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Abstract
An interprofessional approach to pediatric behavioral care is increasingly important in the care of pediatric patients, who 
present to healthcare settings with a wide variety of concerns ranging from potty training to depression. Previously, much 
of the care of these patients have focused on a narrow approach to the problem, based on the expertise of the professional 
providing care. Faculty from three disciplines: Social Work, Psychology, and Medicine collaborated to design a course for 
students from these three disciplines to collaborate in attaining three goals: (1) reinforce the importance of multidisciplinary 
collaboration, (2) share clinical techniques and skills in a simulated interprofessional setting, and (3) practice collaboration 
within interprofessional teams. We detail the course goals and design and topics covered and discuss implementation of this 
course. Suggested module content and pedagogical design are discussed, and case examples are detailed with the goal of 
encouraging the adoption of similar courses.

Keywords Interprofessional education · Pediatrics · Course design · Multidisciplinary · Training

Background

An integrated and interprofessional approach to treat-
ing pediatric behavioral health concerns in primary care 
has been associated with increased access to and quality 
of behavioral healthcare, improved behavioral health out-
comes, decreased cost to care, and strong provider satisfac-
tion (Asarnow et al., 2015; Hine et al., 2017; Walter et al., 
2019). These concerns, which range from depression to 
potty training, are incredibly common in pediatric settings 
(Polaha et al., 2011; Williams et al., 2004), but can be time 
consuming for physicians to address alone. An integrated 
approach to care is consistent with the movement toward 
Primary Care Medical Homes and efforts to achieve the 
Quadruple Aim in healthcare (Bodenheimer & Sinsky, 2014) 
of improving the patient experience, reducing costs, address-
ing the health needs of populations, and improving the job 

satisfaction of healthcare providers. Additionally, such an 
approach has the potential to address social determinants of 
health (Sokol et al., 2019).

Despite the positive potential of integrated care, many of 
the professions that may eventually provide the bulk of these 
behavioral health services do not receive in-depth training 
in treating these behavioral presentations (e.g., McMillan 
et al., 2017) and further do not receive training on work-
ing as an effective member of an interprofessional team in 
pediatrics. To address this gap in training and in response 
to a university call for novel curriculum development in 
interprofessional education, the authors (representing three 
different professions and university departments) designed 
and implemented an interprofessional course in Behavioral 
Pediatrics with students from medicine, clinical psychology, 
and clinical social work.

ETSU’s Commitment to Interprofessional 
Education

East Tennessee State University (ETSU) is a public univer-
sity located in Johnson City, Tennessee, a mid-metropolitan 
area in southern Appalachia. ETSU has a strong commit-
ment to interprofessional education (IPE), with collabora-
tion across the Academic Health Science Center Colleges of 
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Medicine, Pharmacy, Nursing, Public, Health, and Clinical 
Rehabilitative Sciences, as well as Departments of Psychol-
ogy and Social Work (Polaha et al., 2019). A state-of-the-
art Interprofessional Education Research Center (IPERC) 
houses advanced simulation labs, classrooms, research, and 
study space to support the program and is the hub that facili-
tates the university’s Interprofessional Education Program 
(IPEP), a 2-year longitudinal experience for learners. IPEP 
consists of both group-based didactic and experiential com-
ponents focused on teaching the Interprofessional Education 
Collaborative’s Core Competencies for Interprofessional 
Practice (Interprofessional Education Collaborative, 2016). 
Community clinical site experiences give students an up-
close look at real team-based care in practice.

IPEP is intended to be an introduction to team-based care 
broadly, rather than a deep dive into any particular popula-
tion or concern. Additionally, the experience focuses heav-
ily on the process of team functioning rather than teaching 
disease-specific clinical knowledge and skills. The Behav-
ioral Pediatrics course described in this paper builds on the 
tradition of interprofessional experiential learning at ETSU 
and extends the application of IPE core competencies (found 
in learning objective 3 below) to a pediatric population and 
with a focus on knowledge and skills needed to practically 
treat concerns presenting in the pediatric setting. In this way, 
the Behavioral Pediatrics course provides advanced training 
for students to apply skills learned in IPEP and builds on 
that experience.

