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Introduction
Interventional psychiatry and brain circuit therapeutics
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Why 
Interventional 
Psychiatry?
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STAR*D Trial
N =2806

2/3 still have 
symptoms 

after 3 months 
on an 

antidepressant

Probability of 
getting well 
and staying 

well drops with 
each change 

or addition



Interventional Psychiatry

?
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From circuit discovery to deployable treatment 
Our platform identifies causal therapeutic brain circuits, localizes these circuits in individual patients, and translates them into deployable neuromodulation therapies

Disease- and devise-agnostic 
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Therapies
ECT and TMS
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ECT
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“…because wherever I 
sat—on the deck of a ship 
or at a street café in Paris 
or Bangkok—I would be 
sitting under the same 
glass bell jar, stewing in my 
own sour air.”
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“All the heat and fear had 
purged itself. I felt 
surprisingly at peace. The 
bell jar hung suspended a 
few feet above my head. I 
was open to the circulating 
air.” 
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ECT Basics

• Medically induced seizure under general anesthesia

• Among the oldest, most effective, and most stigmatized 
treatments in psychiatry 

• Modify brain activity based on variables:
• Where (electrode placement) 
• When (frequency of treatments)
• How (protocol)

• APA guidelines: treatment-resistant depression, 
schizophrenia, schizoaffective disorders, catatonia

Scientific American, McLean 2019
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Modern ECT has changed more than its use has
Advances in efficacy, cognition, and relapse prevention have not translated into routine access

1.5%
of general-hospital 

inpatients with severe mood 
disorders received ECT

≈9 IN 10 U.S. hospitals did 
not offer ECT

WHAT MODERN ECT CHANGED

~10 min orientation recovery after ultra brief right-unilateral ECT

62% remission in a large multisite study of geriatric depression

6.6% vs 12.3% 30-day readmission with vs without ECT

THE BOTTLENECK IS NOT THE EVIDENCE Stigma, uneven availability, and economic/cultural/political forces 
continue to determine who receives a potentially life-altering treatment.

x
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Stigma                                               No Stigma                                               

Stigma correlates with lead placement?
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The stakes of ECT access extend beyond symptom relief
The treatment may reduce suicide and mortality, yet access can fail when a service is created, a course is delivered, or care moves outpatient.

WHY ACCESS MATTERS 1. 34% lower odds of suicide 2. 30% lower all-cause mortality odds

CAN THE SYSTEM OFFER IT?

6.4 vs 1.1
ECT practitioners per million
New England vs West/South/Central

STARTING A 
SERVICE

trained colleagues • 
institutional champion • 
physical space

CAN PATIENTS COMPLETE IT?

33.7%
received fewer than five ECT 
treatments

ONLY 0.41% of older Medicare 
beneficiaries with depression 
received ECT

CAN CARE CONTINUE?

23.8% vs 44.5%
transitioned to outpatient ECT
homeless vs domiciled beneficiaries

94% BEGAN 
INPATIENT

among homeless 
beneficiaries who 
received ECT

ACCESS IS THE PATHWAY AROUND THE PROCEDURE Workforce, space, transportation, outpatient transition, and follow-up 
determine whether potentially lifesaving treatment can be delivered.

Wilkinson et al., Psych Serv. 2021; Rhee et al., J Clin Psych. 2020; 
Wilkinson et al., Psych Q. 2021; Odermatt et al., Neurosci Appl. 2025.

x
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MST shifted the efficacy–cognition tradeoff?
Randomized, double-blind comparison with right-unilateral ultra brief ECT • 3 academic centers • 239 randomized participants

MST uses high-output magnetic stimulation to induce a therapeutic seizure with a more focal cortical electric field.

EFFICACY

Remission

MST 22.5%

RUL-UB ECT 27.8%

5.3 percentage points favored ECT

Noninferiority met against a 15-point margin; 95% CI upper bound 14.9.

COGNITIVE SAFETY

Clinically meaningful worsening of 
autobiographical memory

2.7%
MST

17.3%
RUL-UB ECT

p = .0003 Withdrawals for non-serious adverse events

3 MST  vs  12 ECT

A DISTINCT RISK–BENEFIT PROFILE Especially relevant when cognitive concerns lead patients to decline ECT

Blumberger et al. Lancet Psych 2026
x
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TMS Basics

• Focal, external stimulation via electromagnetic induction

• Modify brain activity based on variables:
• Where (brain circuits) 
• When (state dependency)
• How (protocol, coil shape)

• FDA clearance: treatment-resistant depression, “anxious 
depression,” migraine, OCD, smoking, PTSD

• FDA Breakthrough Designation: bipolar depression

Scientific American, McLean 2019
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TMS 
Effectiveness 
and Durability
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• Does TMS reduce system utilization and 
insurance costs?

• Retrospective observational analysis of 
claims data for Medicare Fee-for-Service 
(Jan 2021-Sept 2023)

• Take-home messages:
• TMS costs payers less money
• < 1% of eligible patients received TMS

NASMHPD | 45Taylor et al. J Comp Effectiveness Research, 2025



Conventional TMS Limitations

Time burden

6-8 Weeks

Target uncertainty Response Limits

Scalp-based targeting ~50% are ≥50% better
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Scalability and Non-Specific Effects
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Ethical and Legal 
Considerations
Disclaimer: I am not an ethicist or legal expert!
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Legal pathways have not kept pace with newer modalities
In involuntary settings, safeguards must prevent inappropriate treatment without making clinically indicated care unavailable

ECT

An established—though 
variable—legal pathway

•
Court authorization and substituted-
judgment processes are established in 
many jurisdictions.

•
State standards vary and may turn on 
impaired capacity, risk of harm, or other 
compelling governmental interests.

