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PRACTICUM MANUAL

GPE:  PEDIATRIC-PSYCHOLOGY PARTNERSHIP FOR ABUSE PREVENTION

Overview   

The practicum component of the Pediatric-Psychology Partnership for Abuse Prevention provides the opportunity for clinical psychology students to experience the interrelatedness between physical and mental health, to learn how to practice in a health care setting, and to deliver health services to an underserved population (women and their children affected by intimate partner violence) in a culturally competent fashion.    

IPV screenings are conducted by psychology-resident pairs within the context of the standard pediatric health care visit, and address the importance of mothers’ emotional and physical health for their children’s well-being.

University Pediatrics

The practicum site is at University Pediatrics, an ambulatory pediatric clinic on the first floor of Cardinal Glennon Children’s Hospital, located at 1465 S. Grand Blvd.  University Pediatrics is a training site for Saint Louis University medical students and residents (see Appendix A for details about medical education).  First- through third-year pediatric residents are trained in morning and afternoon clinics, supervised by one of the attending physicians in the University Pediatrics Academic service (see Appendix B for a list of pediatric residents).  Dr. Fete is director of the academic training component of the residency, with Drs. Sallee and Naseer the primary pediatricians who are involved with the grant project and practicum setting.

Patients served are predominantly African American (80%)and generally low socioeconomic status (80% Medicaid), with a large percentage of single mothers and teenage mothers.  Patients typically present with their children for behavior and school-related problems, prematurity, poor nutrition and failure to thrive, and asthma.  

Clinical Psychology IPV practicum students typically spend four-five hours per week on site in the pediatric clinic. A clinical psychology supervisor is on site for consultation.  Clinical trainees and project supervisors wear nametags that identify them as part of the “Child and Family Safety Project”.   Afternoon pediatric clinics are held from approximately 12:30 to 5:00 pm.  

Behavioral Consultation Model:  Training in Primary Behavioral Health Care

Entering a medical culture
The clinic is fast-paced. Be aware that physicians value speed and clear-cut suggestions; they simply do not have the time for lengthy discussion and deliberation.  Trainees need to be proactive (rather than wait for someone to direct you); for example, if you’re not paying attention, the physician or pediatric resident may go into the examination room without you.  

Medical settings tend to be formal and hierarchical.  Physicians and residents most often address each other by their title of “Dr.”, although pediatric settings are sometimes less formal.  The status of the doctors is indicated by the length of the white coats they wear: long coats for the residents and physicians, and short coats for medical students.  Again, in pediatric settings, there may be less formality, with few physicians or residents wearing their white coats, although medical students typically wear their short coats.

Behavioral Consultation Model

A disproportionate number of pediatric health care visits involve some type of behavioral health need.  Our project will offer you exposure to the integration of behavioral health interventions within the context of primary care pediatric visits.  For this project, the main behavioral health intervention will be the assessment of IPV and safety planning according to the guidelines set forth by the American Academy of Pediatrics (see Appendix C).  However, IPV assessment and intervention is intended to serve as a template for behavioral health integration and intervention, more generally.  Therefore, other behavioral health services may be developed and offered over the course of your practicum placement.  These integrated visits will be conducted within both well- (a comprehensive pre-planned visit for infants, children, and adolescents to evaluate their overall health and functioning) and sick- (a focused visit for infants, children and adolescents to evaluate a presenting illness) child appointments.  

Providing behavioral consultation is a different from the traditional model of psychological services.  You do not simply do what you would normally do within a psychotherapy appointment, more quickly.  Rather, this model comprises a shift in paradigm.  

First, to reduce stigma, you are in the clinic as a behavioral health consultant (not a therapist, psychologist, or a psychological trainee).  You are serving as a consultant to the medical providers and to the patients within the clinic.  In terms of your preparation and training, the Integrated Clinical Team (ICT) with accompany didactics and PBL cases will provide you with theoretical and knowledge-based underpinnings related to pediatrics, children’s development, dynamics and sequelae of IPV within adults and children, and interfacing with multiple disciplines.  You are prepared for this experience!  However, you should also expect to learn allot within the context of the practicum.  You are not expected to know everything on the spot.  As a consultant, there are times that you may need to consult with your peers, the residents, or others for further information.  

