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Section IV
SPECIAL TOPICS

Introduction
This section of the report contains six brief documents that were invited by the Back to Project Future” (BPF) 
Steering Committee. The topical areas were selected in view of their importance to the field of child and adolescent 
psychiatry (CAP) in the coming decade. The special topics and the contributing authors are listed below:

Collaboration with Primary Care in the Coming Decade – Alan Axelson, M.D.

Child Psychiatrists and Schools in the Coming Decade – Sheryl Kataoka, M.D.

Advocacy and Regional Organizations in the Coming Decade – Debra Koss, M.D.

AACAP Clinical Practice Guidelines – The Coming Decade – Heather Walter, M.D., M.P.H.

Impact of DSM-5 in the Coming Decade – Howard Liu, M.D.

Substance Abuse and Child and Adolescent Psychiatry in the Coming Decade – Kevin Gray, M.D., and 
Alessandra Kazura, M.D., co-chairs, AACAP Substance Use Disorders Committee

COLLABORATION WITH PRIMARy CARE IN THE COMING DECADE
It is the responsibility of the AACAP to use its collective resources to assess the needs of children and adolescents 
with psychiatric illnesses, as well as the capabilities of its members and the healthcare organizations where they work 
to intervene in order to mitigate the impact of these illnesses on the development and successful functioning of 
each individual. As the dynamics of society and especially the healthcare delivery system evolve, it is incumbent on 
the leadership of AACAP to harness the energy and collective intelligence of its involved membership to map the 
leading edges of change and anticipate future trends. AACAP also has the responsibility to advocate for changes that 
are best for children and their access to psychiatric treatment. In addition, it needs to consider the impact on current 
AACAP members and, especially, future members; and where appropriate enhance these interests.

Concepts that at face value would seem to clearly benefit children, when implemented through the vagaries of the 
current healthcare system, may have unintended negative outcomes. This is the challenge as we work to develop 
effective models to work collaboratively with pediatricians.

Child and adolescent psychiatrists (CAPs) and pediatricians have a long tradition of cooperative working 
relationships. Some AACAP members trained as pediatricians before specializing in CAP, formalizing the bridge 
between pediatrics and CAP through certification in a Triple Board Program or certification in CAP after training 
in pediatrics through the recently developed “pediatric portal.” Many strong CAP training programs share roots 
with pediatric residency programs and major children’s hospitals. While some settings continue the tradition of close 
collaboration that originated in shared training, other practice settings lead to more separate patterns of practice, 
with pediatricians, depending on their personal experience and interest, being more or less involved in treating the 
psychiatric disorders of their primary care patients.

The current more focused emphasis on the integration of specialty psychiatric practice and adult primary care has 
been in response to research documenting inadequate treatment of depression and other psychiatric illnesses in the 
primary care setting, and the impact of these illnesses on the outcome and cost of treating a wide range of diseases in 
adults including diabetes and cardiovascular disease (Oxman and Dietrich 2005). Programs, such as the DIAMOND 
project in Minnesota and IMPACT at the University of Washington (DIAMOND; IMPACT; Unützer et al. 2002), 
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focusing on mental health issues involving senior citizens that bring the services of mental health professionals, care 
managers and psychiatrists as consultants into primary care group practices, have demonstrated sufficient strength 
in better functional outcome and improved cost management to gain Centers for Medicare and Medicaid Services 
support through Innovation Grants to test how the programs can be implemented in a range of practice settings and 
be supported by the necessary financial incentives that would encourage widespread adoption.

Rather than being initiated by research and demonstration projects, the initiative for the integration of pediatric 
primary care and CAP services has been generated by the leadership groups of the American Academy of Pediatrics 
(AAP) and AACAP as they have assessed the needs of their patients, the evolving health care system, and the trends 
in their respective organizations including workforce issues.

As the AAP developed treatment protocols covering the major diagnostic categories that they treat, AAP work 
groups addressed the issues of children presenting with attention problems, depression, and anxiety. This effort was 
grant supported and CAPs participated as consultants on the work groups. The effort was not only motivated by 
pediatricians assessment of the problems presenting in their waiting rooms, but a rather unique workforce situation 
where they are projecting an increasing number of pediatricians while predicting a decrease in illness burden and 
overall rate of growth of their patient population.

