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PRESIDENT’S MESSAGE
Dear AADCAP Members:
Winter is here, and it is hard to believe that the Holiday Season is behind us again and we
are beginning the year 2020. I was personally so pleased to greet many of you at the Dessert
Reception at the Hyatt on Thursday October 17 during AACAP’s Annual Meeting in Chicago,
and to see so many of the Child & Adolescent Psychiatry Division Directors in attendance.
The Annual Meeting of AACAP always provides a wonderful opportunity to meet with
colleagues and to learn from distinguished speakers on a wide range of important topics. The
program was very rich and offered a wide range of institutes, workshops, symposia, breakfasts,
posters and plenary talks. We are grateful to Rich Martini, MD, AADCAP President-Elect, for
organizing, chairing and presenting a successful and stimulating symposium at AACAP devoted
to issues related to the member survey conducted last year. In addition, Rich presented his
survey findings at our Annual Meeting in Deer Valley, providing an important effort to appreciate the needs of AADCAP
members in order to guide the future direction of AADCAP. David Axelson, MD, David DeMaso, MD & Tami Benton,
MD each gave valuable presentations related to the challenges we face in our role as Division Directors. We hope to
continue to have such presentations at future AACAP meetings, including the 2020 meeting in San Francisco.
While we are immersed in recruitment of our incoming class of residents in child & adolescent psychiatry for July
1, 2020, we can look ahead to AADCAP’s Annual Meeting, on April 2 - 4, 2020 at the Hyatt Regency Washington on
Capitol Hill in Washington, DC. We are grateful to Earl Magee for always helping to organize our annual meetings in
an exemplary fashion. I am very pleased that Mike Sorter, MD is serving as the Program Chair of the April meeting. I
encourage each of you to attend this meeting and to consider participating in AACAP’s Legislative Conference together
with AACAP on Capitol Hill.
The upcoming meeting in April is devoted to helping Child & Adolescent Psychiatry Division Directors do their job
well—the AADCAP mission. The meeting is a very valuable opportunity to make connections with colleagues, learn
from one another and to learn from our invited speakers. We are excited to announce that Nora Volkow, MD, Director
of NIDA, has agreed to speak at our meeting on April 2. We are grateful to Jim Harris, MD for inviting Dr. Volkow.
The Emeritus Committee (co-chaired by Jim Harris, MD & Paramjit Joshi, MD) are working on development issues for
AADCAP. The Administrative (co-chaired by David Axelson, MD & Felicity Adams, MD), Education (co-chaired by
Sandra Sexson, MD & Sheila Marcus, MD), Clinical (co-chaired by Mike Sorter, MD & Bob Chayer, MD) & Research
(co-chaired by Charley Zeanah, MD & Judith Crowell, MD) Committees will each invite speakers devoted to an aspect
of the theme focused on helping Child Division Directors do their jobs better. Once again, Marty Drell, MD & I will
present the New Division Directors Roundtable, as well as a session on “Program Consultations” to offer a discussion
of issues raised by members for discussion. This will include a Member Forum entitled: “What would you tell your
younger self as a Child & Adolescent Psychiatry Division Director?” We encourage you to invite a colleague as a guest
to attend the meeting, as this is an excellent way to nurture the faculty development of the future leaders of AADCAP.
During the Spring 2020, we will be electing the next President-Elect of AADCAP, and I ask you to look for information
about this via email. I look forward to a meaningful and productive meeting in April in DC. I hope to see each of you
there.
Wishing you and your families a Happy & Healthy 2020!
Victor Fornari, MD, MS

President
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EDITOR’S COLUMN

Painful Meanderings on the Differences Between
Child and General Psychiatry
M a n y
years ago ,
someone at
a
meeting
a s k e d
what
the
difference
between
adult
and
Marty Drell, MD c h i l d
psychiatry
was. I was not sure what I thought
was the correct answer, and was
loathe to answer, lest it was a
trick question. I prevaricated
and let the questioner answer his
own question, which he seemed
burning to do. “The difference,”
he proclaimed, “was a belief in
development.” I thought it was
a very good answer!

overmedication of children,
especially
young
children.
So I don’t think the use of
medications are an adequate
answer, as child psychiatrists
seem, in this regard, to be more
like and not less like general
psychiatry.

While thinking this through,
I
couldn’t
stop
thinking
of
Stephen Sharfstein’s
oft quoted remark that the
“Biopsychosocial
Model”
seems to have been replaced
by the “bio bio bio model.”
Perhaps, the answer is that
general psychiatry focuses more
on biology than child psychiatry,
but surely no modern child
psychiatrist would disavow the
importance of biology in this
Over the past decades, I have age of neuroscience, brain scans,
returned every once and a while medications, and genomics.
to this question. The last time
After more discussions with
I thought about this, I was
myself, I ended up doing an
absolutely sure the differences
uncomfortable “flip flop” and
between general and child
wondered if the differences
psychiatry were widening,
between general and child
leading to the sense of different
psychiatry were not widening
tribes. As I approach the subject
but were actually narrowing.
now, the question remains a
This led me to envisioning
valid one, but deciding what
a time when one would ask
constitutes
the
difference
what the difference between
seems harder for me to answer.
general and child psychiatry
One of the differences I had
are and the answer would be
thought about in the past
“none.” This did not seem
was the use of medications
right to me! Perhaps, I have
by general psychiatrists, but
been blinded and biased by
child psychiatry has embraced
my anger at the general demise
medicines so fully that we are
of psychotherapy training in
often portrayed by the public as
general psychiatry, which I have
“pill pushers”. The news speaks
written and talked about over
daily of polypharmacy and the
5

