result, youth and caregivers often feel that their
safety plans are generic, impersonal, and difficult to imple-
ment within their home environments. Further, caregivers
often express uncertainty in their specific role within their
youth’s safety plans. This is consistent with the literature
that shows caregivers often do not know the details of their
child’s safety plan®; yet, when caregivers are involved in
safety planning, the plans are deemed more effective.’
Inpatient units should focus on training and role-playing
safety planning with staff to enhance personalization of the
plans. This should be in tandem with implementing early
and collaborative safety planning discussions with youth
and their caregivers. These plans should be tailored to fit the
family’s unique environments. Further, inpatient units may
consider expanding safety planning to include direct, clear
instructions for caregivers on responding to challenging
moments or supporting their youth during a crisis. Providing
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opportunities for caregivers to practice these responses
while their child remains hospitalized could enhance their
confidence and preparedness to respond following discharge.
Brief, post-discharge check-ins with families could further
support effective implementation.

INTEGRATION OF CULTURAL FACTORS

Currently, there are no cultural guidelines specific to inpa-
tient care, potentially leaving important aspects of culture
overlooked and inadequately addressed. Youth and their
caregivers often endorse wanting a greater emphasis on cul-
tural considerations within treatment plans during hospi-
talization. For example, religious or familial beliefs around
suicide may need to be more thoroughly assessed. To address
these concerns, inpatient psychiatric units should provide
ongoing, consistent cultural competency training for clini-
cal team members and unit staff. This training should focus
on understanding the diverse backgrounds, strengths, and
challenges of the youth in their care and integrating these
considerations into treatment.

Further, on a practical note, inpatient psychiatric units
may want to develop processes that ensure access to critical
materials (e.g., safety plans, psychoeducation documents)
in the family’s preferred language, and ensure access to
culturally informed personal hygiene products.

CONCLUSION

While psychiatric hospitalization remains a critical compo-
nent of intervention for high-risk youth, it is essential that
care evolves to reflect the needs and voices of the families
it serves. By integrating our clinical expertise with direct
feedback from youth and their caregivers, we offer a set of
recommendations to guide improvements in inpatient care
beyond short-term crisis stabilization toward a more fam-
ily-centered and culturally responsive approach. Inpatient
units may wish to address these areas of improvement via
the recommendations provided or through their own efforts
to understand their communities, ensuring hospitalization
effectively meets the immediate and long-term needs of the
families served.
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Social Needs Analysis in a Transcranial Magnetic Stimulation
Patient Cohort with Major Depressive Disorder

ERIC TIRRELL, BA; LUKE SULLIVAN, MD, SCM; ASI POLLY GOBIN, BA; LINDA L. CARPENTER, MD

ABSTRACT
BACKGROUND: Social determinants of health play a
critical role in mental health outcomes, yet their influ-
ence on access to and response to transcranial magnetic
stimulation (TMS) for major depressive disorder (MDD)
remains poorly understood. As TMS is an effective in-
tervention for treatment-resistant depression and may
serve a clinically vulnerable population, characterizing
the social context of patients receiving TMS is essential.
We examined social needs and assets in a TMS-treated
cohort and evaluated their relationship to treatment re-
sponse, hypothesizing greater social need burden among
non-responders.

METHODS: We conducted a retrospective analysis of
adults who received an acute course of TMS for MDD
at Butler Hospital between 2019 and 2021. Depressive
symptom severity, response, and remission were assessed
using the Inventory of Depressive Symptomatology-Self
Report (IDS-SR). Social needs and assets were measured
using a modified Accountable Health Communities
Health-Related Social Needs (AHC-HRSN) Screening
Tool, including items assessing community engagement.

RESULTS: Seventy-four patients were included in the
analysis. Baseline social needs were not significantly
associated with TMS response or remission. Patients
accessing TMS generally demonstrated high levels of
social assets and minimal deficits in basic needs and
substance use; however, most reported social isolation
and substantial functional impairment. Several domains
of self-reported social needs improved following TMS
treatment, independent of clinical response.

CONCLUSIONS: Patients receiving TMS exhibited rela-
tively high social assets despite pronounced psychosocial
burden associated with depression. Several self-reported
psychosocial domains improved following treatment,
including isolation/loneliness, difficulty with concen-
tration, and ability to complete errands independently.
These findings suggest that TMS may coincide with func-
tional improvements beyond depressive symptom reduc-
tion and highlights opportunities to integrate supportive
psychosocial services alongside treatment that may fur-
ther optimize clinical outcomes and reduce social un-
met needs. Further investigation is needed to understand
how social context influences access to and outcomes of
TMS care.
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INTRODUCTION

As of 2020, more than 1 in 5 adults in the United States expe-
rienced mental illness. Major depressive disorder (MDD) is
among the most common psychiatric disorders, and its prev-
alence continues to rise. In 2017, an estimated 17.3 million
U.S. adults (~7% of the adult population) experienced at
least one major depressive episode; by 2020, this increased
to approximately 21.0 million adults (8.4%]).!? Consistent
with these trends, data from the National Center for Health
Statistics indicate that the proportion of adults receiving
mental health treatment within a one-year period increased
from 19.2% in 2019 to 21.6% in 2021.2 Globally, the Global
Burden of Disease Study 2019 reaffirmed that mental disor-
ders remain a leading driver of disability; depressive disor-
ders ranked 13th for disability-adjusted life years and were
the second leading cause of years lived with disability.*

In parallel, clinicians and health systems increasingly
recognize that social determinants of health substantially
influence both risk for mental illness and downstream out-
comes. Social determinants of health refer to the conditions
in which people are born, grow, live, work, and age that
shape health risks and access to care. Within this frame-
work, “social needs” represent individual-level representa-
tions of these broader determinants (e.g., housing instability,
food insecurity, transportation barriers, and social isolation),
whereas “social assets” refer to supportive resources such
as stable housing, reliable transportation, and strong social
networks and supports that may help facilitate engagement
in care. Higher levels of unmet social needs are associated
with an increased likelihood of developing mental illness,®
and smaller social networks and reduced social support are
linked to greater depressive symptom burden.® Individuals
experiencing more unmet social needs face a higher risk of
adverse health outcomes and are less likely to engage in care
at the same rates as patients with stronger social supports
and assets. Evidence also supports a reciprocal relation-
ship: mental illness can undermine social functioning and
economic stability, with cumulative effects over the life
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course.” Numerous studies have demonstrated associations
between mental health and educational attainment, rela-
tionship stability, criminal justice involvement, workforce
participation, economic status, and housing stability.5!?
Patients with MDD are more likely to report negative social
interactions and diminished social belonging, often wors-
ening as symptom severity increases.'* This is particularly
concerning given longstanding evidence that social support
can mitigate depressive symptoms, while a lack of support
may contribute to the development of MDD.'s

Despite available interventions, consistently effective
treatment for MDD is not assured. In the STAR*D trial,
remission after an initial antidepressant medication trial
was estimated to be approximately one-third.'* In the set-
ting of frequent treatment resistance, transcranial magnetic
stimulation (TMS) emerged as an additional treatment
modality for MDD.!” TMS is a neuromodulation procedure
that uses magnetic fields to non-invasively stimulate re-
gions in the brain. It is approved for difficult to treat depres-
sion among patients who have not benefited from one or
more medication trials; clinically, many patients treated
with TMS present with long-standing, recurrent, or chronic
depressive illness.

To date, little research has examined how social needs
and social assets influence access to, adherence to, and ben-
efit from TMS. Given the effectiveness of TMS for a sub-
set of patients with MDD and the potential vulnerability
of individuals who pursue this specialized treatment, it is
important to better understand the social context surround-
ing TMS care. Characterizing social needs and assets in
this cohort may inform holistic psychiatric care, aid in the
identification of barriers to TMS access, and clarify the rela-
tionship between health-related social needs and treatment
response. Such findings may also help identify opportunities
for integrated supportive interventions and inform policies
that promote more equitable access to effective treatment.

Accordingly, this study aimed to characterize social deter-
minants in a TMS-treated patient population and to evaluate
changes in these determinants following TMS treatment.
A secondary aim was to test whether baseline social needs
were associated with clinical outcomes following a standard
course of TMS therapy.

METHODS

Study Design and Population

We performed a retrospective analysis of data obtained from
patients who underwent an acute series of TMS therapy
for MDD at the Butler Hospital TMS Clinic between 2019
and 2021. The Butler Hospital Institutional Review Board
(IRB) approved the use of clinical data for this purpose. Data
were collected at the beginning of the TMS course and again
after the final treatment session as part of routine clinical
care. Treatment was naturalistic and delivered according to
standard-of-care TMS clinical practice.
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Sample Characteristics

We included all consecutively admitted adult patients (=18
years) who received an acute series of TMS at the Butler
Hospital TMS Clinic and completed the modified Social
Determinants of Health questionnaire. Patients were either
self-referred or referred by community providers. All patients
were required to meet insurance (Medicaid, Medicare, and
commercial plans) coverage for criteria for TMS, which
included a primary diagnosis of MDD (single or recurrent
episode, without psychotic features, consistent with DSM-V
criteria), and documentation of inadequate response or intol-
erance to >2 antidepressant medical trials. Patients were
excluded if they had medical (e.g., seizure disorder) or other
(e.g., intracranial metal) conditions that would preclude
safe administration of TMS. Patients were required to have
MDD symptoms at a moderate or severe level after consul-
tation with a TMS psychiatrist based on clinical assessment
and measured by standardized self-report depression mea-
sures. Patients must also be sufficiently stable to engage in
outpatient care.

TMS Device and Treatment Protocol

Data were collected as part of routine screening and ongoing
clinical care. Butler Hospital is a private, non-profit psychi-
atric and substance use hospital that also serves as a teach-
ing and research facility for Rhode Island and Southeastern
Massachusetts.