AACAP has to deal with an almost opposite set of parameters. The psychiatric illness burden in children is large 
and possibly increasing to the point that it deserved special mention in the 1999 Mental Health: A Report by the 
Surgeon General. Despite concerted efforts and some success in the area of workforce development, there is no 
hope of meeting treatment demands through just an increase in CAPs. While CAPs are largely well represented in 
university-based systems, the usual perception is that CAPs are not generally accessible for pediatric referrals. This 
is further aggravated by the fact that pediatricians have high participation in health plan networks while in many 
regions CAPs avoid regular health care network participation. Six years ago, AACAP initiated an outreach program 
to the AAP inviting it to send representatives to be included as members of AACAP committees and engaging in 
a joint effort to identify administrative and financial barriers to increased collaboration between pediatricians and 
CAPs. This resulted in the March 2009 Pediatrics publication, Improving Mental Health Services in Primary Care: 
Reducing Administrative and Financial Barriers to Access and Collaboration. While broadly publicized and positively 
regarded, efforts to work with health plans to actually make the recommended changes have not yielded any 
breakthroughs. The promises of electronic medical records, electronic prescribing, sharing electronic records between 
different practice organizations, the development of patient portals, and the tracking of practice patterns and patient 
outcomes through patient registries are all innovative concepts that are far from implementation in large systems, and 
probably out of reach for community clinics and private practice settings.

Projects in collaboration and facilitated access to CAP consultation/integration of services have been successfully 
developed in Massachusetts, Washington, Pittsburgh (PA), and some other locations. Strong systems support 
and program-based funding seem to be necessary to maintain these programs. The actual influence of CAPs on 
program delivery depends on the investment, energy, and administrative impact of the CAPs involved and their 
relationships with their pediatric colleagues and the health care administrators that often have responsibility to 
manage the pediatric practices. Most of the decisions will be made locally. In some areas, there will be well managed 
integration with CAPs included in the planning and implementation of the systems. In other areas, integrated care 
may be reduced to pediatric practice either renting office space to a psychologist or other mental health professional 
or employing them as part of their staff, providing the prescriptions according to the mental health professionals 
medication recommendations with little consultative input from CAPs. The direction this takes in each region will 
depend, at least in part, on the energy and investment of locally based CAPs. AAP and AACAP, need to develop, 
test, and then provide tools for the implementation of models that improve accessibility, safety, quality, and functional 
outcomes for children with psychiatric illnesses. Health plans can be partners in the implementation of these new 
models of care, but the AACAP and CAPs must reach out to them with innovative ideas. This is essential if there is 
to be wide spread adoption across the broad spectrum of the delivery system. Electronic medical records companies 
can provide the communication framework that delivers the structure that leads to data and tested hypotheses 
regarding improved outcomes.
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Increased effort in the application of existing strategies is unlikely to have much impact. If the “Disruptive 
Innovation” that is seen by Clayton Christensen (1997) and others as necessary to tame the cost and quality problems 
of the current health care delivery systems as heavy on “Disruption” and weak in the planning, funding, and execution 
of “ Innovation,” we are likely to be left with something less than what we have.

To develop a more accessible, effective, collaborative primary care/specialty care system during the coming decade will 
take a concerted cooperative effort on the part of pediatricians and CAPs at the national and local level. CAPs must be 
aware of the many forces effecting healthcare reform and reach out to appropriate  partners.
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CHILD PSyCHIATRISTS AND SCHOOLS IN THE COMING DECADE
The field of child and adolescent psychiatry (CAP) faces a critical time during this next decade as health care rapidly 
and substantially changes in several key ways: what is delivered, how it is delivered, for whom it is delivered, and by 
whom. Now is the ideal time for CAPs and AACAP to be visionary and take an active part in the rapidly evolving 
health care reform that will shape practice now and in the near future. CAPs have the opportunity to redesign mental 
health care delivery to reach far more children and adolescents who have unmet mental healthcare needs and to do it 
in a way that takes full advantage of our expertise and skills.

It is estimated that only 21 percent of children who have a need for a mental health evaluation have contact with a 
mental health provider, and approximately 7.5 million children in the United States do not receive the psychiatric 
care they need (Kataoka et al. 2002; U.S. Public Health Service 2000). With only about 7,000 practicing CAPs in the 
United States, their role in leadership and system level change and improvement is central to expanding the ability 
of child systems of care to reach the vast majority of youth who need mental health services. In addition to playing 
a critical role in specialty mental health and primary care settings, CAPs are uniquely positioned to be the medical 
experts in child mental health within the non-healthcare sectors, such as education, child welfare, and juvenile justice. 
CAPs also have a key opportunity, by providing leadership within these child-serving systems, to address the long-
standing ethnic and socioeconomic disparities of mental health care, which will continue to be a growing issue as the 
country’s diversity expands (Smedley et al. 2003).