the years. Could it be that I am
a victim of “assortative mating”
in that most of my professional
friends are “therapy enthusiasts”
who reinforce my unconscious
and conscious biases towards
training in psychotherapy. If
I lift my blinders, isn’t it the
reality that child psychiatry is
following general psychiatry
in its de-emphasis on training
in psychotherapy and that that
difference seems gone also,
much to my dismay. I ask
myself over and over why would
general or child psychiatry
knowingly narrow their scope
of practice?
Returning to the original
question,
I
then
wonder
whether child psychiatry was
also losing its traditional focus
on development. My “therapy
enthusiast” friends surely agree
with this and frequently ask
me, “Does anyone read Mahler
anymore, or what happened to
the psychosexual stages, you
know, like oral, anal, oedipal,
latency, adolescence, or the
psychosocial stages of Erik
Erikson?” Have these been lost
to civilization like the art of
embalming that was perfected
by the Egyptians?
At this point, I found myself
becoming anxious and then
defensively flippant. I repeat,
with hyperbolic distain, a
frequent remark of mine that the
“newer generations” do indeed
have a sense of development:
(continued on page 14)

AADCAP’s 55th Annual Meeting
April 2-4, 2020
HYATT REGENCY WASHINGTON ON CAPITOL HILL
400 New Jersey Avenue NW, Washington, DC 20001

The 55th Annual Meeting of the
American Association of Directors
of Child and Adolescent Psychiatry
(AADCAP) will be held from April
2-4, 2020 at the Hyatt Regency
Washington on Capitol Hill. The
meeting will be held in conjunction
AACAP’ 2020 Legislative
Conference.
Preceding the meeting, AADCAP

will hold from 9:00 a.m. to 12:00
p.m. its annual New Division
Directors Roundtable (NDDR)
primarily for new heads of child
and adolescent psychiatry with
three years or less experience.
AADCAP’s Business Meeting
will take place from 1:00 - 2:00
p.m. This meeting, primarily for
AADCAP members, includes
6

officers’ reports, announcements,
and reports from allied
organizations such as AACAP,
JAACAP, APA, and AADPRT.
The program officially kicks
off at 2:00 p.m. with the Clinical
Symposium, School-based Mental
Health, featuring Jeff Bostic, MD.
Following this, the Administration
Symposium, Navigating the

Waters Between the Departments
of Psychiatry and Pediatrics, with
Administration Committee CoChairs Felicity Adams-Vanke,
MD and David Axelson, MD.
Once again, AADCAP will
feature the session, Program
Consultations, with Marty Drell,
MD and Rich Martini, MD who
will field questions from members.
Members can submit anonymous
questions in advance at http://www.
aadcap.org/Survey.aspx that will be
answered during this session.

MD will will be discussing he new
models for child and adotlescent
psychiatry training debated at
AADPRT’s meeting in March.
The second half of the Education
Symposium features Dr. Martini
who will be presenting on
education statistics from the 2020
member survey then expanding to
an overview, Discussion of 2020
Member Survey Results. He will
also be talk about the submission to
AACAP for a member forum during
its fall meeting.

should entail, “How do we help
division chiefs do their do their jobs
better?” We asked members to join
a committee to provide feedback
on topics in the four committee
areas--administration,
clinical
affairs, research, and training
and education. With these topics,
AADCAP hopes to draw more
members to the meeting to learn
and share their thoughts/ideas. We
invite all members to attend the
meeting and bring a colleague.

Christopher Thomas, MD will
give a report from ABPN.
On Saturday, April 4, Drs. John
Walkup, Helen Egger, MD, and
Felicity Adams-Vanke, MD will
present Creating a Culture of
Scholarship during the Research
Symposium.
This year’s Member Forum, What
would you tell your younger self as
a division chief? will be moderated
by Virginia Q. Anthony.
AADCAP will also hold its annual
committee meeting discussions that
all members are welcome to provide
their feedback on 2021 symposia
topics.
Lastly, the Emertius
Committee will meet at 5:45 p.m.
Nora Volkow, MD
on April 3. Join Co-Chairs James
Our keynote speaker this year is
Harris, MD and Paramjit Joshi, MD
Nora Volkow, MD, the Director along with Bennett Leventhal, MD
of the National Institute on Drug and other Emeritus members in a
Abuse (NIDA).
To view Dr. lively discussion about committee
Volkow’s biography, please visit: projects.
https://www.drugabuse.gov/aboutThe Executive and Program
nida/directors-page/biography-drCommtitees
discussed at great
nora-volkow.
length how to design the meeting
Training Directors’ Discussion on in order to meet member needs
Alternative Pathways, the Education and interests. They determined
Symposium,
features
Sandra that as an organization for division
Sexson, MD and Erica Shoemaker, chief, the topics of the sessions
7

