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Presenter
Presentation Notes
Required slide. Please completeGood afternoon and welcome!Today, my colleagues, as well as myself, will present an overview of our long-term mental health program, called the ‘Bio-psychosocial Assessment Program’ (BAP), which is a mental health program in an outpatient pediatric infectious diseases clinic at NYU Langone Medical Center, in NYC under Ryan White program development.Before we begin, may I ask how many of you in the audience are program developers, clinicians, administrators, managers in outpatient clinics?
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Outline of Presentation 

• Background of bio-psychosocial needs of HIV-
infected youth 

• Objectives 
• Bio-psychosocial Assessment Program (BAP) 
• Results 
• Summary 
• Conclusions 
• Questions and Answers 
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Presenter
Presentation Notes
To discuss the evolution of an outpatient mental health program in a pediatric infectious diseases clinic



Background 
• Developmental, biological, psychological challenges compete with HIV-infected 

youth’s: 
• Desire for autonomy 
• Independence 
• Concrete thinking 
• Self-efficacy 

• Mental health difficulties 
     • increase during adolescence and young adulthood 
• Contributes to poorer medication adherence, sexual and substance use behaviors, 

and adverse mental health outcomes1 

• Guidelines for the care of HIV-infected individuals include annual mental health 
screens2 

 

1. Nichols, Bethel, Garvie et al., 2013 
2. New York State Aids Institute, 2012 
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Refs:Nichols, S. L., Bethel, J., Garvie, P. A., Patton, D. E., Thornton, S., Kapogiannis, B. G., ... & Woods, S. P. (2013). Neurocognitive functioning in antiretroviral therapy–naïve youth with behaviorally acquired human immunodeficiency virus. Journal of Adolescent Health, 53(6), 763-771.Mental Health Screening: A Quick Reference Guide for HIV Primary Care Clinicians, New York State Department of Health, AIDS Institute, 2012.



Objectives 

In Perinatally Acquired HIV Youth: 
 

1.  Describe a Bio-psychosocial Assessment Program 
 

2. To identify mental health needs of HIV-infected youth 
in an outpatient clinic 
 

3. Identify differences between the use of structured 
assessments versus clinical diagnostic approaches 
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These are the objectives of the presentation



Bio-psychosocial Assessment Program 
(BAP) 
Ryan White funded empirically guided, tailored mental 
health assessment and referral program, providing 
comprehensive mental health screenings: 

 
• Youth ages 6-24 years 
• 4 components to complete annual assessment 
• Data collection began in 2008 in the Pediatric 

Infectious Diseases Clinic at NYU/Bellevue Hospital 
Center, New York, NY 

• NYU – IRB approved – R#: 06-959 
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JL - The BAP was launched in June 2008 and originated out of the New York State AIDS Institute’s Initiatives for youth with HIV/AIDS, and mental health indicators.  “Developmental readiness” (Weiner et al., 2009) – postulates that youth need to achieve certain developmental milestones, prior to reaching young adulthood; to help them manage their changing health care needs.HIV-infected youth transition to adulthood  – face new challenges:Psychologists – In preparation for youth’s developmental readiness – psychologists help youth identify and execute personal, career and vocational goalsNavigate interpersonal relationships, for a better sense of selfAdherence challenges continuesSexual health psychoeducation to help with intimate relationships re: disclosure /family planningCareer and vocational assessments are offeredAs youth mature, their psychological, biological and psychological needs are changing; requiring a more transitional-based mental health approach to care.