Existing University Infrastructure

The ETSU Department of Pediatrics serves roughly 2000 
to 3000 children per month through their General Pediat-
ric division. Of patients serviced roughly 80% are insured 
through TennCare Medicaid (Polaha et al., 2018). Recog-
nizing the importance of integrated care and aligning with 
the universities IPE efforts, ETSU Pediatrics and the ETSU 
Department of Psychology established a relationship to pro-
vide Behavioral Health services using doctoral psychology 
students under the supervision of a licensed psychologist. 
This collaboration originally began in 2009 with funding 
from an American Academy of Pediatrics Catch Grant. The 
Primary Care Behavioral Health model was and continues 
to be used to ensure a team-based approach to patient care 
(Polaha et al., 2016). The Department of Social Work began 
collaboration with ETSU Pediatrics in 2014 by placing a 
foundational year graduate-level social work intern to reach 
out to families in need of community resources. In 2015, the 
relationship with social work grew to include a part-time 
Licensed Clinical Social Worker to provide both care coordi-
nation and behavioral health and to supervise undergraduate 
and graduate social work interns completing their foundation 

and clinical placements. Behavioral health and social work 
services at ETSU Pediatrics proved to be such a need that 
currently ETSU Pediatrics have a full-time Psychologist, a 
full-time master’s Level Social Worker, 2 doctoral psychol-
ogy, and 1–2 social work students who are completing field 
hours. The Behavioral Health and Resource Team (BHART) 
sees roughly 15% of unique patients at the clinic each month.

Course Creation and Enrollment

The course, Behavioral Pediatrics: A Team Based Inter-
professional Approach, was co-created by four faculty from 
three departments within ETSU: a pediatrician and a psy-
chologist (Department of Pediatrics), a psychologist (Depart-
ment of Psychology), and a doctoral-level social worker 
(Department of Social Work). This course was designed in 
response to a January 2019 call for proposals for Innova-
tors in Interprofessional Curricula that was announced by 
ETSU’s Interprofessional Education and Research Commit-
tee. The criteria required a new or re-designed IPE course 
specifically for students in health science professions needed 
to demonstrate a collaboration among departments. In addi-
tion to the stipend of $6000 shared between collaborators, 
the Interprofessional Education and Research Commit-
tee provided support by being available for questions and 
helping with curriculum design and recruitment strategies. 
This course was limited to graduate students in the fields of 
psychology, social work, and medicine since each course 
collaborator was able to navigate listing the course in their 
respective departments and because each of these depart-
ments often has students rotating in outpatient pediatrics. 
The course was cross-listed in each of the three depart-
ments and enrolled 9 Clinical Psychology doctoral students, 
4 third-year medical students, and 1 master’s level social 
work student in the spring 2020 semester. The course met for 
three hours per week for fourteen weeks. The departments 
of each collaborator, while supportive of the interprofes-
sional collaboration and course, did not adjust other teaching 
assignments. Therefore, facilitation was shared between the 
collaborators, rotating the need for presence at weekly class 
sessions. Teaching the course counted toward the collabora-
tors’ promotion and tenure criteria in the area of teaching 
innovation.

Course Content and Format

The course was developed to provide students with a broad 
understanding of how to work as part of an interprofessional 
team to assess and treat common behavioral health concerns 
presenting in pediatric primary care. Emphasis was placed on 
understanding how to intervene based on a biopsychosocial 
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perspective. Interventions to address behavioral health and 
social determinants of health were emphasized from an inte-
gration of psychological, medical, and social work perspec-
tives. The structure of the course was designed to be useful to 
students both within their discipline as well as in the practical 
care of pediatric patients. Behavioral interventions for com-
mon childhood complaints, as well as methods of teaching 
parents to alter family dynamics for the care of the patient 
were taught. Medical treatment, complications, and devel-
opmental contributions to these common presentations were 
emphasized. In addition to diagnosis-specific topics, the course 
focused on three systems of care that impact children: pri-
mary care, schools, and foster care/Department of Children’s 
Services. Strategies to address social determinants of health 
were taught with a special emphasis on how addressing these 
concerns has advantages for both providers and patients within 
an integrated outpatient clinic setting. To emphasize both the 
practical and theoretical advantages of an integrated care 
approach, teaching occurred both in traditional lecture-based 
and case-based didactic format, as well as through simulated 
patient interactions. Core competencies for interprofessional 
practice (found in learning objective 3 below) were highlighted 
during these experiential components of the course.