AADCAP Annual
Dessert Reception
October 22, 2020
(tentative)
Hilton San Francisco
Union Square
333 O’Farrell Street
San Francisco, CA 941024
(in conjunction with
AACAP ‘s Annual Meeting)

AADCAP COMMITTEES
Clinical Affairs
Committee Report

Co-chaired by Michael Sorter, MD
and Robert Chayer, MD

In
keeping
with the theme
of our 2020
Annual meeting
regarding
critical issues,
appeal
was
put out to the
membership
to seek those
who
wanted
to
provide
input regarding
important issues
in
clinical
care in our
departments.
A number of
individuals responded and we
arranged a conference call on
September 12 to begin our planning
process. On the call were Committee
Co-Chairs Mike Sorter, MD and
Bob Chayer, MD along with Drs.
John Diamond, Justin Mohatt, Rao
Gogineni, and Chandra Cullen.
We discussed several topics
as potential presentations for the
spring meeting.
1. Quality improvement in
patient care, looking at system
wide approaches,
2. Leadership
development
(thought to be perhaps more of
a topic for the Administrative
Committee)
3. Overcoming

challenges

in

consultation liaison psychiatry based Mental Health Committee.
4. Expanding access to care
for inpatient, outpatient and
intermediate care levels and
how to advocate for service
expansion

Following this input, an invitation
was made to Dr Jeff Bostic to speak
to the group on implementation and
best practices related to schoolbased services who has graciously
5. Approaches to improving accepted.
reimbursement for services
Jeff Bostic, MD, EdD, is a
(this included looking at member of the child psychiatry
Medicaid
reimbursement faculty at Georgetown University
and also how to improve Hospital and is active in their
contracting)
intake clinic, DC MAP consultation
6. Looking at novel programs
to address urgent care
matters with rapid access
and disposition models (there
was some concern that some
aspects of this were covered
in recent presentation from
2017 from Dr. Jenny Havens)
7. Development of intermediate
levels of care such as
intensive outpatient and
partial hospitalization
8. School based programming
9. Residential treatment
clinical outcomes

and

10. How to improve academic
tracks for faculty with
heightened clinical demand
and need for academic
productivity
After discussing more detailed
points of each of the topics, it
appeared that most of the group’s
energy focused on school based
mental
health
programming.
Committee
members
made
suggestions related to potential
speakers and assistance was
sought from Dr Shashank Joshi
, Co-Chair of AACAP’s School8

program to primary care clinicians,
and consultation to local DC
schools. He remains affiliated with
Harvard/Mass General Hospital,
where he was the Director of School
Psychiatry from 1997-2016. Dr.
Bostic is active on the AACAP
Committees for Schools and for
Continuing Medical Education, and
an assistant editor of JAACAP. He
received his MD and doctorate in
education at Texas Tech University,
psychiatry training at Timberlawn/
UT Southwestern-Dallas, and
child psychiatry training at the
Harvard MGH/McLean program.
His clinical and research interests
include school consultation and
enhancing mental health, police
training to improve child/adolescent
interactions, and sports psychiatry.
We are looking forward to Dr
Bostic’s presentation and hope you
will join us at the annual meeting
further explore this topic and
share the experiences of your own
programs in this clinical area.
Should you have feedback or
other ideas for future meetings,
please contact committee Drs. Mike
Sorter or Bob Chayer.

AADCAP COMMITTES
Research Committee Report

Co-chaired by Judith Crowell, MD and Charley Zeanah, MD

The Research Committee is
very much looking forward to our
portion of the AADCAP program
this spring. Our speakers will be
Felicity Adams, John Walkup,
and Helen Egger. In keeping with

the proposed topic of the overall
meeting, they will each discuss
their thoughts and program for
developing and maintaining
a scholarly environment in a
division of Child and Adolescent
Psychiatry. This is not an easy
task as clinical and administrative
demands may easily overwhelm
scholarship. The speakers come
from programs of differing
size with differing resources,
so they will speak not only
about research, but also other

scholarly activities. Of course,
educating trainees in this area
is a mandate of the ACGME,
but we are especially hoping
they will address helping junior
faculty as their promotions are
dependent on scholarly work as
well as teaching and community
service. We anticipate that their
ideas will spark discussion from
other division directors on ways
in which they have tackled this
task.

