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President's Letter... 
It’s truly an honor to serve as President of the Child and Adolescent Psychiatry 

Society of Greater Washington (CAPSGW) in order to advance the mission of our 

organization:  “…to stimulate and advance contributions to the knowledge and 

treatment of psychiatric problems of children and adolescents, both in its 

membership and in the community at large…”  Our immediate Past President, 

Micah Sickel, paraphrased our aims succinctly: to advocate, educate, and nurture. *  

As a regional organization of AACAP (ROCAP) located in Washington, DC, our 

members are best positioned out of other ROCAPs to visit Capitol Hill and voice our positions on policies affecting 

our field.  We hope members will become involved at the local, state and national level to help legislators and policy 

makers understand the issues facing children with neurodevelopmental and neuropsychiatric conditions.  Our 

elected AACAP Assembly members attend the annual meetings to contribute to this collective voice, with Jeanne 

Holzgrefe serving as CAPSGW’s AACAP Liaison for advocacy issues.  Following our Spring 2017 Symposium on 

adolescent school stress, we are building a Community Advocacy Committee and welcome participation from our 

members to develop and implement community-based outreach presentations.  We aim to help de-stigmatize 

psychiatry by speaking at community events when asked, such as PTA meetings, school events, and other local 

programs. 

Educate:  Continuing medical education (CME) programs continue to be a CAPSGW priority.  To that end, on June 2, 

we will meet to discuss our upcoming CME year.  We are grateful to Tope Oyegbile who has graciously volunteered 

her time to serve as CME chair.  We have compiled data from past CME surveys as well as attendance information 

from previous events to begin developing the ideas for this upcoming CME calendar.  The process currently is vetted 

by Georgetown and we are exploring other possibly more efficient and less costly options for certification.  We have 

found the addition of smaller, more intimate salon-style discussions very well attended and will continue to look at 

other ways of enhancing our program offerings.  

Nurture:  As Executive Committee members, we see mentoring trainees, fellows and early career psychiatrists (ECPs) 

as an important part of our roles, leading to creation of an ECP committee several years ago. With the new season of 

trainees coming to the area and graduation of the current class, we hope to reach out to this group of future 

CAPSGW leaders to become involved in our organization.  We have several trainees who have benefitted from our 

annual travel grants toward their transportation and lodging to attend the AACAP annual meeting.  At least annually, 

we host a “meet and greet” for the fellows to meet local child psychiatrists and introduce them to CAPSGW.  The 

next generation of child psychiatrist leaders are an important part of the continuation of our volunteer-run 

membership organization.  Nonetheless, we also have a “mid-to-late career” committee that we have tabled for the 

moment due to lackluster interest.  Please reach out to either Sandra Cohen, Collette (our administrator), or me if 

you are interested in reviving this group. 

Thank you once again for the opportunity to serve as CAPSGW President. 

*See Micah Sickel’s President’s Corner article from CAPSGW Newsletter, Winter Edition 2016.  

President's Letter 

Research Updates  

NIH and CNMC 

Welcome to New Members 

Spring Symposium Intro 1 2 3 

Travel Grant Award Intro 1 2 3 

AACPD Regional Update 

IN THIS ISSUE... We welcome all members to attend the Executive 

Council meetings, which are generally held on a 

Wednesday each month at the AACAP offices on 

Wisconsin Avenue in Washington, DC.   

President  

Susan Rich, MD, MPH 

President—Elect 

Martine Solages,  MD  

Past-President  

Micah J Sickel, MD PhD  

Secretary  

Haniya Raza, DO 

Treasurer  

Sandra Cohen, MD  

Assembly Delegates  

Lisa Cullins, MD  

Jeanne G. Holzgrefe MD PhD  

Michael Houston, MD  

Adelaide Robb, MD 

DC Representative  

Brian Zimnitzky, MD  

Maryland Represenative  

David Driver, MD 

Virginia Representative  

Rania Attia, MD  

CME Committee Chair  

Tope Oyegbile, MD 

Membership Chair 

Hector Parada, MD  

ECP Subcommittee Chair 

Mark Sakran, MD 

Website Chair 

Kathy Gallardo, MD PhD 

Advocacy Liaison 

Jeanne Holzgrefe, MD 

Children’s National  

Medical Center Liaison  

Jean Cho, MD  

Georgetown U. Liaison  

TBD 

WRNMMC Liaison 

Micah J. Sickel, MD, PhD  

Newsletter Editor  

Caroline Cregan, MD 
Sonali Mahajan, MD 

Executive Administrator 

Collette Holtorf  

Susan Rich, MD, MPH 

❶ → 



The National Institute of Mental Health (NIMH) is one of the world's foremost mental health scientific organizations. The 
intramural program is the internal research division of NIMH, with most of the research conducted at the National Institutes 
of Health (NIH) Clinical Center. The Clinical Center is the world’s largest research hospital, and is located in Bethesda, 
Maryland, just outside Washington, D.C.  
  
Leading physicians and scientists investigate the diagnosis, treatment and prevention of mental illness. The intramural 
research program is made up of different departments, each of which specializes in specific areas such as schizophrenia, 
depression, bipolar disorder (manic-depression), anxiety disorders, hormone-related mood disorders, childhood psychiatric 
disorders, and others. 
 
NIMH intramural researchers conduct adult and pediatric research and some studies enroll eligible participants from across 
the United States. There is no cost to participate and compensation is available for some studies. Travel and transportation 
may be reimbursed for participants in some studies. 
 