Of the child serving sectors, the education sector has the greatest potential for CAPs to reach across the broad age 
range of children and adolescents and to support the level of services needed from prevention and early intervention 
services to treatment of severe psychiatric illnesses (Greenberg et al. 2003). By providing a public mental health 
framework within the education system, CAPs can provide leadership and work along side other school mental 
health providers and educators to improve access to mental health services through expanded detection and early 
treatment of psychiatric disorders on school campuses (Husky et al. 2011). Research has shown that there is more 
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effective access to mental health treatment when care is provided in schools compared to specialty mental health 
agencies, likely due to fewer barriers to participating in care (Cummings et al. 2010; Jaycox et al. 2010). There are also 
studies that suggest that when school-based mental health services are available, they are accessed equally by ethnic 
minority students and majority populations, unlike in specialty care (Cummings et al, 2010; Kataoka et al. 2007). 
Schools already provide a broad array of mental health prevention services, with approximately 63 percent of public 
schools having prevention programs that target problems such as drug abuse and suicide (Foster 2005). In terms 
of funding for school mental health services, 63 percent of U.S. school districts report that federal sources such as 
IDEA (the Individuals with Disabilities Act) support mental health services in schools, with 28 percent of districts 
reporting that Medicaid is in their top five sources of funding for school mental health care (Foster 2005). CAPs 
have historically had roles as school-based consultants, contributing to the assessment and treatment of individual 
students, especially those receiving special education services and who have significant psychiatric illnesses preventing 
them from accessing the standard learning curriculum.

As we look toward the future, new roles for CAPs are emerging in the education sector that affect service provision, 
training, and research. For example, CAPs working in schools can: oversee all aspects of mental health wellness by 
working with schools to adopt evidence-based prevention programs; facilitate development of protocols for treatment 
and referrals; train school staff and lay providers in educational mental health outreach to students and families; 
and consult directly with students who need a higher level of treatment. In addition, CAPs can play a pivotal role in 
educating school staff and leaders in understanding psychiatric illnesses and how to provide the needed supports in 
schools to help all students learn to their potential. One promising model of care in schools is school-based health 
clinics. These clinics can integrate the health, mental health, and educational needs of students (Clayton et al. 2010; 
Lui et al. 2010). Just as in primary care settings, these school clinics can also serve as health homes for students.

In order for CAPs to provide such leadership and service in schools, training programs should provide curriculum 
and rotations that prepare trainees to work collaboratively with school personnel to provide a full range of services 
(prevention through intervention). CAPs should also be trained to provide organizational consultation to schools. 
CAP researchers need to evaluate efficient and effective models of delivering mental health care in schools and to 
develop more school-based interventions that have demonstrated effectiveness not only in decreasing psychiatric 
symptoms but also improving functional outcomes such as school performance and graduation from high school. 
Finally, researchers need to examine effective models of integrating health, mental health, and educational needs.

As CAPs and AACAP look to the coming decade, the expanding role of CAPs in the education sector can be expected to 
shape and change training, clinical practice, and services research.
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ADVOCACy AND AACAP’S REGIONAL ORGANIzATIONS IN THE COMING DECADE

The principles of advocacy are steeped in AACAP’s history, dating back to the creation of the Government Affairs 
Department in 1975. Since that time, AACAP has had a significant role as the primary voice advocating for 
children’s mental health. In the last decade, AACAP has also formed important coalitions with other provider and 
consumer groups, which have served to strengthen the effect of advocacy initiatives. In 2005, AACAP hosted its first 
annual Advocacy Day in Washington D.C., providing members an opportunity to partner with families to “go to the 
hill” (visit Congress) in order to raise awareness for children’s mental health issues. The scope of this advocacy event 
has grown significantly since its inception. Each year, nearly 300 participants, including members, mental health 
colleagues, parents, youth, fellows, residents, and medical students meet with members of Congress and their staff 
to promote an understanding of the serious needs of children and families who are living with mental illness. At 
the federal level, AACAP’s persistence in advocacy has been instrumental in shaping policy pertinent to improving 
access to care, including the passage of parity and health care reform, and the development of a loan repayment 
program for child and adolescent psychiatrists (CAPs).