Course topics varied by week and are listed in Table 1, 
along with selected references that formed the core-required 
readings for each week. Course learning objectives included

1. Learn and demonstrate evidence-based assessment and 
treatment for a wide array of behavioral and develop-
mental concerns commonly found in pediatric primary 
care.

2. Learn typical/atypical development in infancy through 
adolescence and practice applying this knowledge to 
inform interventions with patients and families.

3. Apply Interprofessional Education Collaborative Core 
Competencies (values/ethics, roles/responsibilities, 
interprofessional communication, teams/teamwork) to 
behavioral pediatrics team-based assignments and stand-
ardized patient interactions.

4. Identify patients’ social determinants of health and use 
this information to develop integrated treatment plans 
and link patients and families to relevant community 
resources.

5. Practice conceptualizing cases from a biopsychosocial 
perspective.

Teaching Methods

Interactive Lectures

Four faculty members from three professions (psychology, 
social work, medicine) rotated leading lectures, which typi-
cally lasted for 60 min of the three-hour class. During this 
time, faculty presented didactic material and led class discus-
sions and reflections on assigned readings, as well as interpro-
fessional team-based clinical case solving activities.

Discussion Worksheet and Clinical Case Solving

Prior to class, students used assigned readings to respond to a 
clinical case via a discussion worksheet. Responses to those 
cases were discussed via small group interprofessional teams 
during class.

Fast Facts Reports

In order to expand exposure to behavioral pediatrics content, 
students who missed a class were required to give a five-
minute “Fast Facts” at the following class, as a part of their 
make-up work. Fast Facts topics were chosen from a list of 
behavioral pediatrics topics not already covered in the syl-
labus. Student-generated resources related to the presentation 
were made accessible via a shared drive for the whole class to 
use. Topics included coping with grief/loss, children/adoles-
cents with sexual behavior problems, school avoidance, medi-
cal procedures, diabetes, and pediatric headache.

Simulations with Standardized Patients

During nine out of the fourteen weeks, students participated 
in standardized patient (SP) encounters related to the topic of 
the week. These encounters took place in a technology-rich 
campus building dedicated to interprofessional education.

Recruitment of Standardized Patients

SPs were recruited from existing faculty and staff (and their 
children) in the department of Pediatrics. SPs were matched in 
age to the age of the prepared case presentation and pediatric 
SPs as well as their attendant caregivers were given a case to 
review (e.g., Fig. 1) and specific directions on how to present 
themselves (e.g., Fig. 2). Young children who participated 
were gifted a small bag of simple toys or art supplies of low 
monetary value as a thank-you.
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Student SP Interviews and Debriefing

Students were grouped into teams of 3–4, with at least two 
professions represented within each team. Teams inter-
viewed SPs in mock primary care exam rooms, after briefly 
reviewing a case prompt (e.g., Fig. 3). Video technology 
in the exam rooms allowed the instructors and students not 
conducting the role play to observe these patient interactions 
in real time from a debrief room. Following the standardized 
role play, the student learners would move to the debrief 
room to receive feedback from the instructors, their peers, 
and the standardized patient on their role play. One to two 
faculty members would facilitate two teams, in a structure 
provided in Table 2. A three-phase debriefing procedure 
(reaction, analysis, summary) was used, consistent with 
established interprofessional clinical debriefing models 
(Rudolph et al., 2007).