Sell v. U.S.  •  Washington v. Harper

TMS + EMERGING NEUROMODULATION

Absence of a pathway can become a barrier 

• Newer modalities (e.g., TMS, etc.) may be absent from statutes, case law, and institutional policy

• Uncertain whether these treatments can be used at all when consent capacity is impaired

• Different standards across settings (capacity, autonomy, perceived safety, etc.) 

OVERSIGHT SHOULD TRACK THE 
INTERVENTION

Safety profiles and perceived intrusiveness differ across modalities. Each modality needs a clear 
route that protects against both inappropriate use and inappropriate exclusion.
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Informed consent is a process—and a policy infrastructure
Clear information, careful capacity assessment, and consistent decision pathways are essential across voluntary and involuntary settings

A MEANINGFUL CONSENT PROCESS

1 Nature/purpose What the treatment does and 
why it is being recommended

2 Benefits/risks Common/serious adverse 
effects vs. expected benefit

3 Alternatives Other treatments and the 
risks of no treatment

4
Understanding + 
capacity

Confirm comprehension and 
ability to make decision

WHEN CAPACITY IS IMPAIRED

• Healthcare proxy or legal representative

• Guardian applying best-interest standard

• Court oversight

Honor patient preferences 
whenever possible

POLICY PRIORITIES

• Standardize consent processes

• Clarify legal pathways for all modalities

• Protect rights through oversight/review

• Educate patients and families

• Preserve access across status/setting

• Train clinicians in capacity and consent

GUIDING
PRINCIPLES

Beneficence

Provide effective care for
life-threatening illness

Respect for autonomy

Use shared decision-making
whenever possible

Least restrictive care

Match intrusiveness to
clinical need

Access is ethical

Withholding effective care
may also cause harm
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Implementation 
Considerations
Disclaimer: I am not a State Mental Health Program Director!
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Two hub models can extend expertise across the public system
Goal: concentrate expertise while extending referral, training, and continuation care across the public system

TWO VIABLE HUB MODELS

STATE HOSPITAL–LED

Internal interventional
psychiatry program
Clinical operations, staffing, 
equipment, and quality oversight

PARTNERSHIP MODEL

State hospital +
academic medical center

Shared expertise, protocols, 
training, and complex-case support

SHARED CARE PATHWAY

REFER

CMHCs + inpatient 
units

TREAT

Specialized hub care

CONTINUE

Outpatient + partial 
care

TRAINING + QUALITY OVERSIGHT Regional expertise supports referring 
clinicians and smaller facilities.

Infrastructure must fit the modality

ECT Procedural suite • anesthesia • recovery and monitoring • 
ongoing quality oversight

TMS Dedicated treatment rooms • equipment and staffing • 
scheduling capacity for repeated or accelerated courses

EMERGING Imaging integration, surgical capacity, or specialized 
monitoring—depending on the intervention

DESIGN AROUND THE FULL EPISODE Co-location and structured transitions 
improve access and continuity.
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Scaling clinical capacity and payment policy together
Expanding equipment without a trained team—or training a team without a viable payment pathway—does not create durable access.

WORKFORCE

Build a team, not just a procedural skill

Psychiatrists Residency exposure • fellowships or 
certification • continuing education • patient 
selection, safety, ethics, and longitudinal care

TMS Techs, 
RNs

Evaluation, screening, aspects of TMS 
delivery, monitoring, and follow-up—within 
state law and institutional policy

Referral 
network

Educate referring clinicians and reduce stigma so 
eligible patients reach treatment earlier.

FINANCING

Pay for the course of care—not just the procedure

Close coverage 
gaps

Reduce interstate variability in TMS and ECT 
coverage, site-of-service restrictions, and 
exclusions of newer protocols.

Modernize 
payment

Consider accelerated and targeted approaches, as 
well as bundled or episode-based payment for a 
complete treatment course.

Evaluate total
system impact

Evaluate equipment and staffing alongside 
potential reductions in hospitalization, emergency 
care, and prolonged illness.

STATE ACTION Align capital investment, workforce development, Medicaid policy, and quality oversight around a regional 
service model.
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Policy Recommendations
I zoned out – what is the take home message?
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A durable state-level strategy requires coordinated policies
Coverage alone cannot create access; policy must also build delivery capacity and a learning system.

ACCESS

Help patients reach
treatment earlier

1 Expand Medicaid coverage

Cover evidence-based ECT and TMS 
consistently; reduce step therapy that 
delays indicated care.

2 Integrate settings

Connect community, emergency, 
inpatient, crisis, step-down, 
maintenance, and follow-up care.

3 Modernize reimbursement

Create viable pathways for accelerated, 
targeted, bundled, or episode-based care 
as evidence supports them.

DELIVERY CAPACITY

Build a system 
capable
of delivering care

4 Develop regional centers

Create hubs for high-acuity care, 
referral, consultation, training, quality 
improvement, and telehealth support.

5 Invest in the workforce

Support residency, fellowship or 
certification, advanced practice roles, 
and referral education.

6 Address capital barriers

Fund equipment and facilities; support 
co-location and shared or regional 
resource models.

ACCOUNTABILITY

Make expansion 
measurable
and improvable

7 Build a learning system

Standardize outcomes and reporting across sites. Track 
utilization, outcomes, function, and cost. Support QI.

ACADEMIC PARTNERSHIPS

Support analysis and learning without 
replacing public-system autonomy
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CONCLUSION

The pyramid attracts 
attention, but access
is the real impact.

EVIDENCE
Brain circuit therapeutics can improve outcomes 
and potentially save money in severe, treatment-
resistant illness.

PATHWAYS

Regional referral and delivery networks connect 
patients to specialized care.

FOUNDATIONS

Workforce, financing, legal clarity, continuity, and 
outcomes monitoring make access sustainable.
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