While the efforts of the Government Affairs Department originally focused on Federal initiatives, by 2007 the focus 
broadened to include state level advocacy and “grassroots” efforts. This included the creation of the Advocacy Liaison 
Program. AACAP members actively involved in advocacy at the state level were recruited to serve as local resources. 
AACAP currently works with Advocacy Liaisons representing 75 percent of the Regional Organizations of Child 
and Adolescent Psychiatry (ROCAP), teleconferencing on a monthly basis to track the progress of new legislation 
and share policy resources. Ultimately, Advocacy Liaisons bring resources back to their ROCAPs to further develop 
and implement advocacy action plans at the local level. Examples of advocacy initiatives include mental health 
forums, visits to state capitols, and the development of position papers. At the state level, members have provided 
guidance on such topics as improving access to mental health services through collaborative models of care, anti-
bullying legislation, and opposition to legislation violating a psychiatrist’s scope of practice.

In the decade to come, with the implementation of health care reform and the anticipated need for increased mental 
health services for children and youth, AACAP will clearly need to expand its advocacy efforts. This is not the time 
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to rest on past accomplishments nor sit passively and watch while the future of health care is transformed. This is the 
time when CAPs and AACAP must be prepared to take bold and decisive steps to ensure access to effective mental 
health treatment for all children. We must also reaffirm the role of CAPs as physician leaders with a broad range 
of expertise.

In order to accomplish the goals as outlined in Back to Project Future, Caps must expand the scope of their advocacy 
efforts. The urgency of this situation must serve to galvanize each and every AACAP member into action. AACAP 
must provide members with opportunities to develop advocacy skills through trainings and ongoing mentorship. 
Members must be well versed in policy and practice so that they can actively engage in the design, development, 
and implementation of new models of health care delivery. Opportunities for advocacy will exist for CAPS in every 
practice setting, including service and clinical practice, training and workforce, and research.

Increasingly, CAPs will also be asked to comment on mental health policy and regulations, providing timely 
responses to crucial issues as they emerge. CAPs will be able to provide valuable expertise and testimony covering a 
broad range of important topics, including foster care oversight, safe and effective use of psychotropic medication in 
children and adolescents, and response to gun violence.

Many advocacy issues will be need to be addressed at the level of the ROCAPs, which will be most familiar with 
local and state issues and also have direct access to AACAP resources. In order to be effective in these initiatives, 
membership within ROCAPs will need to be revitalized and the Advocacy Liaison Program will need to expand 
so that ROCAPs will be empowered to fulfill these goals at the state level. The expansion of advocacy efforts and 
resources will allow our ROCAPs to develop proactive as well as reactive advocacy efforts.

In addition to working within our organization, CAPs and AACAP must look to further establish and strengthen 
partnerships with other stakeholders. Since 2005, AACAP has convened a “Child Mental Health Summit” that 
brings together leadership from AACAP, Autism Society of America, Balanced Mind Foundation, Children and 
Adults with Attention-Deficit Hyperactivity Disorder (CHADD), Mental Health America (MHA), National 
Alliance on Mental Illness (NAMI) and the National Federation of Families for Children’s Mental Health, to 
discuss ways to collectively improve the lives of children, adolescents, and families affected by mental illness. 
Coalitions, such as the “Mental Health Summit” will provide opportunities for more effective and efficient advocacy 
initiatives. AACAP needs to continue providing leadership in organizing such coalitions - inviting consumer and 
allied professional groups to work collaboratively to address the mental health needs of all children. As part of these 
coalitions, CAPs will need to address the importance of early intervention and prevention programs that will serve 
to promote health and reduce the consequences of mental illness; and will need to advocate for ongoing funding 
for research and training in order to improve access to evidence-based treatments. AACAP will need to support 
the development of collaborative models of care, including work with primary care and school-based mental health 
services, to help extend the reach of CAP and improve access to care. We will also need to continue in our outreach 
and education efforts in order to reduce the stigma that is associated with mental illness and that continues to serve 
as a barrier to seeking to treatment.