BAP Goals 
Goals achieved by: 
1. Evaluating the youth’s cognitive, emotional, academic 

functioning, sexual risk behavior, and substance use 
 

2. Providing tailored treatment and mental health referrals to 
address identified problems 
 

3. Offering feedback sessions covering the youth’s diagnosis, 
treatment recommendations, and academic performance to 
youth/caregivers, following the assessments 

 
7 



BAP Implementation 
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Presentation Notes
This next slide provides a synopsis of the BAP implementation.  I will briefly walk you through each of the phases:Phase I – entails the patient enrollment (recruitment and referrals) – we approached patients and caregivers and provided youth-friendly brochures describing the program.Phase II – entails the measures administered, which include standardized measures. At Visit 1, we conducted a clinical interview (obtaining pp and dx); Visit 2, we conducted a cognitive screen to obtain a FSIQ etc. (WASI), as well as an achievement screen (WRAT-3) identifying estimated grade level; Visit 3, is the ACASI interview (Assisted Computer Self-Interview), where we selected the following measures for depression (BDI/CDI); Anxiety (MASC/BAI); Sex Risk (# of partners in the last 3 mo.); Substance Use (frequency and type); and Social Support fx (MOS). Finally, we analyzed the results and provided feedback to the youth and/or caregiver on their DSM-IV dx, recommendations for treatment and/or referrals, as well as provided feedback to the treatment team, consisting of physicians, social workers, nurses and child life therapists.



Procedures 

• Annual Assessments 
 Semi-structured clinical interviews were conducted 
 Psychosocial data was collected via ACASI  
 Feedback sessions included the results and treatment 

recommendations: 
 need for individual psychotherapy,  
 social skills group,  
 psychopharmacology intervention,  
 school remediation,  
• vocational & career preparation,  
• referral for social work services etc. 
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ACASI – Audio Computer Assisted Self-Interview



Results:  
Table 1. Demographics of Enrolled Youth (n=98) 
Age 
 

Range = 8-33 
 

Mean = 22.65 
 

SD = 4.16 
 

N % 

HIV Status Infected 100 

Gender Female 55 45 
Gender Male 66 55 
Ethnicity African American 56 46 
Ethnicity Hispanic 56 46 
Ethnicity White 6 5 
Ethnicity Native 

American/Other 
3 2 
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Presentation Notes
Now, I’d like to orient you to the demographics of our cohort. First, the mean age is 22.65 years with a SD of 4.16 years. HIV status – is self-explanatory. (27% non-infected youth)Gender – the split between females and males is fairly even – slightly more malesEthnicity – African American and Hispanic make up about 92% of the enrolled BAP patients and White and Native Amer.  Make up the rest.



Table 2. Completed BAP (n=98) 

Year 
 

N 
 

% 
 

1 71 72 
2 41 42 
3 23 23 
4 10 10 
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Presentation Notes
This slide illustrates the number of participants who completed all components of the BAP by year. As you can see, as the years progressed, the number of youth completing the entire BAP (components 1 -4), declined.Year 1 – to Year 2 – a 57% decrease in availability to complete all components of the BAPYear 2 – Year 3 – a 56% decrease in youth’s availability to complete all components of the BAPYear 3  - Year 4 – a 43% decreaseThis can be attributed to various factors:As the cohort ages (developmentally), their needs become different, and it’s harder to retain and engage youth in not only mental health services, but also medical, social work, psychiatry and other needed services, to maintain their health care needsSchool/college work challenges compete with their availability to schedule 3-4 visitsTime constraints with family, home/housing (contextual issues)Lack of monetary incentives to incentivize youth’s engagement



Table 3. Participant Status (2016) 

Variable N % 

Still active 56 57.1 
Moved out of 
state 13 13.3 

Lost to Care 24 24.5 

Deceased 5 5.1 

Total 98 100 
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Presentation Notes
This slide is self-explanatory – 42 participants or 42.9% of participants withdrew from the BAP, for the above reasons. Leaving just over half of the cohort still involved with the BAP.