AADCAP President meets with the
Association of Professors of Child
& Adolescent Psychiatry of Canada
by Victor Fornari, MD

I was invited
by
Laurence
Katz,
MD
(President of the
Association) to
meet with the
members of the
Association of
Professors
of
Child and Adolescent Psychiatry
of Canada, who are the Canadian
equivalent of AADCAP. There are
16 Heads of Child and Adolescent
Psychiatry in Canada that are
members and they meet annually
as part of the Annual Meeting of
the Canadian Academy of Child
and Adolescent Psychiatry. On

September 14, 2019, in Quebec
City, I presented some remarks and
then led an open discussion with
the members about the issues most
pressing to them
The discussion focused on
recruitment, workforce shortages,
mentoring junior faculty and
supportive an academic career. We
reviewed various collaborative Care
Models, and how to obtain more
information about them. Several
of the members do participate in
AADCAP, and many attend the
Annual Meeting of AACAP. We
discussed opportunities for future
collaboration, and encouraged
continued dialogue.
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Laurence Katz, MD, President,
Association of Professors of Child and
Adolescent Psychiatry of Canada

October 15, 2019: AADCAP’s Member Forum at
the AACAP Annual Meeting
by D. Richard Martini, MD

A A D A P
sponsored
a
Member Forum at
the AACAP 2019
annual meeting
entitled “Current
Challenges and
New Directions
for Child and
Adolescent
Psychiatry Programs: A Review
by the American Association of
directors of Child and Adolescent
Psychiatry.” The session took place
on the afternoon of October 15th
and was well attended. The format
of the presentation was based on
the survey of AADCAP members
distributed in February 2019, and
provided an opportunity to discuss
issues that are particularly relevant
to the clinical, administrative, and
academic challenges faced by child
and adolescent psychiatry divisions
and departments.
AADCAP
received 37 surveys, nearly a 30%
response rate, from Directors
across the country, whose tenure
ranged from 6 months to 26 years
with an average of 9.5 years in the
position. The size of the programs
broke evenly into three groups
based on number of faculty: 60 to
greater than 100, 15 to 40, and 14
or less. Seventy-three percent of the
respondents have an academic rank
of Professor. The Member Forum
presenters were Dr. David Axelson,
Chief of Psychiatry and Medical
Director of Behavioral Health at
Nationwide Children’s Hospital,
and Chief of Child & Adolescent
Psychiatry at The Ohio State
University Wexner Medical Center;
Dr. Tami Benton, Psychiatrist-inChief and Chair, Department of
Child and Adolescent Psychiatry
and Behavioral Sciences, The
Children’s Hospital of Philadelphia,
Perelman School of Medicine at

the University of Pennsylvania; Dr.
Michael Sorter, Director, Division
of Child & Adolescent Psychiatry,
Cincinnati Children’s Hospital,
University of Cincinnati; and Dr.
David DeMaso, Psychiatrist-inChief and Leon Eisenberg Chair
in Psychiatry,
Department of
Psychiatry, Boston Children’s
Hospital, Harvard Medical School.
Dr. Victor Fornari, President of the
American Association of Directors
of Child and Adolescent Psychiatry
and Vice Chair, Child & Adolescent
Psychiatry, Director, Division of
Child & Adolescent Psychiatry,
The Zucker Hillside Hospital &
Cohen’s Children’s Medical Center,
Donald & Barbara Zucker School
of Medicine at Hofstra/Northwell
participated in the discussion.
The survey noted that 63%
of the Directors believe that
reimbursement for services is poor
and 57% believe that their programs
receive insufficient funding. Dr.
David Axelson discussed revenue
generation for Divisions of Child
and Adolescent Psychiatry using the
program at Nationwide Children’s
Hospital and The Ohio State
University School of Medicine
as a model, and outlined how
the administrative and budgeting
structures
determine
revenue
generation.
Sources include
hospital and professional billing,
inpatient unit monies, grants and
philanthropy. Local government
contributes through county boards,
councils, and children’s services
including child protective services.
State and Federal Governments
can provide service grants from
agencies that address mental health
and substances abuse. These grants
often require partnerships with state
agencies and other stakeholders
in order to be viable. Divisions
must also consider the payer mix
10

and the likelihood of reasonable
reimbursement for mental health
services delivered. Dr. Axelson
recommended
that
program
leadership understand revenue flow
structure, consider service grants that
are synergistic with the program’s
mission, partner with institutionbased efforts at development
and philanthropy, advocate for
investment in child and adolescent
psychiatry with leadership including
senior administration and the Board
of Directors, and pursue new billing
codes for peer to peer consultation.
Directors were asked about current
operational challenges and the most
important issue, identified by 72%
of the respondents, was a lack of
adequate professional staff to address
clinical needs. Dr. Tami Benton
recommended increased collaboration
with mental health specialists as a
means of addressing limited access
to child and adolescent psychiatric
services. A persistent shortage of
psychiatrists will require growing
the clinical work force using medical
clinicians (APN’s, PA’s) and other
mental health professionals (LCSW’s,
PhD’s). Psychiatrists cannot continue
to be everything to everyone -and
should restructure their roles in order
to maximize their availability for
clinical situations that allow them
to practice in their areas of expertise
and to work at the “top of their
license.” Psychiatrists will need to be
better managers of broad care teams
involving non-physician professionals
that
include
psychiatrists,
psychologists (PhD/PsyD), advanced
practice nurses (APN’s/DNP’s), and
social workers (LCSW’s/MSW’s).
In order to accomplish this goal,
psychiatrists need to set clear ground
rules for collaboration between PhD’s,
LCSW’s and APN’s including and
approach to deployment, identifying
appropriate clinical and educational