Assessment of Students

Students were assessed through a variety of modalities 
(described below) designed to capture both academic and 
contextual knowledge and clinical acumen in assisting the 
standardized patients. Students were subjectively evaluated 
on participation in the class discussion of the weekly topic. 
They were given a discussion worksheet on this topic to 
assess knowledge of the pre-reading. Students were then 
assessed by faculty observing the standardized encounter 
and given immediate feedback on their performance with the 
patient and function as a multidisciplinary team.

Student Feedback

At the completion of the course, students were provided 
with a Student Assessment of Instruction (SAI). Students 
identified the following strengths for the course: resources 
(handouts/worksheets), applied learning with standardized 
patients, and the interprofessional components. Students 
expressed finding the resources we provided for behavio-
ral topics throughout the semester very helpful and useful 
as they go into practice. One student stated, “One of the 
biggest strengths of this course was the applied learning 
aspect. I loved the fact that we were able to have standard-
ized patients (SPs) at each class. Having SPs enabled us to 
use and integrate the information that we were being taught 
in the class!”

Three areas for growth were identified by students. 
First, medical students were graded on a pass/fail system 
due to the way the course was structured in the College of 
Medicine, but psychology and social work students were 
graded on an A–F system. Some psychology students felt 
that medical students were not as invested in the course 

Sample Case Notes for SPs

Ini�al visit:Lindsey’s mother was told by a teacher that (s)he needed to see a doctor 

and get some medica�on for ADHD. (S)he has trouble staying on task in class and will 

frequently wander off to other tables and interrupt classmates while they are working. Lindsey 

will occasionally talk back to the teacher, and has trouble following direc�ons like staying in line 

to walk to other parts of the school. Lindsey has one teacher at school who teaches all the 

classes and this is a different teacher than last year.

Homework assignments o�en are not turned in, though Lindsey’s mother does insist 

that she has ensured Lindsey completes all assignments at home. She checks on this by asking 

Lindsey on a daily basis what (s)he has or hasn’t done and makes her finish all work a�er dinner 

in the living room while she catches up on the latest shows. She has talked with the teacher 

during both parent-teacher conferences this year and then at the phone call last week when 

she was told Lindsey needed medicine.

Last year Lindsey made “OK” grades in school but did tend to get in trouble “some.” 

(S)he was never suspended and passed the grade - level assessment provided by the state.

On a general daily basis, Lindsey tends to wake at 7:15 AM and don clothing. (S)he usually skips 

breakfast and gets straight into the school bus which arrives at 7:25 AM. Lindsey gets out of 

school at 2:30PM and takes the bus home, where (s)he is met by her older cousin, who watches 

her/him un�l her mother gets out of work around 6 PM. They will typically eat around 7 PM, 

and Lindsey will play video games un�l bed�me in his/her bedroom. The mother thinks Lindsey 
usually falls asleep around 11 PM though it’s hard to tell exactly because some�mes Lindsey 

leaves the TV volume in the bedroom up.

In terms of discipline, the mother generally will provide direc�on, and then use the 

coun�ng technique to gradually raise tension and threats of spanking. Usually,she will get to 

happens every hour or so during the evenings.

They did have some issues with church, and Lindsey had to drop out of the children’s 

choir a�er some issues with singing the wrong words rou�nely and interrup�ng services with 

has lots of friends.

Lindsey enjoys video games and tex�ng with friends. Favorite foods are Mountain Dew 

and pizza. Lindsey wants to be a policeman.

Review of the medical record shows Lindsey has been a healthy child. No ongoing 

medical issues. Met developmental milestones. No family history except 2 older siblings with 

ADHD and mother with depression. Height/weight within normal limit at the 10 th percen�le. 

No smok ing in the house. 3 older siblings. 3 cats, no dogs in the house. Mother and cousin are 

primary caregivers, father does not stay in touch.

Follow- up visit: Hand the treatment team the a�ached Vanderbilt forms from you and 

school. Things are going a bit be�er, if the previous team suggested these interven�ons, you 

have made them:

• Homework comple�on rates have improved. Mother and teacher are talking every 

other day.