TMS sessions were delivered once daily as an adjunct to
ongoing psychiatric medications. Patients typically received
five treatment sessions per week for a total of 30 sessions
over six weeks, followed by a taper phase comprising six
additional sessions over three weeks. In cases where patients
improved but had not achieved remission, the course could
be extended by an additional 10 sessions; notably, this
course extension was not available to patients with Medi-
care or Medicaid. Given the retrospective and naturalistic
design, patients continued other aspects of mental health
care, including pharmacotherapy and psychotherapy.

All treatments were delivered using the NeuroStar TMS
Therapy system (Neuronetics, Inc., Malvern, PA). Motor
threshold (MT) was determined over the left primary motor
cortex during the initial session and used to set stimulation
intensity. The system incorporates an iterative, automatic
software-based algorithm (MT Assist, Neuronetics) to sup-
port MT determination. Head measurements were used to
identify a scalp location corresponding to the left dorso-
lateral prefrontal cortex (DLPFC), over which the coil was
positioned for treatment sessions. The standard protocol
specifies stimulation at 120% of MT. The on-label stimu-
lation parameters consisted of 10 pulses per second with a
cycle of 4 seconds on and up to 26 seconds off, totaling 3000
pulses per session. Although all patients initiated treatment
with left-sided 10 Hz stimulation, protocol modifications
were made as clinically indicated to manage side effects or
optimize outcomes.
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Data

Depressive symptom severity and treatment outcomes were
assessed using the Inventory of Depressive Symptomatol-
ogy-Self Report (IDS-SR) and the Patient Health Question-
naire-9 (PHQ-9).'%'® Consistent with definitions used in
large clinical trials of TMS, IDS-SR response was defined as
a =50% reduction from baseline to endpoint, and remission
was defined as an endpoint IDS-SR score <14. Percent change
was calculated as ((baseline — endpoint)/(baseline) x 100%).
PHQ-9 response was defined as a =250% reduction from base-
line, and remission as an endpoint score <4. Patients were
grouped for analyses based on whether they met response or
remission criteria at the end of treatment.

BEHAVIORAL HEALTH

Chart abstraction included age, gender, race, primary
language, ethnicity, educational attainment, employment
status, marital status, insurance type, comorbid psychiatric
conditions, antidepressant use, and home address. Home
addresses were mapped using ArcGIS (Esri, Redlands, CA) to
identify U.S. Census block group (BG).

To assess social needs and assets, we used a modi-
fied version of the Accountable Health Communities
Health-Related Social Needs (AHC-HRSN) Screening Tool
as a self-report measure, adding items to assess community
engagement to measure social needs burden.'® Social-need
variables were created from questionnaire items and coded
for hypothesis testing [Figure 1].

Figure 1. Modified Accountable Health Communities Health-Relates Social Needs Screening Tool (AHC-HRSN)

Questions on TMS Patient Social Determinants of Health Survey

Subcategory

What is your living situation today?

Basic Needs

not working 7) water leaks 8) none of the above

Think about the place you live. Do you have problems with any of the following:
1) Pests such as bugs, ants, mice 2) mold 3) lead paint 4) lack of heat 5) oven or stove not working 6) smoke detectors missing or

Basic Needs

Within the past 12 months, you worried that your food would run out before you got money to buy more:

Basic Needs

Within the past 12 months, the food you bought just didn't last and you didn't have money to get more:

Basic Needs

needed for daily living?

In the past 12 months, has lack of reliable transportation kept you from medical appointments, meetings, work or from getting things

Basic Needs

In the past 12 months has the electric, gas, oil, or water company threatened to shut off services in your home?

Basic Needs

How hard is it for you to pay for the very basics like food, housing, medical care, and heating?

Basic Needs

Do you want help finding or keeping work or a job?

Basic Needs

get the help you need?

If for any reason you need help with day-to-day activities such as bathing, preparing meals, shopping, managing finances, etc., do you

Basic Needs

equivalent.

Do you want help with school or training? For example, starting or completing job training or getting a high school diploma, GED or

Basic Needs

How often does anyone, including family and friends, physically hurt you?

IPV

How often does anyone, including family and friends, insult or talk down to you?

IPV

How often does anyone, including family and friends, threaten you with harm?

IPV

How often does anyone, including family and friends, scream or curse at you?

IPV

How often do you feel lonely or isolated from those around you?

Isolation and Stress

mind is troubled all the time. Do you feel this kind of stress these days?

Stress means a situation in which a person feels tense, restless, nervous, or anxious, or is unable to sleep at night because his or her

Isolation and Stress

you usually spend exercising at this level on one of those days?

In the last 30 days, other than the activities you did for work, how many days during the week on average did you engage in moderate
exercise (like walking fast, running, jogging, dancing, swimming, biking, or other similar activities)? On average, how many minutes did

Behavior

In the past 3 months, have you engaged in any volunteering?

Behavior ‘

How likely are you to vote in the upcoming election?

Behavior |

How connected do you feel to your community?

“Behavior 1

Because of a physical, mental, or emotional condition, do you have serious difficulty concentrating, remembering, or making decisions

Disability

shopping?

Because of a physical, mental, or emotional condition, do you have difficulty doing errands alone such as visiting a doctor's office or

Disability

drink is 12 ounces of beer, 5 ounces of wine, or 1.5 ounces of 80-proof spirits.

How many times in the past 12 months have you had 5 or more drinks in a day (males) or 4 or more drinks in a day (females)? One

Substance Use

vaping)?

How many times in the past 12 months have you used tobacco products (like cigarettes, cigars, snuff, chew, electronic cigarettes,

Substance Use

How many times in the past year have you used prescription drugs for non-medical reasons?

Substance Use

How many times in the past year have you used illegal drugs (e.g., ecstacy, heroin, cocaine, LSD)?

Substance Use

Over the past 12 months, how many times have you been admitted to a hospital for inpatient psychiatric care?

Psych History

Over the past 12 months, have you been treated in a psychiatric day hospital or intensive outpatient program?

Psych History

Over the past 12 months, have you made a suicide attempt or suicide gesture?

Psych History

Questions were compiled into 7 subcategories: Basic Needs, Interpersonal Violence (IPV), Exposure, Isolation and Stress, Health-Related Behaviors, Psychiatric History,

Substance Use, and Other
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Statistical Analysis

Descriptive statistics characterized the sample at baseline.
Continuous parametric variables are reported as mean (SD),
continuous non-parametric variables as median (IQR), and
categorical variables as proportions.

To compare remitters versus non-remitters, chi-square
tests were used for categorical variables. Bonferroni correc-
tion was applied to reduce type I error from multiple compar-
isons. Paired t-tests examined within-subject changes over
time (pre- versus post-treatment) in each social-need domain;
a second Bonferroni correction was applied to these com-
parisons. Independent-sample t-tests compared mean AHC-
HRSN total scores between outcome groups (responders
vs non-responders and remitters vs non-remitters).

Regression models were used to identify predictors of treat-
mentoutcomes. Linearregression with backward elimination
evaluated predictors of percent change in IDS-SR and PHQ-9.
Stepwise forward binomial logistic regression evaluated pre-
dictors of IDS-SR and PHQ-9 response and remission status.
Covariates included: age, gender (Male=0, Female=1); race
(unavailable/other=0, White=1, Black=2); ethnicity (Not His-
panic/Spanish/Latino=0, Hispanic/Spanish/Latino=1); state
of residence (Rhode Island=0, Massachusetts=1); total num-
ber of treatments, severe history of depression defined by
previous psychiatric hospitalization or ECT (yes/no); insur-
ance type (Private=1, Medicare=2, Medicaid=3, Dual Eligi-
ble=4); education level (High School=0, Some college=1,
Technical college/Associate Degree=2, Bachelor’s Degree=3,
Graduate school=4), and SSDI enrollment (yes/no).

Domain scores were defined as follows: Housing Insecu-
rity (Item 1; range 0-2); Unsafe Housing (Item 10 endorse-
ments; range 0-7); Food Insecurity (Item 3; range 0-2);
Financial Strain due to Cost of Living (Item 5; range 0-2);
Assistance with ADLs (Item 8; range 0-3); Interpersonal Vio-
lence Exposure (sum of Items 11-14; range 0-16)*?!; Isola-
tion (Item 15; range 0-4); Stress (Item 16; range 0—4); Lack of
Community Connection (Item 17; range 0-2); Lack of Com-
munity Engagement (Item 21; range 0-1); Lack of Political
Engagement (Item 22; range 0-3); Days without Moderate
Exercise per week (Item 20; range 0-7); and Substance Use
(sum of Items 23-26; range 0-16). A total basic-needs score
(“AHC-HRSN Screening Tool Total Score”) was calculated
as the sum of Items 1-26 (range 0-79). While the aggregate
score provides a pragmatic summary measure of social needs
burden, the items capture multiple distinct domains, includ-
ing poverty-related material needs ([tems 1-10), interper-
sonal and internal dynamics and community engagement
(Items 11-22), and substance use behaviors (Items 23-26).
See Figure 1 for item descriptions.

For backward elimination, all variables were entered
initially; at each step, the least significant variable (high-
est p-value) was removed, using p>0.10 as the criterion for
exclusion. For forward stepwise logistic regression, vari-
ables entered the model at p<.05. Correlation coefficients
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were interpreted using standard criteria: r<0.3 (weak), 0.3—
0.7 (moderate), >0.7 (strong). All p-values were two-sided,
with statistical significance defined as p<.05. Analyses were
performed in SPSS version 24 (IBM Inc.).

RESULTS

Patient Sample

From September 2019 to August 2021, 82 patients initiated a
course of TMS. Of these, 81 completed baseline social needs
screening, 74 had clinical outcome data (IDS-SR, PHQ-9)
available for analysis, and 40 completed endpoint social
needs screening.

The mean age was 42.82 (15.71) years. The sample was
67.6% female; 1.4% identified as Black and 4.1% as His-
panic. Sixty-nine (93.2%) were adults aged 18-65 years, and
five (6.8 %) were older adults (>65 years). Demographic and
clinical characteristics are summarized in Table 1.