Second, you need to be attentive to time management and not be overly reliant on lengthy relationship building strategies.  With some practice, you will become adept at building rapport with patients quickly.  It is likely that you will see families more than once over the course of the practicum.  

Third, your job is to efficiently assess and triage patient concerns.  You should then identify the main or functionally central concern and provide “bite-sized” recommendations.  Your recommendations may be also augmented with a patient handout.  We will be discussing these strategies within the context of the ICT and on the practicum site.  See Dobmeyer, Rowan, Etherage and Wilson (2003) for more information (To be provided on team).  

Dobmeyer, A. C., Rowan, A. B., Etherage R. R., & Wilson, R. J.  (2003).  Training psychology interns in primary behavioral health care.  Professional Psychology:  Research and Practice, 34 (6), 586-594.

Role and Expectations of Clinical Psychology Trainee

As a behavioral health consultant (BHC) you are a member of the University Pediatrics (UPEDS) healthcare team who assists the attending pediatricians and residents in managing the overall health of their patients.  The overall goal is to enhance the health of the children and adolescents in UPEDS by improving preventive services and timely identification of behavioral health needs.  To achieve this end, you will use an intervention model that fits the demands of UPEDS, not traditional mental health, and dovetails with the attending pediatricians’ and residents’ existing behaviors to make them more deliberate, consistent, and effective.  More specifically, your goals are to help improve the recognition, treatment, and management of psychosocial and behavioral problems and conditions in their patients while offering assistance/education to the patients’ families in the management process.  

The philosophy of care are that: maladaptive behaviors are learned and maintained by various external and/or internal rewards; many maladaptive behaviors result from skill deficits; and direct behavior change is the most powerful form of human learning. Consequently, consultative interventions focus on helping patients and their families replace maladaptive behaviors with adaptive ones, providing skill training through psychoeducation and patient-education strategies, and developing specific behavior change plans that fit the fast work pace of UPEDS (Adapted from the USAF Primary Behavioral Health Care Services Practice Manual, March 2002).

BHC visits are brief interventions (15-30 minutes), simple, bite-sized, and provided in UPEDS.  Structure them so that the patient and their families view your meeting as a routine, primary care service.  The pediatrician is your primary “customer” and remains the patients’ overall health care manager.  Therefore, you have a responsibility to communicate back to the attending physicians or residents.

Role and Expectations of Clinical Psychology Supervisor

As your supervisor, either Dr. Weaver or Dr. Pye will provide on-site supervision as a BHC.  We will be available to you also in a consultant role as the expectation is that you will be the lead agent when interacting both with the attending physicians and the residents.  As supervisors we will ensure that “process” information is communicated and disseminated.  More specifically, we will explain the overriding goals and how we plan to implement or address those goals.  We are available to help assist or facilitate you in your role as BHC.  We will be available for weekly “debriefing” meetings to discuss the Clinic and address any changes or improvements.

Well Child Visits versus Sick Child Visits

It is somewhat easier or more natural to conduct the safety screenings in the context of a well child visit as opposed to a sick child visit.  However, both can be accomplished with professionalism when we are savvy.  The safety screenings can be viewed as part of the typical safety checks or anticipatory guidance the pediatricians use to follow their patients’ development.  To make a seamless transition to IPV safety questions as part of a well child visit you might say, “We’re also concerned about the environment and mother’s health as they can impact the infant/child.  Also we know that when moms are safe, then their babies/children are also safe. Have you been hit, kicked, punched…”

It may feel awkward to do these screenings during a sick child visit.  Based on the nature of the infant/child’s illness it could be best not to conduct the screening.  However, the safety screening can be made to appear routine in all visits.  Also, keep in mind that many families experiencing IPV are inconsistent in their scheduling and attendance at primary care appointments.  Therefore, the sick-child visit may be your only chance!  Consider, “I’m sure your baby’s/child’s (chief complaint) has caused great concern and may be a current stressor for you.  We are routinely asking all mother’s about their safety, which is also a concern.  We know that when moms are dealing with stress well and are safe, then their children are also safe.  Have you been hit, kicked, punched…”   

Procedures
Clinical trainees and project supervisors wear nametags that identify them as part of the “Child and Family Safety Project”.  