As we look to the next decade, it is clear that advocacy initiatives will need to expand in order to ensure that 
children’s mental health needs are addressed at the local, state, and federal level. To help meet this need, AACAP 
has formed an affiliated non-profit organization, the American Association of Child and Adolescent Psychiatry. This new 
organization will house AACAP’s existing Government Affairs Department. This change will not impact any of the 
current Government Affairs Department’s programs; rather, it enables the department to take on additional advocacy 
activities such as the possible formation of a political action committee (PAC). This change in AACAP structure 
will help position CAPs to be most effective in their advocacy efforts, despite the challenges in the coming decade. 
AACAP and the new organization (i.e., Government Affairs Department) will continue to serve as the organizing 
influence for CAP advocacy efforts.

During the coming decade AACAP members need to become more involved and serve in key roles in grassroots advocacy 
efforts that will be organized by AACAP’s Regional Organizations. CAPs must also work with AACAP to organize 
coalitions, at both the federal and state level, in order to be more effective and efficient in attaining our advocacy goals.
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AACAP CLINICAL PRACTICE GuIDELINES (FORMERLy KNOWN AS PRACTICE 
PARAMETERS) – THE COMING DECADE

The development and dissemination of clinical practice guidelines is one of the most important activities of a 
professional medical association (Rothman et al. 2009). Clinical practice guidelines are defined by the Institute of 
Medicine (IOM) as “statements that include recommendations intended to optimize patient care that are informed 
by a systematic review of evidence and an assessment of the benefits and harms of alternative care options” (2011). 
Because of their derivation from a critical review of extant literature, clinical guidelines occupy a high position in the 
hierarchy of “pre-processed” evidence (AMA 2002), and as such have the potential for great influence in clinical care.

Clinical practice guidelines serve a number of important functions, the most important of which are to improve 
the quality of patient care and health care outcomes. Guidelines also serve to make clinical decision-making more 
transparent, reduce variation in practice, promote efficient use of resources, identify gaps in knowledge, prioritize 
research activities, provide guidance for consumers, inform public policy, and support quality control.

Since 1991, the AACAP Work Group (later Committee) on Quality Issues (CQI) has published 50 clinical practice 
guidelines (called Practice Parameters) that have served to encourage best practices in child mental health. Topics 
covered by these Parameters have included the psychiatric evaluation and treatment of most child and adolescent 
psychiatric disorders, as well as the assessment and management of mental health problems in vulnerable populations 
of youth, such as youth with physical illness, youth in juvenile detention facilities, and gay/lesbian/bisexual/
transgender youth.

Over the past several decades, the clinical guideline development process has become increasingly rigorous, in 
accordance with evolving principles promulgated by influential professional organizations such as the American 
Medical Association (AMA) and the IOM. In the early 1990s these “guidelines for guidelines” tended to be broad 
and vague (AMA) Policy); accordingly, clinical guidelines created in that decade had a number of methodological 
flaws Shaneyfelt et al. 1999). Today, guideline standards have evolved to reach new heights of specificity and 
precision (IOM 2011), generating the imperative for parallel changes in the guideline development process across all 
medical specialties.

Two critical areas of guideline vulnerability were highlighted in the IOM report; namely rigor and transparency. Rigor 
refers to the precision with which the extant literature is systematically searched, critically evaluated, and rated for 
quality. Transparency refers to the protection of the guideline development process from conflicts of interest, both 
actual and perceived. Rigor and transparency are critical components of the guideline development process, as the 
“trustworthiness” (IOM 2011) of the guideline derives directly from fidelity to these constructs.

In 2012, the AACAP Council approved a request from the CQI to revise all previously published AACAP Practice 
Parameters in accordance with the 2011 IOM standards. The new process incorporates a number of standards from 
the previous process, as follows:

•	 Appointment of parameter development committee members who are balanced with respect to expertise, 
geographical location, and demographic background

•	 Documentation of the parameter development process
•	 Involvement of physicians and physician organizations
•	 Systematic literature review
•	 Broad, iterative review of guideline drafts
•	 Specification of the appropriateness of the guideline recommendations to specific clinical conditions 

and settings
•	 Specification of the limits of the generalizability of the parameter recommendations to specific clinical 

conditions and settings
•	 Approval of guidelines by the AACAP Council

http://www.aacap.org/AACAP/Resources_for_Primary_Care/Practice_Parameters_and_Resource_Centers/Practice_Parameters.aspx
http://www.aacap.org/AACAP/Resources_for_Primary_Care/Practice_Parameters_and_Resource_Centers/Practice_Parameters.aspx
http://www.aacap.org/AACAP/Resources_for_Primary_Care/Practice_Parameters_and_Resource_Centers/Practice_Parameters.aspx
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In addition, the new process adds the following elements intended to enhance the rigor and transparency of the 
AACAP clinical practice guidelines:

•	 CQI co-chairs and members will be required to be free from pharmaceutical industry involvement, whether 
salary or research funding or additional income

•	 CQI members will be trained in systematic review techniques by acknowledged methodologic experts
•	 As recommended by the Agency for Healthcare Research and Quality (AHRQ 2006), guideline 

recommendations will be derived from specific clinical questions in PICO(TS) format; i.e., patient, 
intervention, comparison, outcome, (and when applicable, timing and setting)

•	 Separate CQI groups will review evidence (Systematic Reviewer [SR]) and write guidelines (Guideline 
Writing Group [GWG])

•	 The SR and GWG will receive input from advisors who are research experts, clinical experts, AACAP 
members, and key stakeholders

•	 Expert clinical opinion will be determined by a formal survey of panels of clinical experts
•	 Guideline recommendations will be separately rated according to the quality of the supporting evidence
•	 Consensus about guideline recommendations will be determined by blind iterative voting
•	 After guideline publication, new evidence will be identified by continuous monitoring of the literature, and 

guidelines will be updated in a targeted fashion if there are important changes in the supporting evidence

With these changes, the AACAP Clinical Practice Guideline development process will enter the next decade in 
full accordance with state-of-the-art guideline development standards, and, in so doing, substantially enhance the 
“trustworthiness” of the guidelines among AACAP members and other key stakeholders.

Child and adolescent psychiatrists who are guided by the recommendations of the AACAP Clinical Practice 
Guidelines are likely to improve the quality of their patient care and produce better care outcomes. As innovative 
methods for guideline dissemination and utilization are developed, such as guideline-based treatment algorithms 
embedded in electronic medical records, the use of clinical practice guidelines will become increasingly routine.

Over the next decade, AACAPs Clinical Practice Guidelines will continue to be a major factor in supporting service/
clinical practice, training, and research, and in promoting optimal care for youth with psychiatric disorders.
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IMPACT OF DSM-5 IN THE COMING DECADE

Overview and Structure

In May 2013, the American Psychiatric Association (APA) released the Diagnostic and Statistical Manual 
of Mental Disorders Fifth Edition (DSM-5). The DSM-5 introduces an update of the DSM-IV, organizing 
psychiatric disorders into a new categorical classification system after an extensive revision process that 
included field trials in academic and community practice settings and an unprecedented level of public 
commentary (APA 2013, 5-10). Of interest to child and adolescent psychiatrists (CAPs), the DSM-5 
places a greater emphasis on development, with diagnoses related to early childhood situated earlier in the 
manual and greater integration of age-related criteria and descriptors throughout the manual (APA 2013, 
Preface xlii).

The DSM-5’s chapters are organized into 3 sections. Section I includes DSM-5 basics such as a guide to 
use the manual, a history of the manual’s development, and a summary of the DSM-5 classification struc-
ture (APA 2013, 5-25). Section II contains the actual diagnostic criteria and codes (APA 2013, 31-727). 
Section III describes emerging measures and models such as a cultural formulation, an alternative model 
for personality disorders, and conditions for further study that do not yet have enough evidence for inclu-
sion in the official diagnostic criteria and codes (APA 2013, 733-806).

In addition, the manual eliminates the axial system from DSM-IV. Axis I, II, and III are now contained in 
the diagnostic criteria and codes while Axis IV and V are now replaced with specifiers for disability, psy-
chosocial and other contextual factors (APA 2013, 16-17).

DSM-5 Coding and Relationship to Other Classification Systems

DSM-5’s new organizational structure does correlate with the proposed International Classification of Dis-
eases, Eleventh Edition (ICD-11) (APA 2013, 11-12). The numerical coding in the DSM-5 includes the 
ICD-9 coding in bold for current coding and the ICD-10-CM coding in parentheses, which clinicians can 
use after October 2014 when the ICD-10-CM is officially adopted in the United States (APA 2013, 23).