leadership in each specialty, and
developing a compensation structure
that encourages mutually supportive
behavior. The relationship between
physicians and APN’s is defined
by collaborative agreements, with
the level of independence of APN’s
varying by state and institution.
Billing models for APN practice
including “incident to” rules, shared/
split service, and direct billing, require
a group model as opposed to a single
clinician model in order to provide
consistent services in the context of
what is possible in each state.
The survey identified the
recruitment and retention of
faculty as a challenge for child
and
adolescent
psychiatry
programs across the country, with
increasingly competitive markets
that make it difficult to attract and
retain medical staff as practitioners,
educators, and researchers.
Dr.
Michael Sorter approached this
issue by emphasizing career
possibilities and negotiating a job
description with the recruit that is
both productive and exciting. There
is also an acknowledgement that
the recruit must feel comfortable
and supported in the environment
through the identification of
faculty mentors, available lines of
communication, and a sense of trust
in leadership and the institution.
Yet despite these efforts, there
continue to be pitfalls for program
leadership when promises cannot be
met, an unforeseen crisis consumes
a faculty member, or hospital and
departmental administration present
challenges and potential conflicts.
Directors can address these issues by
helping faculty understand the roles
and responsibilities of leadership as
well as its limitations. Academic
faculty typically have high levels
of dissatisfaction due to a lack of
professional advancement, low
salary, little recognition for teaching
and clinical excellence, and familycareer imbalance. The result is an
escalation in burnout rates due to

a perception that the work place is
not fair and equitable and that the
priorities of the individual and the
organization are not aligned. The
stress of working with psychiatric
patients and their families who are at
times aggressive and oppositional,
increases the risk. It is important
that program leadership creates an
institutional culture and mission
that supports altruism and an
ethical approach to patient care
and career development. Directors
should acknowledge the problem
by putting in place methods for
meaningful discussion that promote
the talents of clinicians on the team.
Interventions target the individual
and provide resources that promote
resilience and self-care.
Divisions and Departments of
Child and Adolescent Psychiatry
offer clinical services within
children’s
hospitals,
provide
pediatric
consultation-liaison
services, and are involved in
collaborative care with pediatric
primary care physicians. Dr. David
DeMaso focused on the important
relationship among Departments of
Pediatrics, children’s hospitals, and
Child and Adolescent Psychiatry
Programs, and noted the growth
of behavioral health services
along with an appreciation for the
comorbidity between physical and
psychiatric illnesses. Collaborative
behavioral health care is now a
priority in primary and specialty
pediatric care settings. Hospital
administrators and their pediatric
colleagues are funding psychiatry
programs as mission critical
services.
Challenges remain,
however. Psychiatry funding is
either precarious or insufficient and
high revenue generating pediatric
specialties have a stronger voice in
decision-making. The workforce
shortage drives up the salaries of
child and adolescent psychiatrists
beyond revenue generation and
leads physicians into cash paying
private practice. Hospitals hire
11

behavioral health practitioners,
including APRN’s, who are more
affordable and dilute the role of
child and adolescent psychiatry.
AACAP encourages psychiatrists
to work at the “top of their license”
and see the sickest patients, yet there
is no difference in reimbursement
by illness severity.
Child and
adolescent psychiatry programs
typically work under Departments
of Psychiatry or Pediatrics and so
must adjust expectations based
on departmental priorities. Few
child and adolescent psychiatrists
are involved in research, limiting
our role as academic mentors and
decision makers. Despite these
challenges, there are opportunities
for child and adolescent psychiatry
programs. Children should receive
psychiatric services across a full care
continuum including primary and
subspecialty care, and this means that
child and adolescent psychiatrists
are collaborative partners with a
focus on providing care to those
children with severe psychiatric
illness. They can be advocates
for responsive child mental health
policies and involved in clinical
research and Quality Assurance/
Performance
Improvement
projects in collaboration with
other Departments. Mental health
professionals should be part of an
independent Department of Child
and Adolescent Psychiatry that
advocates for the mental health
needs of children and can recruit
and develop programming that
support those priorities.
The lively discussion that
followed created opportunities
to elaborate on the presentations
and to debate the relative merit
of new proposals. There was an
appreciation among all participants
for the critical issues now faced
by child and adolescent psychiatry
programs and for the importance of
speaking in a unified voice in order
to improve patient access and the
quality of care.

NIMH Director Dialogue with AADCAP
by James Harris, MD

to address them.
On Friday morning, April 26,
Dr. Gordon met with us for 3 hours
from 10:30 a.m. to 1:30 p.m. This
included a 45-minutes presentation
about current activities at NIMH
followed by more than 45 minutes
of dialogue and discussion about
the questions sent to him in advance
and others from the floor plus lunch
following his presentation.