TMS Treatment Outcomes

Mean (SD) percent change in IDS-SR from baseline to end-
point was 53.1% (31.3%). Mean percent change in PHQ-9
was 59.6% (36.1%). Forty-one (55.4%) met IDS-SR response
criteria and 50 (67.6%) met PHQ-9 response criteria. Thirty-
two (43.2%) met IDS-SR remission criteria and 33 (44.6%)
met PHQ-9 remission criteria. Treatment outcomes are
summarized in Table 2.

Reported Social Needs at Baseline

Fewer than one-quarter endorsed housing insecurity con-
cerns, with only one patient endorsing active housing insta-
bility. Fewer than one-quarter endorsed food insecurity.
Only one patient lacked reliable transportation, and only
one endorsed difficulty affording utilities. However, just over
one-third reported some difficulty paying for basic needs
(e.g., medical, food, housing, heating). The most endorsed
domains were isolation/loneliness and stress, each reported
by 94.6% of the sample. Similarly, 90.8% reported low or
no community connection and 86.2% reported no volunteer
activity in the prior three months. Baseline responses to the
modified AHC-HRSN tool are summarized in Figure 2.

Changes in Social Needs Following TMS Treatment
Paired t-test results assessing change in social needs from
pre- to post-treatment are summarized in Table 3, after
Bonferroni correction, adjusted 0=0.003. Exposure to phys-
ical violence did not change significantly (0.05+0.32 vs
0.00+0.00; t(39)=1.00, p=0.32), though it was endorsed by
only two patients at baseline and none at endpoint. No sig-
nificant changes were observed for threats of physical harm
(0.05+0.22 vs 0.05+0.22; t(39)=0.00, p=1.00) or verbal abuse
(0.43+0.75 vs 0.40£0.71; t(39)=0.37, p=0.74).

Difficulty paying for basic needs decreased (0.63+0.77 vs
0.43+0.59; t(39)=2.24, p=0.031), though not at the corrected
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Table 1. Demographics and Clinical Characteristics of Study Population
(n=74)
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Table 2. TMS Treatment Outcomes (n=74)

IDS-SR Responder (n, %) 41 (55.4%)

English not spoken at home 7 (9.5%)

Marital status

Married 31 (41.9%)

Single 35 (47.3%)

Divorced 8 (10.8%)
Insurance

Private Insurance 35 (47.3%)

Medicare only 17 (23.0%)

Medicaid only 16 (21.6%)

Dual Eligible 6 (8.1%)
Education

High School 9 (12.2%)

Some College 16 (21.6%)

Technical College/Associates 4(5.4%)

Bachelor's 30 (40.5%)

Graduate School 15 (20.3%)
Geography

Living in RI 64 (86.5%)

Living in MA 10 (13.5%)

Treatment history

Prior Psychiatric Hospitalization 46 (62.2%)

Prior Electroconvulsive Therapy 18 (24.3%)

Baseline IDS-SR score 45.81 +9.38
Baseline PHQ-9 score 18.91 +4.75
Concurrent Use of Antidepressant Medications* 64 (86.5%)
Any Comorbid Psychiatric Diagnosis 32 (43.2%)
Number of Treatments 3520+ 7.63

Employment status

Employed 26 (35.1%)
Unemployed 15 (20.3%)
Disabled (no SSDI) 1(1.4%)
SSDI recipient 20 (27%)
Student 2 (2.7%)
Retired 4 (5.4%)
Leave of Absence 6(8.1%)

* Defined as prescription use at any dose of any antidepressant medication in one
of the following classes: Selective serotonin reuptake inhibitors, Serotonin and

norepinephrine reuptake inhibitors, Norepinephrine-dopamine reuptake inhibitors,

Tricyclic Antidepressants, Noradrenergic and specific serotonergic antidepressants,
Serotonin Antagonist and Reuptake Inhibitor, Monoamine oxidase inhibitors.

7977 20261

Characteristic n (%) or
mean = SD PHQ-9 Responder (n, %) 50 (67.6%)
Age, years 42.82 £ 15.71 IDS-SR Remitter (n, %) 32 (43.2%)
Gender
Female 50 (67.6%) PHQ-9 Remitter (n, %) 33 (44.6%)
Male 24 32:4%) % Change IDS-SR (mean + SD) 53.1 +31.3
Race
White 69 (93.2%) %Change PHQ-9 (mean + SD) 59.6 + 36.07
Black 1(1.4%) IDS-SR = Inventory of Depressive Symptomatology-Self-Report; remission=<14
Other/Unavailable 4 (5.4%) PHQ-9 = Patient Health Questionnaire-9; remission=<4
Ethnicity Response defined as a 250% reduction from baseline score on the respective
Hispanic, Latino, or Spanish 3 (4.1%) clinical rating scale.
All Other 71 (95.9%)
Primary language Figure 2. Baseline Prevalence of Social Needs in the Cohort (n=74) by
English 72 (97.3%) Modified AHC-HRSN Questionnaire
French 1(1.4%)
Other 1(1.4%)

90.80%

86.20%

94 60%
94.60%

000 010 020 030 040 050 060 070 080 030 1.00

ADLS = Activities of Daily Living, defined as bathing, preparing meals, managing finances, shopping

threshold. Similar decreases were observed in needing
help finding/keeping employment (0.63+0.90 vs 0.28+0.68;
t(39)=3.01, p=0.005) and need for assistance with ADLs
(0.62+0.85; (38)=2.77, p=0.009).

There was a significant reduction in isolation/loneliness
(2.90+0.73 vs 1.73+1.10; t(39)=7.86, p<0.001) and stress (3.23+
0.81 vs 1.54+1.06; t(38)=8.25, p<0.001). Community connec-
tion did not change significantly (1.25+0.62 vs 1.09+0.70;
t(31)=1.54, p=0.134).

There was also a significant decrease in difficulties with
concentration/memory/decision-making (0.79+0.41 vs 047+
0.51; t(37)=3.39, p=0.002) and in inability to complete
errands alone (0.56+0.50 vs 0.18+0.39; t(38)=4.42, p<0.001).

Volunteer activity did not change (0.31+0.90 vs 0.34+0.87;
t(31)=—2.73, p=0.79), and political engagement did not change
(0.88+0.34 vs 0.84x0.37; t(31)=0.571, p=0.572).

Comparison of Response Groups

Independent-samples t-tests comparing responders versus
non-responders found no significant baseline differences in
AHC-HRSN total score using either definition of response:
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Table 3. Changes in Subscale and Selected Item Scores From Baseline to
Post-Treatment Following TMS Therapy (n = 40; adjusted a = 0.003)
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Table 4. Association Between Social Needs and IDS-SR Remission Status:
Chi-Square Analyses (adjusted a = 0.002)

Subscale Items Mean Std. T Df Sig Social Need Domain Remitters, |[Non-Remitters,|p-value
Deviation n (%) (n=32)| n (%) (n=42)
Housing Insecurity 0.2 0.464 1.955 | 39 | 0.058 Housing Insecurity 0.156
0.075 0.267 Worried about Housing 2 (6) 8 (19)
Exposure To Physical 0.05 0.316 1 39| 0323 Unstable Housing 1) 0(0)
Violence 0 0.000 Unsafe Housing 3(9) 6 (14) 0.724
Insults and Verbal 0.9744 | 1.013 2.817 | 38 | 0.008 Food Insecurity 0.174
Demeaning 05641 | 0.852 Sometimes True | 206 7(17)
Threats of Harm 0.05 0.221 0 39 1 Food Security Worry 0.291
0.05 0.221 Sometimes True 4 (13) 4 (10)
Verbal Abuse 0.425 0.747 0374 [ 39| 0.711 Often True 0 (0) 3(7)
0.4 0.709 Unreliable Transportation 0 (0) 1(2) 1.000
Financial Strain Due 0.625 0.774 2.243 |39 | 0.031 Difficulty Affording Utilities 1(3) 0 (0) 0.432
to Cost of Living 0.425 | 0.594 Financial Strain due to Cost of Living 0.716
Needs Employment 0.625 0.897 3.009 | 39 | 0.005 Somewhat Hard 7 (22) 12 (29)
Help 0275 | 0.679 Very Hard 309 5 (12)
Needing Assistance 0.6154 | 0.847 2.768 | 38 | 0.009 Need Help Finding Work 10 (31) 7 (17) 0.281
with ADLs 0.3077 | 0.614 School Help Needed 2.(6) 4 (10) 0.693
Isolation 2.925 0.730 7.856 | 39 | <0.001* Needing Assistance with ADLs 0.503
1.725 1.062 Little more help needed 3 (9) 2 (5)
Stress 3.2308 | 0.810 8.253 | 38 | <0.001* A lot more help needed 1(3) 2 (5)
15385 | 1.253 Physically Harmed 0 (0) 2 (5) 0.502
Community 1.25 0.622 1539 (31| 0.134 Insulted or Verbally 17 (53) 20 (48) 0.578
Connection 1.0938 0.689 Demeaned?
Difficulty Concentrating, | 0.7895 | 0.413 | 3.389 |37 | 0.002 Threats of Harm* 0(0) 4 (10) 0.200
Remembering, or 0.4737 | 0506 Verbally Abused? 7 (22) 12 (29) 0.543
Making Decisions Isolated or Lonely 0.535
(n=38) Rarely 1G3) 10Q)
e R
: 2 Often 12 (38) 20 (48)
Days _vvithout Moderate | 4.9474 | 2.105 2479 |37 | 0.018 Always 7 (22) 921)
Exercise Per Week 39737 | 2137
(n=38) Stress 0.637
Minutes of exercise | 1.8718 | 0.951 | 2.061 | 38 | 0.046 Gl 16 37)
(n=39) 15128 | 0790 Somewhat 309 5(12)
Community 03125 | 0896 |-0273|31| 0.786 Quite a bit 151(47) 14 33)
Engagement (n=32) 03438 | 0865 Very much 13 (41) 20 (48)
Political Engagement | 0.875 | 0336 | 0571 | 31| 0572 Difficulty Concentrating, 26 (81) 33(79) | 1.000
(n=32) 08138 | 0360 Rem‘e‘mbermg, or Making
Decisions
Days without Moderate Exercise 0.525
IDS-SR responders 16.21+5.72 vs non-responders 15.14+7.55; Two or less 8 (25) 10 (24)
t(59)=—6.29, p=0.532. PHQ-9 responders 15.88+5.69 vs non- Seven 13 (41) 11(26)
responders 15.43+8.17; t(59)=-2.50, p=0.804. Difficulty Doing Errands 18 (56) 20 (48) 0.491
Similarly, remitters and non-remitters did not differ at Binge Alcohol Drinking 10 31) 16 (38) 0.901
baseline: IDS-SR remission groups 15.46+5.49 vs 15.91+7.37; Tobacco Use (daily) 3(9) 6 (14) 0.260
t(59)=0.264, p=0.793. PHQ-9 remission groups 15.44+7.18 vs Recreational Prescription 2 (6) 5(12) 0.075
15.92+5.75; t(59)=0.276, p=0.784. Chi-square analyses com- Drug Use
paring domain-level endorsements between IDS-SR remit- Illicit Substance Use 2 (6) 2 6) 1.000

ters and non-remitters showed no significant differences
[Table 4].