• Teacher s�ll thinks the behavior/a�en�on problems are severe enough to warrant 

medica�on though. You agree.

• Lindsey is doing be�er with sleep hygiene and scheduled bed�me.

• Teacher is comple�ng daily report card and reinforcement system discussed at previous 

visit has been implemented with some behavioral success.

• Lindsey is exercising now a few days a week at least.

• Instead of coun�ng and spanking you are doing �me- outs. Mostly.

• Lindsey has a quiet area to do homework in and is staying on task be�er.

• You have a mee�ng scheduled with the school to discuss behavioral accommoda�ons.

• Lindsey is now drinking diet caffeine -free Mountain Dew.

• Posi�ve feedback on good behavior seems to be working OK.

• If they didn’t make those sugges�ons, you didn’t do them yet.

If the treatment team suggests medicine, ask if there are any side effects, or anything you 

should be doing to make Lindsey tolerate the medica�on be�er. Also, ask if there are any other 

behavioral things you should be doing to help with Lindsey’s behavior.

around 2-and-a-half or 2-and-three-quarters and not have to spank the child. This probably

inane commentary from the choir. Otherwise, things are going pre�y well socially, and Lindsey

Fig. 1  Sample case notes for SPs
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SP Presenta�on Notes

Instruc�ons for Lindsey’s mother

Interact with treatment team as a parent. If the team gives advice on sleeping or 

discipline at home, inform them that you are here for medicine to make her act be�er at school 

and aren’t as concerned about sleep or diet or exercise in an effort to prompt them to discuss 

the importance of behavioral consistency and lifestyle changes in the management of ADHD. 

Feel free to ad-lib. If Lindsey is disrup�ve, tell her to stop whatever (s)he is doing, and count 

slowly toward three in a very stern tone. At the follow-up visit, praise Lindsey for si�ng s�ll or 

not being disrup�ve occasionally.

Instruc�ons for Lindsey

Don’t sit s�ll. Bump your leg up and down, or tap on the table, or talk about the shoes of 

one of the treatment team or �e your shoes. Be really friendly when they enter the room. Ask 

to borrow somebody’s pen and click it open and closed rapidly un�l your mother takes it away. 

Try to interrupt the conversa�on every minute or so with a ques�on that isn’t related to the 

visit. Wander around the room once or twice. If your mother tells you to do something, ignore 

her un�l she starts coun�ng and then go back to your seat and be quiet for a minute or so.

If asked what you think the issue is at school say you get bored, or don’t understand the 

classwork, or forget to bring in your homework. If asked when you go to sleep, say it changes 

from day to day. Your favorite class is science because you like blowing up gloves like balloons. 

Your least favorite class is reading because the teacher makes everybody sit and take turns 

reading paragraphs to the class and you forget where you are in the book, and everybody 

Laughs at you. At the follow-up visit, act a li�le quieter but s�ll get distracted easily. Listen to

your mother. 

Fig. 2  SP presentation notes
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as other students due to their pass/fail grade structure. 
Second, although students benefited from the simulated 
patients, some did not feel the need to have an experien-
tial component each week. One student offered the idea 
of having an experiential class once a month and having 
1.5-h blocks during the week for didactics. Lastly, it was 
expressed that the course might be better suited for 1st- or 
2nd-year graduate students rather than students who are 
already in their clinical concentration or field placements.

Limitations and Strengths

Limitations

Pulling together students from three different colleges 
within the university, all in various places within their pro-
gram’s curriculum, presented some challenges. During the 
semester, psychology students had internship interviews 
which led to absences and medical students had to end 
the course a few weeks early due to residency interviews. 
Only one social work student registered for the course, 
which was a reflection of the challenges for social work 
students to attend rather than level of interest. Since the 
course was offered in the spring semester, it did not align 

Fig. 3  Case prompt for team to 
review prior to SP interview

Case Prompt for Team to Review Prior to SP Interview

Chart: Lindsey Smith

Chief Complaint: School problems

Problem List: O��s media (resolved), cons�pa�on (resolved), eczema, seasonal allergies