Joshua Gordon, MD, PhD,
Director of NIMH, joined us at
our 54th Annual Meeting, Early
Identification of Youth at Risk,
from April 25-27, 2019 in Park
City, Utah. It was the first time an
NIMwH director has attended our
meeting. Dr. Gordon joined us to
update NIMH activities and join
in a dialogue with our academic
community. Because the meeting
was outside Washington, DC, there
was ample time for an extended
relaxed discussion with him. He
arrived on Thursday evening in
time for the opening reception and
joined us for a leisurely dinner on
Thursday to become familiar with
our organization. It was a lively
dinner discussion.
AADCAP’s Executive Committee
asked Dr. Gordon to answer
questions we posed in our invitation
about the NIMH research portfolio,
especially in regard to research
applications of developmental
neuroscience and genetics to child

psychiatric disorders and growing
concerns about youth suicide and
psychosocial outcomes research. We
requested he discuss prospects for
prioritizing support for developing
child psychiatry researchers noting
that there are few funded dedicated
post T-32 residency research
fellowships in our specialty. We
pointed out the success of the
American Academy of Child
Psychiatry Physician Scientist in
Substance Abuse K12 Award with
NIDA now in its 5th cycle and
asked about the prospects for a
future NIMH Physician Scientist
AACAP K12 Award and about new
incentives for child psychiatrists.
Finally. we asked if he saw
underutilized funding mechanisms
at the NIMH that we might consider,
he would discuss NIH medical
school loan forgiveness programs
to recruit more researchers, and his
views on challenges facing child
psychiatry research in the next 10 20 years and how might academic
child psychiatry work with NIMH
12

NIMH and the
Neurodevelopmental Perspective
In his presentation, Dr. Gordon
outlined an agenda that emphasizes
NIMH priorities beginning with a
focus on the neurodevelopmental
perspective. It focused on early
and differentiated onset of mental
disorders, exploring their roots
in neurodevelopment, examining
the impact of early onset on
developmental trajectories, and
support for early intervention to
improve outcomes. He also focused
on age of onset of disorder showing

a slide that progressively showed
developmental age of onset of
autism, ADHD, anxiety disorders,
mood disorders, schizophrenia
and substance abuse disorder. This
set the stage for further discussion
about the importance of early
diagnosis and prevention of disease
in these conditions.
Beginning with autism, he
discussed harnessing genetics
and developmental neuroscience
to inform early interventions to
establish a platform to understand
risk and resilience pathways
in development. In autism, he
discussed polygenetic genetic
risk scores, rare genetic variants
and common variants linked its
genetic complexity. To enhance
our understanding, he proposed
genome scale neurobiology. He
illustrated this approach in a
slide modeling the progression
from a penetrant risk allele to the
creation of induced pluripotent
stem cells and examination at the
cellular, molecular, anatomical, and
physiologic levels
Autism and Schizophrenia
Dr. Gordon spoke of specific
examples of NIMH support
for research in autism and
schizophrenia.
This research
focuses on neurodevelopmental
pathway research strategies focused
on genetic and environmental
risk. Research strategies focus
on understanding mechanisms
involved in brain development,
for example, how brain growth
predicts autism. The NIMH seeks
biomarkers that may prove helpful
in early intervention and better
outcomes.
For schizophrenia Dr. Gordon
spoke of the problem of psychosis,

how psychosis progresses from
premorbid
to
prodrome
to
deterioration and the need for
intervention.
He highlighted
the Recovery After an Initial
Schizophrenic Episode (RAISE)
initiative. Here the pathway from
genetic risk to disorder through
precision medicine was proposed.
He discussed the importance of
categories that include genetic
risk, brain activity, physiology
(inflammatory markers), behavior
processes anwwd life experience

social and emotional experiences,
impact cognitive development
and other outcomes. The HBLD
is a longitudinal study of brain,
cognitive behavior social and
emotional development. It focuses
on the prenatal period to ages 9 to
10 years. It is over sampled for
prenatal opiate exposure.
In the discussion that followed, Dr.
Gordon addressed questions asked
by AADCAP. Although NIMH
encourages applications from child
and adolescent psychiatry, there are
only 5 or 6 T-32 research funded
grants currently. He was familiar
with the AACAP NIDA K12 awards
and their success but indicated that
a similar approach at NIMH was
not likely but would look into it
with his staff. He encouraged new
T-32 applications and will review
obstacles we raised to developing
research careers in our programs.

Large Cohort Neurodevelopmental
Brain Studies
The NIMH supports four major
human brain connectome studies to
map neural pathways that underlie
brain functioning with the goal
of establishing a life span brain
connectome. The connectome is
a comprehensive map of neural
connections in the brain, essentially
its “wiring diagram.” It includes the
Dr. Gordon made clear that
mapping of all neural connections indeed NIMH does support
within an organism’s nervous outcomes research on psychosocial
system.
and pharmacological interventions
These are the baby connectome especially psychosocial outcomes
(ages 0-5), the developmental related to childhood adversity and
connectome (ages 5-21), the young the impact of maternal depression on
adult connectome (ages 22-35) development. While NIMH focuses
and the aging connectome (ages on neurodevelopment, he felt that
36-100). This work is in progress child psychiatry could contribute
with 500 subjects enrolled so substantially to that agenda in the
far in the baby connectome and next 10 years. Although not part of
over 1,000 enrolled in each of the his formal presentation, he expressed
others. Among them, Dr. Gordon strong NIMH support to address
highlighted the Adolescent Brain child and adolescent suicide. There
Cognitive Development Study are four current NIMH initiatives to
(ABCD) and the Heathy Brain Child detect suicide and prevent suicide
Development Study (HBLD). The in youth, address gaps in services,
ABCD is a longitudinal cohort from and to build an evidence base for
ages 9-10 (goal is to enroll 12,000) early intervention. He reconfirmed
to adulthood. It will examine the NIH Loan Repayment Programs
of how childhood experiences, (LRPs) established by Congress and
sports, videogames, social media, designed to recruit and retain highly
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qualified health professionals that
provide up $50,000 annually in debt;
awards are based on an applicant’s
potential to build and sustain a
research career. Dr. Gordon took
notes during our discussion for
areas we raised to look into in our
questions to him.
Following his presentation and
question sessions, we adjourned for
lunch to continue our discussion
until 1:30 p.m. before his 2:00
p.m. departure. It was a productive
discussion and a good start for
continued dialogue with NIMH.