ADLs = Activities of Daily Living: defined as bathing, preparing meals, managing

finances, shopping

@ counted as present if endorsed as happening "sometimes," "fairly often"

or "frequently"
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Social Determinants as Predictors of TMS Outcomes

A significant linear regression model predicting percent
change in IDS-SR (Adjusted R2=0.382, F(9,51)=5.12, p<0.001)
retained eight variables. Age-predicted percent change
(B=0.66, p=0.004), lack of community connection (B=-17.10,
p=0.004), housing insecurity (B=-24.30, p=0.042), and food
insecurity (B=-29.06, p=0.029) were negative predictors.

A significant linear regression model predicting percent
change in PHQ-9 (Adjusted R2=0.391, F(7,53)=6.51, p<0.001)
retained seven variables. Age-predicted percent change
(B=0.52, p=0.044), insurance type (B=12.81, p=0.002), and
days without moderate exercise (B=6.67, p=0.001) were pos-
itive predictors. Severe history of depression (i.e., past ECT
or inpatient psychiatric hospitalization) (3=—22.97, p=0.009),
housing insecurity (f=-24.299, p=0.042), lack of community
connection (B=-2.681, p=0.097), and food insecurity (B=—
15.03, p=0.026) were negative predictors.

A significant forward stepwise logistic regression predict-
ing IDS-SR responder status (Cox & Snell R2=0.280, Nagel-
kerke R2=0.374, overall correct=74.2%, p<0.001) retained
four variables. Total treatments (B=0.12, ¥%(1)=5.35, p=0.021)
and days without moderate exercise (B=0.474, x*(1)=7.068,
p=0.008) were positive predictors. Lack of community
connection (B=-1.36, ¥*1)=4.97, p=0.056) was a negative
predictor.

A significant forward stepwise logistic regression predict-
ing PHQ-9 responder status (Cox & Snell R2=0.338, Nagel-
kerke R2=0.464, overall correct=74.2%, p<0.001) included
four variables: total treatments (B=0.16, ¥*(1)=7.87, p=0.005),
state of residence (B=3.97, ¥2(1)=4.92, p=0.027), and insurance
type (B=1.35, 33(1)=6.76, p=0.009) were positive predictors;
housing insecurity (B=-2.64, ¥2(1)=5.20, p=0.023) was a neg-
ative predictor.

A significant logistic regression predicting IDS-SR remis-
sion status (Cox & Snell R2=0.315, Nagelkerke R2=0.424,
overall correct=75.8%, p<0.001) included five wvariables.
Housing insecurity (B=-2.39, »3(1)=5.12, p=0.024), lack of
community engagement (B=-2.68, ¥%(1)=5.61, p=0.018), food
insecurity (B=-3.09, ¥}(1)=4.59, p=0.032), and past psychiatric
hospitalization or ECT (B=-2.51, ¥(1)=9.39, p=0.002) were
negative predictors. A significant logistic regression predict-
ing PHQ-9 remission status (Cox & Snell R2=0.117, Nagel-
kerke R2=0.158, overall correct=69.4%, p<0.006) retained
one predictor: age (B=0.05, ¥(1)=6.758, p=0.009).

DISCUSSION

This study aimed to characterize social needs in a TMS-
treated cohort, evaluate the relationship between a patient’s
social needs and social assets to clinical treatment outcomes,
and examine changes in self-reported social determinants
before and after a course of TMS for MDD. We anticipated
that this cohort would include patients with relatively
higher social assets, given their ability to access a specialty
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clinic and engage in a treatment requiring weekday atten-
dance during standard business hours for at least six consec-
utive weeks. We further hypothesized that higher baseline
social assets would be associated with greater response and
remission.

Consistent with published naturalistic response rates of
approximately 45-60%, our cohort demonstrated response
rates of 55.4% (IDS-SR) and 67.6% (PHQ-9). Remission rates
were 43.2% (IDS-SR) and 44.6% (PHQ-9), within or slightly
above typically reported remission ranges of 30-40% in clin-
ical practice.?>?

Notably, the cohort was disproportionately White (93.2%).
In 2019, when recruitment began, the proportion of individ-
uals self-identifying as solely White was 78.5% in Massa-
chusetts and 80.9% in Rhode Island. Similarly, only 4% of
the cohort identified as Latino/Hispanic/Spanish, substan-
tially lower than the 11.6% and 15% in Massachusetts and
Rhode Island, respectively. English was the only language
spoken at home for 90.5% of patients, compared with 76.4%
in Massachusetts and 77.9% in Rhode Island.?? These dispar-
ities suggest structural barriers to access for TMS treatment
and are consistent with broader inequities in mental health
care. Individuals from racial and ethnic minority groups
have lower access to care, experience lower quality treat-
ment, and have higher rates of discontinuation and lower
satisfaction.?*?® These findings reinforce the need for out-
reach and strategies to improve equitable access to specialty
neuromodulation services.

Across many examined determinants, patients reported
generally high social assets with relatively low preva-
lence of basic-need insecurities. Only one patient endorsed
active housing instability, lack of reliable transportation,
or difficulty affording utilities, and fewer than one-quar-
ter endorsed housing or food insecurity. However, several
domains reflected high psychosocial burden: isolation/lone-
liness, stress, reduced community connection, lack of vol-
unteer activity, and functional impairments. These patterns
may reflect common depressive features (e.g., cognitive
symptoms, psychomotor retardation) and disability-associ-
ated withdrawal from social and community engagement.!°

Contrary to our hypothesis, baseline social needs did not
differ significantly between responders and non-responders
or between remitters and non-remitters. This may reflect
selection bias related to treatment access, limited variabil-
ity in social needs within this cohort, or insufficient power
(type II error).

Interestingly, several self-reported domains improved
following TMS treatment, including isolation, stress, cog-
nition-related difficulty, and functional limitations, and
some nonsignificant trends suggested improvement in
additional domains. These changes occurred independent
of clinical response classification, raising questions about
whether extended engagement with clinical staff, structured
daily routines, or shifts in perceived social circumstances
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contribute to improvement beyond symptom change
alone. Further work is needed to clarify mechanisms and
reproducibility.

Regression models identified multiple predictors of out-
comes. Some predictors (e.g., total treatments, insurance
type, state of residence) may reflect access, adherence, and
structural determinants of care. Patients with Medicaid or
dual eligibility (i.e., individuals who qualify for both Medi-
care and Medicaid coverage, typically reflecting low income
and higher medical or disability-related needs) have docu-
mented disparities in mental health care compared to pri-
vately insured individuals, including differences in access to
services and treatment outcomes that are often associated
with broader socioeconomic disadvantage rather than the
insurance status itself, and our findings may reflect similar
effects.®® Access to TMS can vary across insurers due to time-
line differences in prior authorization approval, which may
create structural barriers to timely treatment. Additionally,
some insurance companies, with the exception of Medicaid
and Medicare, may approve extensions of up to 10 additional
treatments if clinically indicated, which may allow some
patients to achieve greater clinical improvement and could
contribute to disparities in full access to care. The finding
that out-of-state residence predicted better response in one
model may indicate that patients able to travel across state
lines for daily treatment have greater resources or support.

Other predictors—housing insecurity, food insecurity,
interpersonal violence, lack of community connection,
and psychiatric hospitalization/ECT history—were antici-
pated negative predictors, as these factors represent estab-
lished social and clinical stressors associated with greater
depressive symptom burden, reduced social support, or
trauma exposure, which have been linked to poorer mental
health outcomes and barriers to treatment engagement.>%32
Importantly, these findings should not be interpreted as jus-
tification for restricting access to TMS among individuals
experiencing greater social unmet needs. Rather, they high-
light the opportunity to integrate psychosocial supports and
addressing social needs alongside TMS Therapy that may
help optimize clinical outcomes and reduce disparities in
access to care.

Conversely, some variables representing a higher-need
burden (e.g., financial strain, lack of political engagement,
needing help with ADLs) emerged as positive predictors in
certain models, which is counter to our hypothesis and may
reflect complex confounding, measurement overlap with
depressive symptom domains, or cohort-specific effects.
From a clinical perspective in neuromodulation popula-
tions, some of these variables may also partially overlap
with depressive symptom domains themselves (e.g., reduced
activity levels or civic engagement), functioning as prox-
ies for baseline illness severity rather than independent
causal predictors. Age also emerged as a positive predic-
tor, despite prior work suggesting limited association with
TMS outcomes.®!
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Strengths include a longitudinal design capturing change
over time—an important limitation in much research on
social determinants.?’ Evaluating social determinants pre-
and post-treatment allowed identification of statistically
significant improvements in several domains. Additionally,
allowing concurrent pharmacotherapy and psychotherapy
improves generalizability to real-world clinical care.