Table 4. 
Cognitive and Achievement Functioning - Year 1 
Measure Infected 

Mean 
Percentile Rank 

WASI IQ Estimate (n=93) 88.3 (n=69) 21st 

   Verbal Estimate (n=92) 89.8 (n=68) 23rd  

   Performance Estimate (n=92) 89.5 (n=68) 23rd  

WRAT Reading (n=86) 91.0 (n=66) 27th  
WRAT Math (n=86) 83.2 (n=66) 18th  
WRAT Spelling (n=86)  87.7 (n=66) 19th  
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Presentation Notes
One of the unique contributions of the BAP is assessing the cognitive and academic functioning of our youth. The measures allow us to compare our youth to the general population. The mean in the general population is 100 and SD is 15 pointsSo, looking at this table, I will review the WASI Full Scale IQ estimate, which is the shortened form of the Full IQ test, as well as Verbal and Performance IQ, and math and spelling achievement scores. The average score range for the WASI, is usually 90 – 110.WASI Full Scale IQ Estimate: mean = 88.3, which is in the Low-average range, and at the 21st percentile WRAT Reading: If we look at the means of the infected youth, it is 91.0, which is in the Low-average range, at the 27th percentile. WRAT math: mean = 83.2  which is in the lower end of the Low-average range. These scores are still lower than the general population.In sum, the scores across all three years, produced similar trends, with no significant differences across years.N.B. Estimated IQ - Wechsler Abbreviated Scale of Intelligence (WASI, PsychCorp, 1999). The WASI is used to obtain an IQ estimate and is a widely-used brief, reliable measure of intelligence for individuals ages 6 to 89. Scores on the WASI range from 50 to 160, with a mean of 100.  FSIQ score of less than 70 is considered suggestive of cognitive delays (ie, less than 2 SDs). The measure is comprised on four subtests from the longer intelligence scale and demonstrates strong psychometric properties. Estimated reading, math, spelling skills - Wide Range Achievement Test Third Edition (WRAT-III, Wilkinson, 1993). The WRAT-III is a commonly-used screen for academic achievement with scores ranging from 45 to 155 that has a mean score of 100. The WRAT-III was selected due to its brief administration time and strong psychometric properties.



Table 5. 
Psychosocial Trends – Year 1 
Variables Mean SD Range 
Depression 
BDI 

8.7 9.0 0-33 

Anxiety 
MASC (exclude BAI) 

45.5 10.3 27-70 

Sex Risk 
Total # partners 

2.3 10.4 *0-60 

Substance use  
Current # using 

.1 .4 0-2 

Social Support 3.7 1.0 1-5 
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Table 5 illustrates the psychosocial trends for year 1.BDI - Total score on Beck Depression Inventory0 -13 (minimal range)14-19 – mild20-28 – moderate29-63 – severeMASC – AnxietyTotal Score on Beck Anxiety Inventory/�Total Score on Multidimensional Anxiety�Scale for Children - Average – 45-55  =T scoresRange for MASC is below 30  - Above 70 (Very much below average to very much above average)Sex Risk - using standardized questionnaires adapted from a large multi-site study funded by Center for Disease Control (CDC, Adolescent Impact).No. of sex partners in the past year; age of first sexual intercourse (anal/vaginal); frequency of condom use with main/non-main partner  * means one person endorsed having at least 60 partners in her lifetimeSubstance use - Drug use ever (Y/N); No of drugs used in past 3 months 	Social Support – measure used was the Modified Medical Outcomes Survey (Sherbourne & Steward, 1991) – MOS SF- 36 This brief, self-administered Social Support Survey instrument was developed for patients in the Medical Outcomes Study (MOS), a two-year study of patients with chronic conditions. It is easy to administer to chronically ill patients, and the items are short, simple, and easy to understand. It may also be appropriate for use with other populations.- The MOS was used to assess social support and consists of 4 subscales using a 5-point Likert scale that is summed and then averaged. Scores range from 1.0 to 5.0, with a score below 2.5 considered clinically significant. Although there is limited evidence on psychometrics for use with minority youths, the measure has been shown to be reliable and valid in adult populations. - Subscales – Mean score on 4 subscales: Emotional Support; Tangible Support; Affectionate Support; Positive Social Interaction Emotional support (expression of positive affect), informational support (offering of advice), affection (love and affection), tangible support (behavioral or material assistance) and positive social interaction (availability of other people to do fun things).[Ref: The M0S Social Support Survey. Soc Sci Med. Vol.32, No. 6, pp. 705-714, 1991).