Painful Meanderings (continued from page 5)
iPhone 1, 2, 3, 4, 5, 6, 7, 8, 9,
10 or DSM 1, 2, 3, 4, 4TR, and
5. In reality, few younger child
psychiatrists have ever seen
DSM I, II, or & III. I appear like
an ancient book seller as I share
with them my dusty copies of I,
II, & III to show what changes
have occurred in our field over
the past decades (“Look how
skinny they are!” “Look how
few diagnoses there are!”).
After such “flights into
flippancy,” I reestablish a
serious tone and return to
thinking about the “lack of a
developmental perspective” in
general and child psychiatry. In
my experience, when I discuss
development
with
people,
the conversation invariably
leads to whether there are any
recent “good” textbooks on
development. Does this mean
that they have not been keeping
up with this area which they
say is so important? At this
point, it is amazing how often

my contemporaries lovingly
harken back to Mel Lewis’
venerable
developmental
book. They seldom get the
title correct (Clinical Aspects
of Child Development), but
usually are able to describe the
colors on the cover (depending
on their age; orange and blue,
which is the 1981 2nd edition,
or orange and white, which is
the original 1971 paperback
edition). My personal 1971
copy got waterlogged when my
ice cooler leaked into a box of
books in my car while I moved
from my residency in Boston to
my first job at Baylor in 1979.
I personally cannot fathom
the world of child and
adolescent psychiatry or general
psychiatry without some sort
of developmental perspective
to help understand the vast
differences between infants,
preschoolers, middle childhood,
adolescents (younger and older),
transition age youth, and adults
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(younger and older). To check
my bearings, I recently asked a
general psychiatrist who works
at a mental health center what
development theories he uses.
He paused for a very long time
before responding, “I’m not
sure . . . perhaps Erikson?”
I am not a purest who
demands faithful allegiance to
the psychosexual stages. In
fact, I never felt that they were
enough to fully explain the
cases I was seeing and don’t
directly use them as much these
days. They were, however, an
academic starting point for me,
especially after David Freeman,
MD (a psychoanalyst and
general psychiatrist at Baylor)
in the 80’s, informed me that
Freud’s theories were imperfect,
but the most comprehensive
models concerning normal
development, the development
of psychopathology, and therapy
available. He fascinated me by
pointing out that these Freudian

developmental insights were
constantly being interpreted and
re-interpreted and that even the
most eloquent of formulations
did not guarantee that Freudian
therapy would “cure” the
problems identified, or even be
the treatment of choice. These
were important distinctions for
me at the time and remain so
today.
My work with infant’s
validated my problems with
the
psychosexual
stages.
Calling an infant “oral”
doesn’t help very much. To
help with this population,
I needed the assistance of
latter developmental theorists,
most of them psychoanalysts,
such as Piaget, Spitz, Emde,
Sanders, Sameroff, Mahler,
Klein, Winnicott, and the object
relation theorists.
Each of
these theorists added differing
perspectives on development,
some of which were more
useful and understandable than
the others. I sadly admit to still
struggling with the Ruth and
Pre-Ruth stages of Winnicott.
At around the same time,
in the early 80’s, I took an
ongoing interest in George
Engel’s
“developmentally
influenced
and
system’s
informed
biopsychosocial
model “as an overarching
model which seemed to
inclusively accommodate all
the theories that I read about
and juggled in my mind.
Over time, I have continued
to add new developmental
theories to Engel’s model to
better explain differing time
periods of the lifespan. To me,