Limitations include single-site design, which may reduce
external validity. Endpoint survey completion was limited
for a subset of the cohort, potentially introducing attrition
bias. Additionally, the sample was relatively homogenous
with respect to racial, ethnic, and socioeconomic character-
istics, and given the generally high social assets of this sam-
ple, restricted range may have reduced the ability to detect
effects. Finally, while the AHC-HRSN provides a pragmatic
framework for measurement of social determinants, refine-
ments to timeframes and scaling may improve clarity and
usability for future work.

Future research should further characterize this cohort,
including granular socioeconomic indicators (e.g., house-
hold income, housing value, homeownership, neighborhood
safety/walkability, debt burden). Qualitative approaches
may clarify barriers to TMS access and illuminate how
social assets are mobilized to engage in treatment. Struc-
tured interviews with patients and referring providers may
be particularly valuable to understand referral pathways,
access inequities, and opportunities to improve equitable
linkage to TMS services.
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Integrated Behavioral Health in Family Medicine Supports Resident
Learning by Working to Achieve the Quintuple Aim

STEPHANIE J. CZECH, PhD; JOANNE WILKINSON, MD; TOMMY CHOU, PhD; ADA PARISER, MD

ABSTRACT
Integrated behavioral health (IBH) in primary care set-
tings has been touted as improving access to behavioral
health services. In this case report, we describe a repre-
sentative IBH team nested in a family medicine residency
clinic, led by a behavioral health faculty clinician. Using
this patient as an example, we identify ways in which the
team was able to achieve elements of the quintuple aim
(population health, enhanced patient experience, cost re-
duction, health equity, and provider well-being). We ad-
ditionally utilize this case report to provide examples of
learning opportunities for medical residents.

KEYWORDS: Integrated behavioral health; family
medicine behavioral health education; primary care;
quintuple aim

INTRODUCTION

Patients navigating the United States (U.S.) healthcare sys-
tem in pursuit of behavioral health services face signifi-
cant challenges.! Increased medical complexity, psychiatric
co-morbidity, acuity, and unmet social and financial needs
(i.e., social determinants of health (SDoH)) further impede
efforts to engage in necessary care.’ Patients unable to access
specialty mental health care often rely on primary care set-
tings, overwhelming already overburdened providers seek-
ing to manage their multiple conditions.® This dynamic
exacerbates occupational stress and burnout* among medi-
cal residents balancing competing patient care and profes-
sional development priorities.’ Integrated Behavioral Health
(IBH) teams with behavioral health faculty embedded within
medical residency training clinics teach residents aspects
of behavioral health collaboration and coordination, brief
assessment and treatment, and communication skills which
they can take forward into their primary care practices when
they graduate. In this way, IBH teams provide a pathway
by which to enhance care for patients coping with multi-
ple medical and behavioral health issues and SDoH needs,
maximize learning and support for medical residents,® and
advance primary care clinics towards meeting the quintu-
ple aim’: improved population health, patient experience,
healthcare provider well-being, health equity, and reduced
per capita cost.

%977 2096

The Family Care Center (FCC) is a resident-led primary
care clinic and patient-centered medical home for the Brown
Family Medicine Residency of the Warren Alpert Medical
School of Brown University. It is a safety net clinic char-
acterized by a high proportion of patients utilizing public
insurance and high rates of co-morbidity, psychiatric com-
plexity, and challenges related to SDoH. Patient care is pre-
dominantly delivered by residents and advanced medical
students overseen by faculty preceptors. In addition, the
FCC is staffed by an IBH team offering embedded services
comprised of multiple IBH clinicians (i.e., clinical psycholo-
gists and a licensed social worker), two bachelor’s-level IBH
community health workers (CHWs), psychology doctoral
students, and a double-boarded family medicine/psychiatry
physician who consults three half-days per month.

Some IBH team members, including the double-boarded
family medicine/psychiatry physician, additionally serve as
behavioral health faculty members, and the IBH team leader
serves as the Director of Behavioral Health for the residency
program. IBH team members are available for warm handoffs
from resident primary care physicians (PCPs) during routine
primary care visits. In this way, the IBH team provides an
interprofessional behavioral health integration learning
experience for residents in team-based care. Additional
resident learning experiences with the IBH team include
observations and co-therapy within the behavioral health
faculty members’ scheduled clinics, and via co-therapy
and/or leading care of patients who present in the weekly
walk-in behavioral health open access clinic. The behavioral
health open access clinic is an interdisciplinary training
clinic comprised of medical residents, medical students, and
psychology students, and is supervised by two behavioral
health faculty members. The chronic pain group medical
visit at the FCC provides another avenue for interdisciplin-
ary collaboration and behavioral health clinical teaching.
This monthly medical group visit is led by three medical
residents under the supervision of a physician faculty pre-
ceptor, and includes the presentation of topics related to
coping with chronic pain. Monthly groups typically include
resident co-presentations on a behavioral health topic, with
a behavioral health faculty member coaching.
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CASE REPORT

A 62-year-old male patient dually eligible for
Medicaid and Medicare, has been followed for >10
years at the FCC. He has multiple chronic, poorly
controlled medical conditions, active behavioral
health issues, and SDoH needs impacting his
overall well-being and adherence to medical care
[Figure 1]. His visits have the potential to be
overwhelming and unproductive for any primary
care provider, but especially a trainee learning
how to set agendas and manage several prob-
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Figure 1. Summary of the patient’s medical and mental health issues

Medical diagnoses

e Chronic pain

* Type 2 DM (poorly
controlled)

* COPD

® OSA (poor adherence
to CPAP)

* Hypertension

e Atrial fibrillation
e Pancreatitis

e Stage 3 Chronic

lems simultaneously. The patient was initially
referred to an IBH clinician by his resident PCP
in 2018 for chronic depression. Initial IBH assess-

Renal-Insufficiency
e Diabetic foot ulcer

Behavioral health issues

e MDD moderate,
recurrent -PTSD

e Chronic suicidal
ideation

e Coping with Chronic
medical conditions
including chronic pain

e Distress related
to sexual identity
exploration

e Psychosocial Stressors:
family-related, financial,
health

Issues related to SDOH

e Unable to work
(receiving SSDI)

e Barriers to healthcare
access due to insurance

e Limited finances
¢ Housing instability

ment also identified the patient to be coping with
inordinate family-related stress, PTSD, chronic
pain and other complex medical conditions, and
self-reporting a history of substance use disorder.

Involvement of IBH team allowed for better coordination with PCP to optimize
treatment for Depression and PTSD, with chronic suicidal ideation; and also
improved adherence to treatment for medical conditions, and access to
community referral resources for both behavioral health and SDoH needs.

Given the acuity and expanded understanding of

the patient’s mental health conditions, the IBH clinician
initially recommended that the IBH team assist in guiding the
patient to a specialty mental health referral at a community
mental health center where he could receive more frequent,
sustained therapeutic support. The patient declined outside
referral due to his mistrust of new providers; however, he
agreed to initiate care at the primary care site, crediting
trust established with his primary care team at the FCC, and
rapport established with his IBH clinician.

Figure 2 summarizes elements of collaboration between
the IBH team and the resident PCP, aligned with quintuple
aims and lessons learned. Challenges encountered by the
patient included difficulty adhering to recommendations for
management of diabetes and sleep apnea, distress due to a
difficult interaction with a specialty provider, and escala-
tion of chronic pain symptoms in the context of chronic sui-
cidal ideation. The IBH clinician was able to address those
issues in therapy sessions provided within the patient’s pri-
mary care setting. When SDoH needs presented as a barrier
to equitable care, then leading to feelings of hopelessness
and immobilization, the IBH team was able to partner with
CHWSs to facilitate appropriate referrals for community
SDoH support, while the IBH clinicians continued to address
the psychological impact in their visits. The patient’s on-
going engagement with the IBH clinician and the FCC IBH
team has provided a pathway to foster trust in the broader
healthcare system. Despite the patient’s initial decision to
decline referral for specialty mental health care, he ulti-
mately requested a referral to a behavioral health clinician
with expertise in supporting not only the aforementioned
issues, but also LGBTQ-related concerns, a need uncovered
via his IBH therapy sessions.

Figure 2. Impact of IBH in primary care on elements of the Quintuple

Aim — examples

Aim

Case Report Example

Learning Points

Population
health

Poorly controlled diabetes
and sleep apnea due to
depression impacting
adherence to treatment;
IBH team helped patient
with adherence

Unmet behavioral health
needs can result in poor
medical outcomes;
Population health is better
served when these needs
are met

Enhanced
patient
experience

Patient distress and
frustration about mental
health referrals resulted
in distrust in the system,
unwillingness to accept
new referrals

IBH clinician is ideal person
to address this via support
and appropriate referral

Cost
reduction

Significant potential cost
of missed appointments if
pt's mistrust prevented him
from going to scheduled
referrals

IBH availability can reduce
missed appointments due
to inappropriate referrals,
and can also address issues
rapidly in primary care,
resulting in fewer ED visits

Health
equity

Patient had multiple SDoH
barriers to care (losing
insurance, financial and
transportation barriers)
that were able to be
comprehensively addressed
within primary care

Health equity is achieved
when there are fewer
barriers to medical care.
IBH in primary care can
solve these barriers more
easily

Provider
well-being

Taking care of the
patient could have been
overwhelming for any
provider, especially a
medical resident trainee;
having the support of the
IBH clinician allowed AP
(co-author) to focus visits
toward pressing medical
issues.