Past medical history: Healthy child

Past surgical history: None

Family history: ADHD (brother x 2)

Social history: Lives at home with mother, 3 brothers, 3 cats, no smoke exposure

NKDA

Height: 53cm (12%)

Weight: 34kg (11%)

Last BP: 99/56 (50%)

Table 2  Structure of typical SP 
session

Time Group A Group B

5 min Review case prompt with Group A and 
determine initial plan of action

Review case prompt with Group B and 
determine initial plan of action

15 min Assess SP and provide brief intervention Observe Group A
5 min Debrief with SP Observe Group A debrief
10 min Debrief as a larger group with faculty
15 min Observe Group B Assess SP and provide brief intervention
5 min Observe Group B debrief Debrief with SP
10 min Debrief as a larger group with faculty
Total: 65 min
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with full-time foundation or clinical students’ curriculum 
sequence. For social work students it would have been 
advantageous to offer the course in an online environment 
and to offer the course to bachelor-level students who were 
planning to apply to the advanced standing program to 
pursue their clinical track. Another challenge presented 
by the multidisciplinary nature of the course was barri-
ers to course offering presented by the medical school 
accreditation.

From a methodological standpoint, one significant limi-
tation was the lack of formal pre- and post-assessment of 
knowledge, student satisfaction ratings, and more extensive 
qualitative feedback from students, perhaps even including 
thematic analysis of student qualitative feedback. At the time 
of course design, our focus was on pedagogy rather than 
research methodology, but in hindsight-improved metrics 
demonstrating student progression in IPE core competen-
cies, general knowledge, and clinical skills would have been 
an asset.

Impact of COVID‑19 Pandemic

On March 12, 2020 (approximately halfway through the 
course), university administration announced a move to 
virtual classes effectively immediately, in light of the wors-
ening COVID-19 pandemic. Consequently, all meetings of 
this course following the university Spring Break were held 
via synchronous Zoom meetings. The format of the class 
proceeded much as usual; we met together for review of 
didactic material and then used the breakout room function 
on Zoom to conduct role plays with standardized patients. 
Naturally, the pivot to virtual learning presented some chal-
lenges, including instructors learning the Zoom platform and 
not being able to access on the ground facilities. However, 
the virtual learning format had benefits such as hosting guest 
speakers who may not have been able to attend otherwise 
and the Zoom platform oriented students in providing ser-
vice via telehealth which may likely be a part of their jobs 
in the future.

Strengths

We designed the Behavioral Pediatrics: A Team Based 
Interprofessional Approach course to provide students in 
medicine in their 4th year and psychology and social work 
students in the clinical years with an opportunity to increase 
their skills in addressing behavioral issues of children and 
adolescents within a team-based environment. Highlights 
of the course that proved successful included the experi-
ential component, focusing on the core competencies of 
Interprofessional Education (Interprofessional Education 
Collaborative, 2016), having a clinical, practical, and appli-
cation-based focus and providing a toolbox of resources. 

The experiential component of the course provided students 
with a chance to practice real-life roles during simulated 
patient interactions. Use of the University’s Interprofessional 
Building proved very useful because of the use of the simu-
lation rooms. The course accomplished not only introducing 
behavioral interventions but also reinforcing interventions 
and team-based approaches students may have touched on 
or learned in core course work. Many of the students in the 
course had previously completed a multidisciplinary com-
munication class and this course built upon those skills in 
addition to introducing new concepts and patient problems. 
We believe future iterations of this course could even be 
scaled up, to an extent, and incorporate learners from addi-
tional disciplines. Offering the course online may be one 
way to accomplish this. Although the course design would 
need to consider a faculty–student ratio sufficient to pro-
vide personalized feedback to students during interactions 
with standardized patients, the structure of the class could 
likely accommodate up to 30 students per faculty member, 
given judicious use of small group interactions and peer-to-
peer feedback as appropriate. Our hope is that sharing this 
experience will encourage the wider creation and adoption 
of interprofessional courses with experiential components.
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