Upon entering the clinic, be sure to check in with your clinical supervisor.  The clerks and nurses assign patients to rooms, so you can track the location of particular families in the exam rooms.  Screenings are normally conducted in exam suites B and C, with the attending physician and clinical supervisor using the C corridor conference room.  

Pair up with one of the pediatric residents (a medical student may also accompany the resident).  This pairing provides the opportunity for interdisciplinary learning:  psychology students can see how medical professionals approach patient care, and pediatric residents can learn how to conduct IPV screenings.  

IPV Screening

Monitor the waiting room to see when new families arrive, and whether a woman is there with a man (sometimes husband, boyfriend, father, older sons).  For safety reasons, screenings are not conducted if the man accompanies the mother to the exam room; otherwise all women are screened.  

Use a screener form (located in the GPE office) to record the visit.

When a patient is called, go into the examination room with the resident.  When the physician has completed the “anticipatory guidance” part of his/her work-up, the psychology trainee briefly assesses the mother for the presence of IPV (see Appendix D).  There are two different protocols, depending on whether the woman says that she has experienced IPV. After the screening, hand the mother a Resource Card that you briefly review with her.  Safety planning is provided for all mothers, regardless of whether they endorse IPV.  The total time for the screening and safety planning varies, but most are conducted within 5 minutes.  

After leaving the exam room, record the woman’s responses on the screener form.  If she acknowledged IPV, be sure to make notes related to when the IPV occurred (current, in the past) and who was the perpetrator.  (Return the form to the GPE office for later data entry.)

Children

Children older than two years old are supervised in the waiting room or an adjacent exam room while the mother is discussing safety and IPV.  When these older children are present, recruit another psychology trainee to watch them while you conduct the screening with their mother.   

Competencies

Competencies to be developed from the practicum experience include abilities to:

· Identify the physical and emotional sequelae associated with IPV in adults and children (including children who witness IPV)

· Articulate how these patients present in a primary care pediatric setting

· Assess for current and lifetime IPV

· Consult with other disciplines (e.g., medicine) regarding IPV symptoms and treatment

· Consult with other disciplines on other pediatric health issues

· Make appropriate referrals 

· Consider legal and ethical issues involved in diagnosis, referral and treatment

· Develop an individual safety plan.

· Become adept at interfacing with physicians and allied health professionals

Appendix

Appendix A

Parking 

Park is available behind the hospital.  Take Park St. West for the parking entrance.

Physician Training

Medical School

Students enter medical school after completing standard four-year undergraduate programs in accredited colleges or universities. In medical school (four years), study focuses on the basic sciences (anatomy, biochemistry, physiology, pharmacology, etc.) as well as behavioral sciences for the first two years.  In the junior/third year, students begin their clinical rotations in hospitals and clinics, working with experienced physicians and exploring a wide variety of medical specialties (family practice, internal medicine, obstetrics, pediatrics, surgery, etc.). Completion of medical school earns students a doctor of medicine degree (MD).   

Some physicians in the US choose to become doctors of osteopathy (DO). Similar to MD degrees, students receive osteopathic degrees after four years of study at osteopathic colleges. Osteopathic training emphasizes traditional diagnostic and therapeutic procedures, as well as the relationship of body systems and holistic patient care.

Years Since Medical School

The number of years since medical school indicates how long a physician has been practicing medicine since graduation, including residency training and any further training. The length of training varies from specialty to specialty. For instance, Pediatric, Internal Medicine and Family Practice physicians are required to train for three years, whereas Thoracic Surgeons are required to train for at least seven years.

Residency is training that takes place after graduating from medical school. Residencies are usually organized through a university medical school where the physician practices in a local hospital. The physician receives professional training under the supervision of senior physician educators. The length of training varies from specialty to specialty. The first year of post-graduate residency training after medical school is referred to as an "internship."

Residency demonstrates that the physician completed the training and received the knowledge necessary to practice his or her specialty. The physician must complete residency training to obtain a license to practice medicine as an MD or DO.  

Chief Residents are individuals who have completed their residency and are invited to stay on at their residency site for a one year appointment to help coordinate the residents and act as a liaison to the faculty.  They are usually considered faculty of the pediatric dept for that year.

Fellowship Training

A fellowship is further training concentrating in a subspecialty based on the physician's original specialty. For instance, after completing a residency in Pediatrics, a physician may choose to complete a fellowship in Pediatric Cardiology. To become board certified in a subspecialty, a physician must complete fellowship training.