IBH can unload the PCP
visit by addressing BH
concerns separately;
supporting providers with
complex, challenging
patients is important in
their wellness
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DISCUSSION

Value of IBH in primary care

The case illustrates the challenges faced by primary care
teams seeking to support patients with significant behav-
ioral health needs, who may decline specialty mental health
services.® This case demonstrates a dynamic often seen in
primary care, wherein the unique combination of patients’
behavioral health diagnoses, psychosocial stressors, and
unmet SDoH needs have driven patient experiences of dis-
crimination and suboptimal care in behavioral health clini-
cal settings.”!! This in turn results in generalized distrust of
systems of behavioral health care. Fortunately, this patient’s
trust in his primary care clinic and provider provided an ave-
nue to connect with an IBH team, resulting in a sustained
trajectory of care through which his PCP and IBH clinician
could establish rapport, rebuild trust, and ultimately guide
the patient towards specialty care specific to his needs.

Impact of IBH beyond the clinic

The IBH team supports health equity and cost reduction
simultaneously by lowering barriers to medical care and
preventing inappropriate referrals and emergency depart-
ment visits. The availability of IBH within the primary
care team allows patients to receive behavioral health care
more efficiently, at the time of reported need during their
PCP visit. Furthermore, timely behavioral health assess-
ment through an IBH clinician supports creating an optimal
behavioral health treatment plan and, if necessary, the most
fitting referral resources. A positive patient experience with
a timely and effective IBH intervention increases the chance
that the patient will attend subsequent behavioral health
appointments, preventing costly and unnecessary visits to
the emergency department.

IBH in learner-focused primary care clinics

Collaboration between this patient’s resident-level PCP and
IBH clinician highlights pathways by which the IBH team
in primary care residency settings brings considerable value
to training.

While behavioral health providers can teach residents
valuable skills through didactic lecture and workshop expe-
riences, the presence of IBH in the primary care clinic sup-
ports robust and comprehensive learning in the context of
direct clinical care. Care coordination between PCPs and
IBH supports multiple elements of the quintuple aim,"
and this case provided in vivo opportunities for the PCP to
observe how IBH team coaching and advocacy smoothed
challenges faced by both patient and provider in accessing
care. When the patient experienced escalating emotional
distress following interactions with medical providers and
staff members, the IBH clinician has a unique skill set
to counsel patients in these circumstances and assist in
providing solutions and strategies.
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The Accreditation Council of Graduate Medical Educa-
tion’s (ACGME) program requirements for Family Medicine
specify: “there must be faculty members dedicated to the
interprofessional integration of behavioral health” into the
educational program, and “the curriculum must incorporate
behavioral health into all aspects of patient care, including
experience in integrated interprofessional behavioral health
care in the [primary care practice]”.!> Notably, a qualitative
study of FM residency practices found delivery and training
experiences in IBH varied widely, despite recognition of the
value and benefits to patients and care delivery processes.!
A survey of FM program directors found only 44% reported
fully integrated behavioral health care in their clinics.'

Impact of IBH on resident wellness

The presence of behavioral health faculty and the IBH team
support resident PCP well-being. In Figure 2 we highlight
that coordination between the IBH clinician and resident
PCP helped ensure ample monitoring of behavioral health
risks, allowing the PCP to address other complex health con-
ditions. When IBH professionals provide risk assessment,
treatment, and safety planning, residents are allowed to
focus on patients’ complex medical issues, prioritize quality
care in the visit, and actively set an agenda. The IBH team
also provides additional professional support through facili-
tating opportunities for residents to reflect on all aspects of
the challenging, and ultimately rewarding, journey of caring
for patients with complex needs.

Challenges

IBH adoption and sustainment demands significant resources,
and faces barriers such as workforce shortages, high rates of
occupational burnout, and competing demands on limited
resources. IBH faces competition for physical space within
primary care clinics, and the ongoing need to demonstrate
financial viability via direct reimbursement for behavioral
health services. A study comparing residency and non-resi-
dency family medicine practices found similar uptake of IBH
and similar requirements for interventions and resources to
help them overcome challenges associated with dissemi-
nation of high levels of BH integration.'® Despite evidence
underscoring the value of IBH, efforts to maintain a robust
integration of behavioral health and primary care workflows
often include navigating similar roadblocks.'® Nonetheless,
the shifting landscape of healthcare provision and training
may vyield significant opportunities to advance integration
of behavioral health in practice, to the benefit of population
health and healthcare spending goals nationwide.!”

In summary, this case demonstrates key ways in which
IBH and resident PCP collaboration advance health services
towards the quintuple aims of healthcare improvement,
and provides unique and valuable training experiences for
our future primary care workforce. ACGME accreditation
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requires robust behavioral health training opportunities.
This case report illustrates the enhanced value of achieving
those requirements via an IBH program.

Challenges include competition for physical space within
primary care clinics, and the ongoing need to demonstrate
financial viability via direct reimbursement for behavioral
health services. Despite evidence underscoring the value of
IBH, efforts to maintain a robust integration of behavioral
health and primary care workflows often include navigat-
ing similar roadblocks.!® Nonetheless, the shifting landscape
of healthcare provision and training may yield significant
opportunities to advance integration of behavioral health in
practice, to the benefit of populations.
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The Pediatric Resident Mental Health Rotation:
Implementing the ACGME Requirement

ALISON MANNING, MD; KATIE LAMERE, MD; STEPHANIE WAGNER, MD, MPH; ASHLEY MARTINEZ, MD;
KAATHYA KASHYAP, BS; SUZANNE MCLAUGHLIN, MD; DIANE DERMARDEROSIAN, MD

ABSTRACT
The need for improved mental and behavioral health
training for pediatric residents has been recognized for
over 40 years. During this time, the prevalence of child
behavioral health issues has steadily increased, culminat-
ing in the American Academy of Pediatrics, the Amer-
ican Academy of Child and Adolescent Psychiatry, and
the Children’s Hospital Association declaring a national
emergency in children’s mental health in 2021. In re-
sponse, the Accreditation Council for Graduate Medical
Education (ACGME) implemented new mental health
training requirements for pediatric residents beginning
in July 2025. A core group of Brown University Health
faculty designed and launched a structured rotation with
milestone-informed goals and objectives, clinical experi-
ences, and didactic components. These efforts align with
Brown’s longstanding commitment to address child and
family mental health within a pediatric context. Pre- and
post-surveys, qualitative data, and participant feedback
were collected. Over 40 residents have participated in
the rotation, appreciating the opportunity to tailor expe-
riences to their individualized learning goals. A survey
evaluating knowledge and comfort in assessing, diag-
nosing and treating common mental health conditions
was administered before and after the didactic curricu-
lum. Paired t-tests were conducted to evaluate changes
in self-efficacy before and after the curriculum. Residents
across all years of training reported improved knowl-
edge and comfort in assessing, diagnosing and treating
depression, suicide, and attention-deficit/hyperactivity
disorder (ADHD) after delivery of the didactic mental
health curriculum (all p =0.05, n = 15), and many of these
improvements were sustained at six months. Areas for
improvement include increasing first-year exposure to
mental health training, creating longitudinal experienc-
es, including direct clinical involvement within the Med-
Psych service line, and expanding supported faculty time
and resources for development.

KEYWORDS: pediatrics; resident; mental health; education

12977 20561

INTRODUCTION

Mental and behavioral health (MBH) disorders have now
surpassed physical illness as the leading cause of childhood
disability.! Despite an estimated 20% of children experienc-
ing an MBH disorder, the majority do not access appropriate
support services, largely due to a significant shortage of men-
tal health providers, particularly child and adolescent psy-
chiatrists.>® More than half of pediatric primary care visits
involve an MBH concern, underscoring the growing demand
for competent behavioral health care within pediatrics.*

In 2009, the American Academy of Pediatrics (AAP)
issued a policy statement which was updated in 2019, out-
lining core mental health competencies for pediatric pri-
mary care providers, yet training programs have not kept
pace with these expectations.® In a national survey of pedi-
atric trainees applying for initial board certification in gen-
eral pediatrics, only one-third reported high competence in
MBH assessment skills, and only 20% felt highly competent
in MBH treatment skills, even though there was a strong
consensus that pediatricians should be proficient in manag-
ing these conditions.® Over the past several decades, both
the American Academy of Child and Adolescent Psychia-
try (AACAP) and the AAP have developed several toolkits,
instructional videos, podcasts, curricula and trainings aimed
at strengthening pediatricians’ skills in addressing mental
health and behavioral concerns. These diverse initiatives
have led to only modest gains in pediatricians’ comfort and
confidence in managing patients with MBH presentations.
In an effort to more effectively address this gap, the Accred-
itation Council for Graduate Medical Education (ACGME)
mandated that all pediatric residency programs include a
formal, structured four-week rotation in mental and behav-
ioral health starting in July 2025 to better prepare pediatri-
cians to practice effectively in the current landscape of child
and adolescent health.

Hasbro Children’s, the pediatric division of Rhode Island
Hospital and the Alpert Medical School of Brown University,
have a longstanding history of addressing child and family
mental health within a pediatric context. The institutional
partnership with Bradley Hospital, the nation’s first psychi-
atric hospital exclusively for children, further strengthens
this tradition of integrated care. Another cornerstone is
the Brown Triple Board program, a combined residency in
Pediatrics, General Psychiatry, and Child and Adolescent
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Psychiatry established in 1986 as one of six national pilot
programs intended to bridge the gap between pediatrics and
child psychiatry, optimizing the health and well-being of
children and families. Today, the Brown Triple Board Pro-
gram is integral to Hasbro Children’s identity, shaping the
culture of care throughout the children’s hospital and pos-
itively impacting trainees, faculty, and affiliated programs.

Despite these resources, significant gaps remain in our
ability to deliver comprehensive care to children with men-
tal health needs and their families. Without exception, every
provider in the hospital system routinely encounters these
presentations, yet many continue to feel uncomfortable and
underprepared in providing psychiatric care. The demand for
mental health services far exceeds the capacity of available
specialists, making it imperative that pediatric providers
become better equipped to manage common behavioral and
mental health concerns across all levels of care. As pedi-
atricians responsible for the full spectrum of child health
and wellness, including mental and behavioral health, we
have an obligation to ensure that training cultivates com-
petence, confidence, and clinical readiness required to meet
these demands.