On May 13, 2013, Thomas Insel, M.D., the director of the National Institute of Mental Health (NIMH), 
and Jeffrey Lieberman, M.D., president-elect of the APA, released a joint statement outlining the “com-
plementary, not competing” relationship between the DSM-5 and the NIMH’s classification system, the 
Research Domain Criteria (RDoC) (Insel 2013, 1). It states that the DSM-5 will remain the consensus 
standard for practitioners while the RDoC project is “laying the groundwork for a future diagnostic system 
that more directly reflects modern brain science” for researchers (Insel 2013, 1).

Summary of Major Changes from DSM-IV to DSM-5

The DSM-5 contains a helpful section entitled “Highlights of Changes from DSM-IV to DSM-5” (809-816). This 
review will only highlight major changes relevant to CAPs.

Neurodevelopmental Disorders

Autism Spectrum Disorder

One of the most extensive changes in DSM-5 is the consolidation of the DSM-IV autistic disorder, Asperger’s 
disorder, childhood disintegrative disorder, Rett’s disorder, and pervasive developmental disorder Not Otherwise 
Specified (NOS) into a single entity - autism spectrum disorder (APA 2013, 809). The criteria for autism spectrum 
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disorder are organized around two domains instead of three: impaired social communication/interaction and 
restricted repetitive patterns of behavior, interests, and activities (APA 2013, 50-51). Another difference is that age 
of onset has changed from “onset prior to age 3 years” in DSM-IV to “present in the early developmental period,” 
recognizing that the expression of autism spectrum disorder symptoms may vary by social environment and coping 
skills (APA 2013, 50). Of note, there has been some concern from providers and parenting groups about the 
possibility that patients who met criteria for a pervasive developmental disorder under DSM-IV will no longer meet 
criteria for the autism spectrum category in DSM-5, resulting in loss of services (Ritvo et al. 2013). However, one 
study of 4,453 children with DSM-IV clinical PDD diagnoses found that 91 percent would meet DSM-5 autism 
spectrum disorder criteria, suggesting that most children would not lose eligibility (Huerta 2012).

Attention-Deficit/Hyperactivity Disorder

The diagnostic criteria for ADHD have been adjusted in DSM-5, with the age of onset requiring symptom onset 
prior to age 12 rather than age 7 as stated in DSM-IV (APA 2013, 809). In addition, adolescents and adults older 
than 17 years of age now require only 5 symptoms to meet ADHD criteria rather than the 6 required for childhood 
and early adolescent ADHD (APA 2013, 809). Finally, due to concerns that the DSM-IV ADHD subtypes were 
unstable over time, they have been replaced with “current presentation” specifiers of combined, predominantly 
inattentive, or predominantly hyperactive/impulsive presentation (APA 2013, 60).

Specific Learning Disorder

The separate DSM-IV diagnoses of reading disorder, mathematics disorder, disorder of written expression, and 
learning disorder NOS are now combined into a single specific learning disorder (APA 2013, 809)

Intellectual Disability (Intellectual Developmental Disorder)

Mental retardation has been renamed intellectual disability in DSM-5. Rather than being tied to specific IQ scores, 
severity is now defined based on adaptive functioning including conceptual, social, and practical domains (APA 2013, 
34-36, 809)

Depressive Disorders

Disruptive Mood Dsyregulation Disorder (DMDD)

Due to concerns about the increasing prevalence of pediatric bipolar disorder diagnoses under DSM-IV, DSM-5 
introduces a new diagnosis of disruptive mood dysregulation disorder (DMDD) for children between the age of 
6 and 18 years old (APA 2013, 810). The diagnostic criteria include the requirement for severe recurrent temper 
outbursts both verbal and/or physical out of proportion to the stimulus, occurring three or more times per week, with 
a constant irritable or angry mood between episodes, observed for 12 or more months (APA 2013, 156). DMDD can 
be distinguished from intermittent explosive disorder (IED) in two ways. Although both disorders are characterized 
by severe temper outbursts, individuals with DMDD return to an angry baseline whereas individuals with IED 
return to a euthymic baseline (APA 2013, 160). In addition, DMDD requires a greater duration of clinical symptoms 
over an entire year instead of the three months required to establish an IED diagnosis.