these theories are like looking
at the same microscope slide
with differing powered lens.
Mahler certainly helped me
focus more in-depth and to
better figure out the toddler
period of the “anal phase.”
Similarly, there are times
when a “wider angle” lens
has proven helpful, like the
addition of the psychosocial
foci of Erik Erikson, familysystems theory, and the family
life cycle that are so helpful in
couples, parenting, and family
work.
In keeping with the best of
Engel’s model, you should
not be surprised that I have
been an advocate for the
addition of brain development
and the neurosciences to
the child training curricula.
Information on these topics
are developing apace and will
be more and more necessary
for future child psychiatrists.
Unfortunately, I have to learn
the subject matter before I can
teach it. Towards that end, I
have gone to several American
Association of Directors of
Psychiatry Residency Training
(AADPRT) Brain Institutes
that try and show how one
can teach the neurosciences.
I find it daunting! At these
institutes, I find that I am not
alone in my feelings. My
favorite “honest” presenter
on the subject of teaching
the neurosciences, at a recent
institute, said that he wasn’t
quite sure how to teach this
material in an acceptable and
digestible manner, but that we
all needed to attempt it to do
so. His advice was to “just do
it.”
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I suspect many training
programs are doing too
little with regards to the
neurosciences
and
brain
development, and some are
doing too much.
I think
often of the 3 Little Bears
and Goldilocks story. What
is the “baby bear” approach
that is “just right?” I find
the neuroscience literature
interesting. I especially love
the anecdotes that condense
years and years of pain staking
research into useable sound
bits of information. Despite
my love, I have trouble
finding how it can be helpful
with the patients I see other
than adding immeasurably
my
abilities
to
provide
fancier and more cogent
scientific psychoeducational
explanations to the people I
see in my clinical work.
Many patients and their
parents especially enjoy and can
relate to my seemingly scientific
explanations, especially when I
use “top down” and “bottoms
up” metaphors, although my
“inner” flippant, defensive self
can’t help but note that the
bottom up seems awfully like
the id, while the top down is
not unlike the ego/superego.
Am I missing something when
it seems to me that all the
brain scans always point to
the “top down” frontal lobe?
I suspect Jonathan Cole, an
early
psychopharmacologist,
thought similarly when years
ago, he humorously and
perhaps flippantly chastised
psychopharmacologists
for
chastising psychoanalysts for
explaining “everything” with the

trilogy of the id, ego, and super
ego. “After all” said Cole, “don’t
you pharmacologists explain
everything with the trilogy of
serotonin, norepinephrine, and
dopamine!”

chew gum at the same time and
force me to say which of the
two practices (psychotherapy or
pharmacology) I prefer? Can’t I
prefer “both” even if, in reality,
I prefer one treatment modality
(psychotherapy) more than the
We all start with the models
other? Is this more tribe like
we are taught and do the best
behavior?
we can with them. Hopefully,
we add to them or replace them
As the Decade of the Brain
with newer models that we
in the 90’s was initiated 29
determine more helpful in our
years ago, I know we are in a
overall clinical work.
long and slow launch sequence
I suspect that some feel that I that will definitely lead to the
do not practice what I preach. I neurosciences being more and
know that I have been accused more helpful to our patients.
by being “reactionary” due to my As this eventuates, I know
whatever
discoveries
love of therapy. Indeed, I have that
been told more than once to my are made will fit nicely into
face that I do not prescribe meds. Engel’s overarching systems
This is simply not true! In my model, which incorporates a
defensiveness, I usually direct developmental biopsychosocial
my accusers to read my “Clinical perspective. I sincerely hope
Vignettes” columns which often that the answer to the question
mention that my patients are of the difference between
prescribed medications by me. adult and child psychiatry
I then add proudly that I am a will end up being answered
State consultant to foster care as “none,” as they both
for polypharmacy and boast encompass all the best system’s
of being an “early adoptor” of informed, developmental and
information
SSRI’s. In truth, the latter act biopsychosocial
was mostly due to my anxiety and skills we have and will, in
concerning the lethality of the the future, have available to
tricyclic antidepressants that I us in pursuit of quality patient
used before SSRI’s came out. care. The acquisition of new
I love avoiding anxiety of that information and skills should
sort almost as much as I love be a “this and” and not an
being able to help my patients. “either or” proposal that favors
If my accusers persist, I then inclusiveness vs. exclusiveness.
mention that I was orchestrating It will hopefully include
chloripramine treatment for diagnosis and formulation, as
an adolescent patient of mine well as psychopharmacology
biological
treatments,
with severe OCD in the early and
80’s. At that time, the meds plus a range of therapies in its
were secured from Canada by training curricula. Meanwhile,
the family, as they were not as I will continue my learning,
and
thinking,
yet approved or distributed in questioning,
the United States. Why do my exciting and painful as these
accusers think I can’t walk and meanderings may be.
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AACAP 2020
LEGISLATIVE
CONFERENCE
The Legislative Conference,
sponsored by the American
Association
of
Child
and
Adolescent Psychiatry, takes place
at the Hyatt Regency on Capitol
Hill in Washington, DC. AACAP’s
Government Affairs team provides
you with advocacy materials and
schedules your meetings with
legislators on Capitol Hill. During
your Hill meetings, you will address
critical issues facing the specialty
and your patients.
If you are NOT planning to attend
the Legislative Conference BUT
would like to attend the conference
reception, you can sign up for it
using AADCAP’s registration form:
http://www.aadcap.org/registration.
aspx. Yes, if you already registered
for our meeting, you can complete
our registration form again and only
pay the additional $75 reception fee.
NOTE: To attend the Legislative
Conference, you MUST register
separately to participate.
TO
REGISTER, please visit: https://
www.aacap.org/Shared_Content/
Events/LCASSteps/LCASMeeting-Info.aspx.

PHOTO GALLERY
2019 AADCAP Dessert Reception
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2020 Election Candidates

PRESIDENT-ELECT:
Tami Benton, MD and John Sargent, MD

SECRETARY-TREASURER:
Judith Crowell, MD and Michael Sorter, MD
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