Prior to the ACGME Mental Health Rotation mandate,
the Brown Department of Pediatrics launched the Meeting
the Moment for Pediatric Health Care initiative to empower
pediatric providers to deliver expert, inclusive, and com-
prehensive care to children, young adults, and families fac-
ing mental health challenges. This department-wide effort
incorporated a range of educational strategies, including a
yearly lecture series sponsored by Pediatric Grand Rounds,
safety care training, and quarterly Med/Psych case confer-
ences. These efforts collectively established the groundwork
for developing a formal, structured mental health rotation
aligned with the new ACGME requirement.

A four-week mental health rotation was developed
and offered to Brown Pediatric residents in academic year
2024-2025, one year prior to the ACGME deadline. The
rotation emphasizes direct clinical exposure to common
mental health conditions such as anxiety, depression, and
attention-deficit/hyperactivity disorder (ADHD), interpro-
fessional collaboration, and a didactic curriculum covering
assessment, management, and pathways for specialty refer-
ral. This experience is designed to integrate developmental
and family context, cultural humility, equity considerations,
and longitudinal integration across residency. By gradua-
tion, pediatric residents are expected to competently iden-
tify, manage, co-manage, and refer children and adolescents
with behavioral and mental health concerns across diverse
clinical settings.

Hasbro Children’s and the Brown Pediatric Residency Pro-
gram are uniquely positioned to serve as national leaders
in this work, given the longstanding history of integrating
pediatrics and child psychiatry. The establishment of the
division of Pediatric Medicine and Psychiatry in 2021 as the
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only division of its kind nationally underscores the insti-
tution’s commitment to interdisciplinary pediatric mental
and behavioral health. In addition, Brown’s Triple Board pro-
gram, the oldest combined Pediatric, Psychiatry and Child
Psychiatry residency in the country, continues to play a vital
role in resident education with Triple Board fellows making
valuable contributions to the development and delivery of
the mental health curriculum.

METHODS

Key faculty from the Departments of Pediatrics and Child
Psychiatry met regularly in the months leading up to July
2024 to plan the logistics of implementing the new men-
tal health rotation. During this period, goals and objectives
were established, teaching faculty were recruited, learning
experiences were designed, and didactic topics were selected.
Goals, objectives, and educational topics were informed by
the pediatric mental health competencies® and common
factors’ skills.’

Goals and objectives
Based on ACGME requirements and the resources avail-
able within the Brown University Health organization, the
faculty committee developed a comprehensive set of goals
and objectives to guide the structure of the new rotation.
These goals and objectives span the domains of knowledge,
professionalism, practice-based learning and improvement,
and patient care and communication skills. Together, they
informed the design of the curriculum and highlighted spe-
cific needs for aligned didactic sessions [Table 1].
Supplemental funding from an ACGME grant on address-
ing physician burnout supported the development of the
didactic curriculum, which included five hours of instruc-
tion occurring over two academic half days with residents
across all years of training, and a one-hour process group
with interns during their advocacy rotation. This portion
of the curriculum was approved by the Brown University
Health Institutional Review Board. The didactic curriculum
occurred asynchronously with the two-week blocks of the
mental health rotation [Table 2].

Rotation components

Rotation components [Table 2] were chosen to blend differ-
ent mental health experiences within two-week blocks in
both the PGY-2 and PGY-3 training years. Didactic compo-
nents were integrated throughout the pediatric academic
half-day curriculum, the advocacy rotation and curriculum
(PGY-1 year), and didactic sessions throughout the struc-
tured clinical rotation.

The two-week block during PGY-2 year is focused on inte-
grated hospital settings, such as the Hasbro Partial Hospi-
tal Program and the Selya 6 integrated medicine-psychiatry
inpatient unit. During these experiences, residents observe
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Table 1. Goals and Objectives of Brown Mental Health Rotation
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Table 2. Rotation Components

Knowledge

Clinical Components

Gain exposure to and improve understanding of mental health care
across all clinical settings that is sensitive to the developmental stage
of the patient and the cultural context of the patient and family

Develop a basic understanding of assessment and management of
common mental health presentations in children and adolescents,
including Med/Psych conditions, while gaining a greater
understanding of how to manage, co-manage, and appropriately
refer patients to special resources when indicated

Highlight important psychological considerations in patients
with medical conditions

Gain exposure to the successful negotiation of difficult conversations

Professionalism

Demonstrate an understanding of the importance of:

e Ensuring continuity of care with planful care transitions
and handoffs

¢ Responding to communications from patients, families,
and collateral providers promptly and respectfully

e Communicating clearly and comprehensively with collateral
providers

Demonstrate respectful and ethical behavior towards patients,
families, and colleagues regardless of age, culture, abilities, ethnicity,
gender, and sexual orientation

Practice-Based Learning and Improvement/Systems-Based Practice

Articulate the basic concepts of family-based, integrated treatment,
and their application in various settings

Demonstrate an understanding of the range of systems touching
patients with psych and med/psych conditions

Demonstrate an understanding of how to access systems to create
a comprehensive care plan

Understand the value of collaboration with MDT teams across
disciplines and settings

Patient Care/Interpersonal and Communication Skills

Effectively partner with patients and families, fostering therapeutic
alliances considering family beliefs, narratives and relationships and
their impact on the presentation’s development, function, and targets
of treatment

Collaborate effectively with the interdisciplinary team,
including providers from all levels of care

Gain exposure to diagnostic decision making and maintain awareness
of potential cognitive bias

Consider the range of potential treatment components
including psychotherapies, medical management, medication
options, and other therapeutic modalities

2 weeks in PGY-2 Year in The Hasbro Partial Hospital Program:

e Observation and participation in individual, group and family
therapy sessions

e Collaboration with rehabilitation services and other ancillary
therapy providers such as art or music therapy

2 weeks in PGY-3 Year in Integrated, Outpatient,

and Community Settings:

e Ambulatory settings: integrated psychiatry within the resident
primary care clinic, outpatient psychiatry clinics

e Interaction and collaboration with other disciplines, including
psychology and social work in integrated care settings

Didactic Components

Pediatric Academic Half-Day components:

e 3 hours of Behavioral Health in Pediatric Residency Training
(Be ExPeRT) Curriculum?®

e 2 hours of Brief Psychotherapy Interventions in Primary Care

Advocacy rotation with PGY-1 residents:
e 1-hour introduction to levels of care and community resources in RI
e 1-hour process group on doing mental health work

Mental Health case discussion sessions integrated into primary care
curriculum

Additional short didactic sessions with faculty during structured
clinical rotation

and participate in individual, group, and family therapy ses-
sions while working alongside pediatricians, psychiatric/
psychology providers, rehabilitation providers, and other
professionals through a wide range of experiences, includ-
ing art and music therapies. The two weeks during PGY-3
year focus on integrated ambulatory and community set-
tings. Ambulatory experiences include integrated psychia-
try within the resident primary care clinic and outpatient
psychiatry clinics at Hasbro and Bradley. Residents also
collaborate with psychology and social work in integrated
care settings.

To evaluate the didactic curriculum’s impact, pre- and
post-surveys were administered to assess perceived knowl-
edge about and comfort with assessment, diagnosis and
treatment of common mental health conditions, including
ADHD, anxiety, depression, and suicidality, using Likert
scales (each domain rated from 1-41 = not at all [knowl-
edgeable/comfortable], 4 =a great deal [knowledgeable, com-
fortable]). Surveys were completed before and after the didac-
tic curriculum and again at six months post-completion.
The survey instrument was modified from a previously
published, but not validated, version originally developed
by the Resource for Advancing Children’s Health (REACH)
and amended with permission for use only with residents.®
Paired t-tests were conducted to evaluate changes in knowl-
edge and comfort scores after the three-hour mental health
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curriculum and six months following completion of all
didactic training sessions, with some participants having
experienced a two-week mental health rotation block during
that time. Triple Board fellows implemented the curriculum
under the supervision of a Triple-Boarded attending psy-
chiatrist. Senior Triple Board fellows additionally designed
and facilitated the psychotherapy skills training and pro-
cess groups. Written self-reflections collected during these
process groups were analyzed using an inductive thematic
approach. Two reviewers independently coded responses,
reconciled differences, and iteratively grouped codes into
broader themes through constant comparison. Residents
also developed individualized learning goals at the start of
the rotation, and feedback was gathered through the pedi-
atric residency evaluation process and end-of-rotation
meetings with the rotation director.

RESULTS

A total of 40 residents completed the rotation, with approxi-
mately one-quarter submitting rotation feedback. Residents
consistently described the experience as broadly valuable.
Key quotes included, “I think this rotation is helpful no
matter what specialty you enter.” They also noted increased
confidence with challenging clinical environments feeling
“much more comfortable going to [the inpatient psych unit]
when called overnight now having rotated there.” Many res-
idents also submitted individualized learning goals (37 res-
idents out of 40), most commonly seeking to: 1) strengthen
their understanding of referral resources, 2) improve comfort
with navigating difficult and sensitive conversations, and
3) gain more experience screening and interviewing youth
presenting with mental health concerns.

Qualitative data

Nineteen residents provided written self-reflections during
scheduled process groups. The most prominent themes
reflected early feelings of uncertainty, overwhelm, and inad-
equacy when caring for children with behavioral health
needs, especially in ambulatory settings. Residents identi-
fied several key challenges contributing to this discomfort,
including: 1) Family or caregiver stigma surrounding men-
tal health, which complicated engagement and treatment
planning, 2) Limited time during clinical encounters to
adequately address behavioral health needs, and 3) Gaps in
knowledge, particularly around diagnostic decision-making
and management. Collectively, these reflections underscore
the need for ongoing longitudinal training, more struc-
tured exposure across care settings, and protected time for
residents to build confidence in assessing and managing
pediatric mental and behavioral health concerns.
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Quantitative data

Fifteen residents completed both the pre- and post-curric-
ulum surveys following the three-hour mental health cur-
riculum, and 10 of those residents completed surveys again
at six months. Immediately after the curriculum, residents
demonstrated significant improvements in knowledge and
comfort related to assessing and diagnosing depression, sui-
cide, anxiety, and ADHD, as well as treating depression,
suicide, and ADHD (p <0.05, n = 15). Comfort in treating
anxiety also improved significantly (p <0.05), although the
corresponding increase in knowledge did not reach statisti-
cal significance (p = 0.11). At six months, residents contin-
ued to show sustained improvement in knowledge related to
assessing and diagnosing ADHD, and in comfort related to
assessing and diagnosing suicide, as well as in both knowl-
edge and comfort in treating depression, suicide, and ADHD
(all p <0.05, n = 10). Improvements in knowledge related to
assessing and diagnosing depression, suicide, and anxiety;
comfort in assessing and diagnosing depression, anxiety,
and ADHD, and knowledge in treating anxiety were not
statistically significant at six-month follow-up.