Bar Graph - Primary Diagnoses 
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Presentation Notes
Now, I will present numbers on the 98 BAP patients. Looking at this slide, we looked at numbers of broad DSMIV primary diagnoses categories on Axis I. Only patients completing visit 1 (clinical interview) were included.The four top diagnoses were:17  met criteria for an Depression Disorder; 14 met criteria for a Anxiety Disorder; 38  for Adjustment Disorder10 with Disruptive Behavior Disorder, which includes ADHD, ODD, and CD.Across the remaining other 3 years, the percent distribution of diagnoses remained stable.



Table 6. 
Depression and Anxiety Measures vs. Clinical Assessment  

Year Number  of inconsistent 
responses 

Percentage (%) 

1 35 76 
2 14 66 
3 11 65 
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Presentation Notes
Year 1 – means that youth were not endorsing clinical depression/anxiety symptoms (under-reported) or minimized their symptoms, when in fact they had met diagnostic criteria (DSM-V) for their symptoms.Year 1 -76% (35/46) youths’ responses were inconsistent with the clinician’s diagnostic impression*, when compared with youth’s self-reportYear 2 – 66% (14/21) were again inconsistent with clinician’s diagnostic impressionYear 3 – 65% (11/17) were inconsistent with clinician’s diagnostic impression



Table 7. Revision of the BAP 
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Variable Original BAP  
(2008 – 2013) 

Revised BAP  
(2014 - 2016) 

Clinical Interview 
- Demographic & Medical  History 
- Family Functioning 
- DSM-Diagnosis 
- Medication Assessment 
- Sleep/Appetite 
- SI/HI 

 
X 
X 
X 
X 
X 
X 

 
X 
X 
X 
X 
X 
X 

Cognitive & Achievement Screen 
- WASI 
- WRAT 

 
X 
X 

 
X 
- 

Psychosocial Measures 
- Depression , Anxiety, PTSD 
- Substance Use 
- Vocational 

 
X 
X 
- 

 
X 
X 
X 

Presenter
Presentation Notes
This next slide shows that the BAP was revised in 2014,  to address the lag in participation The revisions based on the New York State Department of Health /AIDS Institute's – ‘Mental Health Screening: A Quick Reference Guide for HIV Primary Care Clinicians’, 2012.The revisions resulted in:Shortened BAP – approximately 30 – 40’ Some things remained the same:Clinical interviewCognitive & Achievement screenerWASI-II, WRAT-4 & other supplemental tests (i.e., full WAIS, or memory test – WMS)Psychosocial MeasuresFeedback



Summary Results 

•  Cognitive and Psychosocial Measures are stable over 
time 
 

•  Cognitive and Psychosocial Measures do not meet 
criteria for clinical significance 
 

• Multiple choice measures of depression and anxiety 
less sensitive than clinician assessment in this 
population 
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Psychosocial measures include –  Depression/Anxiety; ETOT, substance use, MOSCognitive screeners – WASI/WRAT – IQ and achievement measures are known to be stable over time with this population.Clinically – Youth did not endorse clinical symptoms of depression/anxiety and denied/minimized their symptoms during clinical interview. Youth did not meet clinical threshold for symptomatology of depression



Conclusions 
• Hard to retain youth in a clinical mental health program over 

time 
• Structured tests not always sensitive in identifying cognitive & 

psychosocial problems 
• Traditional IQ measures not sensitive in this clinical HIV-infected 

population 
• Clinical assessment  needed to continue to supplement 

traditional test results.  
• Need to identify the utility of more focused neuro-cognitive 

measures 
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Neuro-cognitive measures may include:Cognitive Function Screening Tools, such as ‘Int’l HIV Dementia Scale (IHDS) - addresses Motor Speed, Psychomotor Speed, Memory Recall – as per NYS AIDS Institute (2012)
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Treatment as a result of the BAP 

• ? 98 participants received mental health treatment 
from 2008 – 2013 as a result of their participation in 
the BAP 

• Treatment included individual psychotherapy to 
address their needs 

• 95 participants received mental health services or 
treatment from 2014 – 2016, which included 
individual psychotherapy 
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