Fellowship training is not a necessity to practice medicine, or a particular specialty, but demonstrates that the physician trained extensively in the specialty. If you are seeking a highly qualified physician in a certain specialty, such as Pediatric Cardiology, fellowship training is a desirable qualification.



Adapted from Mary Mike Cradock, Ph.D.

Appendix B
	Pediatric residents  
Pediatric PL-1’s (Interns)
Samiya Ahmad, MD
Michelle Boykin, MD
Maria Carrillo Marquez, MD
Scott Keller, MD
Kristi Kinder, DO
Sejal Mehta, MD
Ellen Nicastro, MD
Jenna Putzel, MD
Shalini Rajasekaran, DO 
Molly Rouse, MD 
Joshua Smith, MD
Shana Vore, MD
Courtnay Wild, MD 
	 Pediatric PL-2’s 

Matthew Broom, MD 
Erica Dickerson, MD 
Julie Farris, DO 
Ashley Fernandes, MD 
Jason Kesselring, MD
Gene LaBarge, MD 
Steve Liao, MD
Kevin Ponciroli, MD 
Daniel Schlesinger, MD 
Lori Roberts, MD 
Mary Shaughnessy, MD 
Christopher Suhre, MD
Matthew Weidman, MD

	Pediatric PL-3s 

Kaashif Ahmad, MD 
Christy Armbruster, MD 
Michelle Broetzman, MD 
Elyra Figueroa, MD 
Kathy Lehman, MD 
Joshua Noe, MD 
Janette Powers, MD 
Suchitra Rondla, MD 
Amy Schuepbach, MD 
Aundria Speropoulos, MD 
Sthorn Thatayatikom, MD 
Kimberly Twyman, MD 
Michael Zahra, MD 
	


Pediatricians 

	Timothy J. Fete, MD, MPH
Professor in Pediatrics
Director, Division of General Academic Pediatrics :

	
	

	Board Certified: 

	
	Pediatrics

	Medical College: 

	
	Washington University School of Medicine-St. Louis

	Residency: 

	
	St. Louis Children's Hospital

	Fellowship:

	
	Ambulatory Pediatrics, St. Louis Children's Hospital 

	Masters Degree:

	
	Public Health at Saint Louis University 

	Shahida R. Naseer, MD
Associate Professor in Pediatrics:

	
	

	Board Certified: 

	
	Pediatrics

	Medical College: 

	
	Dow Medical College, Karachi, Pakistan

	Residency: 

	
	Saint Louis University School of Medicine
Cardinal Glennon Children's Hospital

	Heidi M. Sallee, MD
Assistant Professor in Pediatrics 

	
	

	Board Certified: 

	
	Pediatrics

	Medical College: 

	
	Saint Louis University School of Medicine

	Residency: 

	
	Saint Louis University School of Medicine
Cardinal Glennon Children's Hospital


Appendix C
Screening Guidelines for Intimate Partner Violence (IPV) in a Pediatric Clinic

An estimated 3.3 to 10.0 million children witness Intimate Partner Violence (IPV) annually in the United States (Zink & Jacobson, 2003).  Children exposed to violence may have a negative impact on their physical, emotional, psychological and cognitive development, as well as academic performance and overall adaptive functioning.  Further, these children are at increased risk for physical and sexual abuse, behavioral problems such as acting out, withdrawal, aggressiveness, and disrespect towards their mother (Holtrop et al., 2004, Zink & Jacobson, 2003).  

In addition, children exposed to intimate partner violence are more likely to suffer from posttraumatic stress disorder, poor self-esteem, greater risk for substance abuse, and may engage in abusive behaviors with intimate partners once they reach adulthood  (Holtrop et al., 2004, Zink & Jacobson, 2003). In 1998, the American Academy of Pediatrics recommended screening for IPV as part of anticipatory guidance at the well child exam and at other visits when there is suspicion about abuse in the home (American academy of Pediatrics, Committee on Child Abuse and Neglect, 1998).  Specific screening times time points are as follows:

	Type of Visit
	Who To Screen
	When to Screen

	New Born
	Female Caregiver
	At postpartum visit

	New Patient
	Female Caregiver & Adolescent
	At first visit

	Well Child (Child)
	Female Caregiver
	At 2, 6, 12 months, then yearly

	Well Child
	Adolescent
	Yearly

	Prenatal
	Adolescent Mother
	Once per trimester

	Mental Health
	Female Caregiver & Adolescent
	At initial visit

	Emergency
	Female Caregiver & Adolescent
	At every visit

	Other visits
	Female Caregiver & Adolescent
	Whenever there are indicators or a change in the caregiver’s significant other


Guidelines for IPV screening:
· Pediatricians should inform all women that routine questions regarding IPV will be asked of all the families, unless male partners, or older children accompanying them are present.
· Pediatricians should introduce the topic in a way that assures her that the conversation is confidential, the problem is acknowledged, other resources for help are accessible, and her wishes about further disclosure or referral will be respected. 

· Pediatricians should talk to the woman alone, away from the possible abuser and her children.
· Pediatricians should intervene in a sensitive skillful manner that maximizes the safety of women and children.
· Pediatricians should perform IPV screenings in the presence of children < 3 years of age.
· Pediatricians should not perform IPV screenings in the presence of older children (e.g., > 3 years of age).

· Pediatricians should perform IPV screenings only if the woman could be asked privately, or if the screening could be handed to her (questionnaire style) so that she could complete it herself.
· Pediatricians should attempt to recognize evidence of family or IPV in the office setting, though recognize that there are no sensitive and specific indicators.
· Pediatricians who suspects that family violence is occurring or who recognize signs of possible inflicted injury should try to deal with the issue as soon as possible, preferably with the family in the office.
· If a woman disclose IPV, it is important to ask her perception of safety for herself and her children whether suicide or homicide is at risk.
· Pediatricians should support local and national multidisciplinary efforts to recognize, treat and prevent family intimate partner violence.
Appendix D
IPV Screening Protocol 

Procedure

(Female parent/guardian is alone or with a child 2yrs or under)

· Accompany female caregiver (and child) into the visit

· Before the end of the visit ask the following questions:

Screening Script

We are conducting safety screenings with all moms within this clinic who are coming in with children two years of age and under.  

When moms are being physically hurt or threatened, we know that this can impact the health and well-being of them and their children.  
Within the past year, have you been hit, slapped, kicked, or otherwise physically hurt by someone?

If YES:  

Thank you for letting me know.  Who has hurt you in this way?

 (Husband Ex-husband Boyfriend Stranger  Other)

If NO:

Thank you.

Safety Planning Script

If Mom endorses IPV:

There are resources that can be helpful to moms in your situation. I would like to discuss some things that you may already be doing or may want to consider doing to improve your safety as well as some available resources within the community.

Review the following strategies (referring to the wallet-size participant card):

A person in this situation needs to consider where they might go if they were to want to leave.

Whether leaving or staying, helpful preparations can include:

Hide Money

Hide extra set of house keys and car keys

Establish secret code with family and friends, so they could be secretly contacted if there was danger

If violence occurs while still at home, 

Ask neighbor to call police if violence begins

Remove weapons before violence begins

Review existing community resources on card

Thank you for your time and let us know if you have further questions related to your safety.  We want you to know that University Pediatrics is a place for you to talk about your personal safety
If Mom does NOT endorse IPV:

I’m very glad to hear that you are not currently experiencing these safety issues.  We know that women’s safety is often threatened in these ways.  It is so common that frequently we know a friend, neighbor, or family member who is having these experiences.  There are resources that can be helpful to women in these situations. Very briefly, I would like to mention some things that you could share should you know someone in this situation.

Review the following strategies (referring to the wallet-size participant card):

A person in this situation needs to consider where they might go if they were to want to leave.

Whether leaving or staying, helpful preparations can include:

Hide Money

Hide extra set of house keys and car keys

Establish secret code with family and friends, so they could be secretly contacted if there was danger

If violence occurs while still at home, 

Ask neighbor to call police if violence begins

Remove weapons before violence begins

Review existing community resources on card

Thank you for your time and let us know if you have further questions related to these safety issues.  
1. “Script” for screening for IPV


a. if woman responds that she has experienced IPV


b. if woman responds that she has not experienced IPV

2.  Cards with safety tips on one side and resources for help on the other
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