DISCUSSION

MBH conditions in youth have continued to rise, yet pedi-
atric residents across the country remain insufficiently pre-
pared to address these concerns in clinical practice. The new
ACGME requirement for a structured mental health rotation
for pediatric residents represents a long-awaited and neces-
sary step towards equipping pediatricians with the skills and
confidence to assess and manage the most common issues
encountered in primary care and specialty practice.

Hasbro Children’s and the Brown Pediatric Residency
Program are uniquely positioned to develop a model clini-
cal rotation due to the institution’s longstanding history of
integrated medicine-psychiatry training and patient care,
including the Triple Board training program and the Divi-
sion of Pediatric Med-Psych. Engaging faculty and trainees
who are accustomed to navigating both medical and psy-
chiatric frameworks supported the design of a curriculum
that is realistic, feasible, and aligned with the day-to-day
clinical responsibilities of pediatricians. This collaboration
also helped to ensure that didactic materials addressed when
pediatric management is appropriate, and when additional
resources or specialized care are warranted. Additionally,
developing the curriculum with a blend of interdisciplin-
ary faculty members and Triple Board residents supported
the creation of educational materials tailored to skills that
are both practical and lasting across inpatient and ambu-
latory settings. Residents highlighted increased comfort
with routine expectations, such as inpatient night coverage,
and valued opportunities to practice navigating difficult
conversations with patients and families.
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Data from the first year of implementation suggests that
the required rotation was well received. Residents who
completed evaluations found the experiences meaningful
and applicable to their practice. Pre- and post-curriculum
surveys indicated notable improvements in knowledge and
comfort related to assessing, diagnosing and treating com-
mon mental health conditions, including anxiety, depres-
sion, suicide, and ADHD. Importantly, many of these gains
persisted at six months, though interpretation is limited by
the small response sample.

Limitations and future directions

Implementing the rotation presented several logistical
challenges. Clinical learning environments frequently host
multiple trainees from a range of disciplines, including psy-
chology, child and adult psychiatry, and medical students,
making placement difficult at times. Securing sufficient
pediatric psychiatry faculty preceptors was also challenging,
and prior work suggests that pediatric trainees prefer to learn
from their own pediatric supervisors.® As resident exposure
to mental health content continues to expand, parallel
investment in faculty development will be critical to ensure
that continuity clinic preceptors feel confident and comfort-
able when supervising MBH care. An additional limitation
to this study is the small sample size which limits gener-
alizability of the data. Future directions include enhancing
training in mental health competencies, strengthening res-
ident evaluation and feedback processes, including survey
responses, as well as increasing opportunities for direct
patient care across settings.

While our results indicated improved self-efficacy in men-
tal health competencies in a small sample of residents, this
does not necessarily translate to improved patient outcomes.
Future research should examine patient level outcomes such
as improved mental health screening scale scores over time,
or qualitative data related to patient and family percep-
tion of mental health care delivery in the resident primary
care clinic.

CONCLUSION

In summary, building on a longstanding tradition of inte-
grated med-psych training and patient care, Brown Univer-
sity Health and Hasbro Children’s successfully implemented
the new required mental health rotation for pediatric train-
ees starting in July 2024. The rotation was well-received
by trainees and led to modest improvements in residents’
mental and behavioral health skills across common pediat-
ric conditions. Looking ahead, key areas for growth include
expanding opportunities for direct patient care throughout
training, strengthening faculty development, and establish-
ing standard evaluation processes to more effectively assess
competency progression.

BEHAVIORAL HEALTH
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‘Guy Stuff’: Male Adolescents and Their Physicians

Gather Around the Dinner Table

LYNAE CONYERS, MD

I had committed to saying “no” more often—no to more
projects, meetings and demands on my time. I was well into
my second year of residency but, despite having survived
internship year, the promised relief was not yet manifest.
I was deeply tired and fighting to keep hold of the sense of
purpose that had once felt so certain in medicine. “Find joy
in the journey” is one of my life mantras. Yet, to be perfectly
honest, at that point I was gritting my teeth and (barely) sur-
viving. So when one of my preceptors asked if I wanted to
be involved in meeting weekly with a group of young men
from our clinic to explore and consider how best to address
their psychosocial concerns with a focus on mentoring,
I took a deep breath and...agreed. What can I say? Old habits
die hard.

We began an eight-week series of meetings with a group of
young urban men under the generous support of the Arnold
P. Gold Foundation. The project, which we fondly named
“Guy Stuff,” brought together trainees and a group of male
at-risk teens and young adults from our Medicine-Pediatrics
(“Med-Peds”) residency clinic, with the goals of improving
understanding of the complex psychosocial needs of this
population, and exploring a variety of mentoring models
with them, including group and peer mentoring. As the
faculty leader who conceived of the project tells the story,
the idea was born out of a patient visit with a teenage boy
she had taken care of since birth. He walked in, gave her
a big hug, and then proceeded to tell her about his recent
activities which, if discovered, could have landed him in
jail. This got her thinking about ways to build on the trust-
ing relationship many of these young men had with their
physicians in order to help them navigate common adoles-
cent hurdles in ways that are not possible during typical
well-adolescent visits.

The group consisted of five trainees (three Med-Peds
residents, one Pediatrics resident and one Child Psychiatry
fellow); two faculty leaders (a primary care Med-Peds physi-
cian and a child and adult psychologist); and 10 male clinic
patients rangingin age from 14-22 years. We met together for
eight consecutive weeks, with each session lasting just over
three hours. The first two hours involved the whole group,
and the final hour consisted of trainees and faculty to debrief
and plan. We began each session by eating a homemade
dinner together. As the weeks passed, we were delighted
to observe some youths arriving early, so they could help

%977 2096

prepare the meal. Each gathering was devoted to a different
topic, and after dinner we began group discussions and activ-
ities. Topics included peer pressure, emotions, relationships,
gender, sexuality and contraception, substance use, and
non-violence and conflict resolution. During the relation-
ship session, an improvisation actor helped us explore verbal
and non-verbal communication. A physician with extensive
experience caring for LGBTQ+ youth and adults led small
group discussions during the gender and sexuality night. For
the session on non-violence, a local community leader from
the Institute for the Practice and Study of Nonviolence,
who had been incarcerated for gun violence, taught conflict-
resolution techniques, and cautioned against the lure of
gangs. For the evening on substances, we “flipped” the class-
room, and trainees asked the young men about the presence,
use, and role of marijuana in their communities and schools;
this model aimed to demonstrate that youths can mentor
people older than themselves. Activities included painting
self-portraits on tiles at the first and final meeting, as part of
a mural project in our clinic, and baking apple calzones and
cranberry bread. We dedicated our final session, just before
Thanksgiving, to debriefing the group’s experience and eat-
ing Thanksgiving dinner together, complete with turkey,
mashed potatoes, and gravy.

Iinitially joined the group because of an interest in explor-
ing ways primary care practitioners can engage patients
outside of standard office visits. I also thought it would be
valuable to learn something more about a population I find
to be a somewhat enigmatic, namely teenage boys. I wasn’t
sure what to expect. Would the guys show up? Would they
participate? However, the Guy Stuff group far exceeded my
expectations. Remarkably, all 10 young men completed the
group, with a 95% show rate. Attendance for trainees was
challenging, given competing work responsibilities, includ-
ing duty hours and scheduled vacations. I participated in
seven of the eight meetings, and overall, the trainees had a
72.5% attendance rate. During our time together, there was a
unique and valuable exchange of information. We taught the
guys about topics we believed were pertinent to their health
and wellbeing, and they taught us how to be better doctors
for them by offering a window into their lives, and showing
us that patients can mentor their physicians. They opened
up about their challenges, fears, hopes, and the people and
issues important to them. I especially relished talking with
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the guys around the dinner table, outside of the structured
programming. Several of them expressed that they usually
ate alone or had never had “family dinner.” 1 believe it sent
a powerful message to them that their doctors cared enough
about them to spend time with them in the evening, eat-
ing, talking, and exploring difficult topics. As we debriefed
at the end, the guys stated that the group had helped them
imagine a wider range of potential mentors, including their
own doctors. Other comments included, “I feel like I gained
more confidence to voice my opinion,” and, “[It is easier] to
talk to others about my life and see things from a different
point of view.” Other young men stated they had learned
about “patience,” “life-learning skills,” and “to control my
anger.” One youth stated, “This has been one of the best
experiences of my life.”

I came away from the group more empathic and better
equipped to care for this population. Not only that, I can
also say with certainty that this endeavor reminded me of
the power of primary care, of establishing long-lasting, trust-
ing relationships, and of being concerned with the entirety
of a patient’s life. There is no question that the work is com-
plex and the challenges many. But I am grateful for the men-
tor who invited me along on this project, and opened my
eyes to the value and enjoyment of seeking creative ways for
physicians to engage and connect with our patients. Perhaps
the antidote to burnout in primary care isn’t learning to say
“no” more often, but rather learning to lean in, create new
models and systems where the old ones are lacking, and per-
haps even occasionally trade in our checklists and computer
screens for a paintbrush or a home-cooked meal shared with
patients around a dinner table.
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