Trauma- and Stressor-Related Disorders

Posttraumatic Stress Disorder for Children Six Years and Younger

The DSM-5 moved posttraumatic stress disorder from anxiety disorders into a new category of trauma- and 
stressor-related disorders alongside reactive attachment disorder, disinhibited social engagement disorder, acute stress 
disorder, and adjustment disorder (APA 2013, 265). In the process, PTSD has been rendered more developmentally 
sensitive by lowering the threshold for diagnostic criteria in adolescents and children (APA 2013, 812). For example, 
sexual violence is defined in adults as threatened or actual sexual violence, whereas in children it can also include a 
developmentally inappropriate sexual experience without violence or injury (APA 2013, 274). In addition, there is a 
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new set of diagnostic criteria for PTSD in children six years and younger (APA 2013, 272). For example, preschool 
aged children may demonstrate re-experiencing symptoms through play that is symbolic of the trauma and may not 
appear fearful during this reenactment (APA 2013, 277).

DSM-5 represents a significant change for CAPs in the coming decade. All CAP trainees and practitioners must learn 
and incorporate these CHANGES IN THE DIAGNOSTIC CLASSIFICATION SYSTEM.
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SUBSTANCE ABUSE AND CHILD PSyCHIATRy IN THE  
COMING DECADE
Substance use disorders (SUD) are common in adolescents and are especially prevalent and impairing in those 
receiving psychiatric care. Co-morbid SUD and psychiatric disorders complicate the course and treatment of both 
conditions, particularly in adolescents. Emerging research in underlying neurobiology and preliminary treatment 
efficacy has base and has helped interventions. Unfortunately, a confluence of factors (e.g., lack of training 
for clinicians, limited treatment research on co-morbid youth) has contributed to inadequate assessment and 
management of SUD in child and adolescent psychiatric (CAP) practice.

The AACAP Substance Abuse and Addiction Committee asserts that SUD assessment and management should be 
routine components of clinical care and urges action to address this critical issue in the coming decade. The following 
areas must be addressed:

•	 CAP training programs must include SUD prevention, assessment, and management as key components 
of their curricula, ensuring that trainees are both familiar and competed in using evidence-based strategies. 
AACAP should play the leading role in developing guidelines for this training.

•	 AACAP must provide SUD and comorbidity-focused training and research updates to members via Annual 
Meeting programs, AACAP News, AACAP Clinical Practice Guidelines, and other venues, with the goal of 
helping practitioners confidently deliver evidence-based prevention and treatment strategies.

•	 Psychiatric treatment research should include studies focused on assessment and management of adolescents 
with co-occurring SUD.

•	 Treatment research for SUD should more consistently focus on adolescents, given their heightened SUD 
vulnerability and the potential preventative role that early treatment may play.

•	 AACAP should support the dissemination of evidence-based prevention strategies.

•	 Efficient assessment and treatment models, such as Screening, Brief Intervention, and Referral to Treatment 
(SBIRT), should be adapted and validated for dissemination and adoption in the clinical care of children and 
adolescents by pediatricians, psychiatrists, and other clinicians.
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•	 Amidst a changing policy landscape (e.g., “medical” and recreational marijuana state laws), research should 
focus on the direct and indirect impacts of policy changes on youth. AACAP must advocate for and 
participate in the development of SUD-related policies in the coming decade.

•	 Billing/payment systems should encourage (rather than discourage, as many current systems do) the use of 
evidence-based practices to assess and manage SUD and comorbidity within CAP practice. AACAP should 
educate its members on the impact of the Affordable Care Act (ACA) on these billing/payment issues.

•	 Systems of care, often traditionally separating SUD treatment from psychiatric treatment, should focus on 
integrated care for adolescents with SUD and psychiatric comorbidities.

•	 AACAP should continue to develop educational and advocacy resources for families of adolescents suffering 
from SUD.

•	 AACAP should take the lead in educating other medical providers who see our patients about the course and 
treatment of SUD in adolescents.

•	 AACAP should collaborate with other organizations that represent professionals who evaluate and treat 
adolescents with SUD to develop collaborative and integrated models of care.

•	 CAPs are encouraged to collaborate on the local level with non-medical practitioners and treatment 
programs to improve the delivery of care for adolescents with SUD.

For the coming decade, the AACAP Substance Abuse and Addictions Committee envisions research, training, clinical, 
and policy developments that will seamlessly integrate SuD prevention, assessment, and management into CAP 
practice. The need for this integration is not new, but novel opportunities offered by an expanding evidence base and 
enhanced platforms for dissemination position us to make it a reality.