NIH Research Study: Depression in Teenagers 
Study seeks to understand the causes of depression in teenagers.  As part of a larger study looking at mood dysregulation, 
this part of the study is currently recruiting medically healthy teenagers ages 12 to 17, who meet the criteria for major 
depressive disorder, and are in treatment with a physician. Study participation begins with an initial 1-day evaluation. 
Research visits may include annual outpatient visits up to age 25, and/or a 4- to 15-week inpatient treatment.   
 
Call: 1-301-496-8381 | TTY: 1-866-411-1010 
depressedkids@mail.nih.gov  
http://go.usa.gov/x8Xmk   
 
NIH Research Study: Disruptive Mood Dysregulation Disorder (DMDD) 
(Outpatient: Ages 8 to 17, Initial sessions of 12-16 weeks) 
This is a study to find out whether non-drug interventions can be effective for children who have anger, irritability, angry 
outbursts, extreme frustration, or temper tantrums. The research seeks to learn whether computer-based training or by 
talking with a clinician and practicing at home can help these children.  Children must live within 50 miles of the NIH Clinical 
Center in Bethesda, Maryland.  There is no cost to participate and transportation expenses are reimbursed.  
 
Contact NIH to learn about the study and the child’s eligibility to participate. 
1-301-496-8381 | TTY: 1-866-411-1010]  
irritablekids@mail.nih.gov  
http://go.usa.gov/x9er6   
 
NIH Research Study: Anxious children (ages 8-17, medically healthy, and not taking psychiatric medications) can join a study 
investigating brain function. Procedures include: Diagnostic interviews, physical examination, computer-based problem 
solving and memory tasks, brain imaging and choice of cognitive behavioral therapy (CBT) or treatment medication. 
 
This 8-week outpatient study is conducted at the NIH Clinical Center in Bethesda, MD. All evaluations, procedures are free. 
Compensation provided, consent to participate required. Transportation reimbursement is available. Call to learn more.  
 
301-402-8225 | TTY: 1-866-411-1222 
kidswithworries@mail.nih.gov   
http://go.usa.gov/x9erF   
 

To see all NIMH research studies recruiting children, visit our website: http://www.nimh.nih.gov/joinastudy   
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Intoduction - Martine Solages, CAPSGW President Elect 

This year’s Spring Symposium featured two keynote speakers as well as a film screening. The speakers offered 

their perspectives on the social and emotional impacts of academic stress and strategies for supporting the psy-

chological wellness of students in high school and beyond. Dr. Peter Wyman, a psychologist from the University 

of Rochester, talked about the school-based suicide prevention program, Sources of Strength. Sources of Strength 

empowers peer leaders to help their fellow students mobilize hope and build resilience. Dr. Stuart Slavin, Associ-

ate Dean for Curriculum and Professor of Pediatrics at St. Louis University School of Medicine, explained how 

highly competitive school environments can curtail healthy personal development.  He also described St. Louis 

University’s program for improving medical student wellbeing and mental health outcomes. Symposium partici-

pants viewed the documentary film Race to Nowhere and engaged in a dialogue about the film and the Symposium’s larger themes with the 

keynote speakers. Attendance at the Symposium was smaller than in previous years, but the presentations and the discussion were informa-

tive and thought-provoking. 

CAPSGW Spring Symposium 2017 
Preventative Psychiatry in Communities to Inspire & Support a Healthy Sense of Self 

March 4, 2017 at Children’s National Medical Center 

Sources of Strength  -  Julianne Grothe NAMI Montgomery County 

Sources of Strength (SOS) is an evidence-based, peer-led suicide prevention program that uses the power of 

students and their social networks to spread mental health resiliency throughout their schools and communities. 

We train a group of socially diverse students and adults in schools to be agents of change and create hope-help-

strength messaging campaigns/activities around eight protective factors: family support, positive friends, mentors, 

healthy activities, generosity, spirituality, mental health, and medical access. 

The philosophy behind SOS is that, while we know negative behaviors spread through social networks, the same is 

true for positive behaviors. The more students are exposed to positive, strength-based messaging and engage in 

healthy activities with fellow students, the more connected they feel to fellow peers and adults. Peer Leaders also serve as connectors to help 

- recognizing warning signs of mental illness or suicidality and connecting students who might be struggling with help. 

NAMI Montgomery County has invested time and funding to implement the SOS program in ten schools since 2014 (2 middle schools and 8 

high schools). We have trained over 200 adults and 800 students in the program. 

Concern has been raised about increases in rates of depression and anxiety in adolescents and young adults.  National data is 

underestimating the scope and depth of the problems that exist in micro-environments at public and private high schools in upper middle 

class and upper class communities where academic stress and pressure on students is often enormous.  Studies that we have completed 

at two high schools, one at a public high school in the east bay in Northern California, the other at a Catholic 

girls’ school in the Midwest reveal rates of moderate to severe symptoms of depression of  44-54% and rates 

of moderate to severe symptoms of anxiety of 80-84%, mental health outcomes that are truly unprecedented.  

Efforts to address this problem are desperately needed and child psychiatrists are uniquely positioned to 

advocate for change.  A model that could be of value has been instituted at Saint Louis University School of 

Medicine.  Simple changes to the curriculum and brief resilience training have resulted in 80% decreases in 

rates of depression and anxiety of first and second year medical students and academic performance has 

improved. Child psychiatrists can advocate for similar interventions- reducing homework loads, limiting 

numbers of AP classes, and institution of resilience training that could help address this mental health crisis for 

adolescents in this country. 

← ❸ → 

Increases in Rates of Depression and Anxiety in Adolescents and Young Adults - Dr. Stuart Slavin 



CAPSGW Spring Symposium 2017 
Preventative Psychiatry in Communities to Inspire & Support a Healthy Sense of Self 

March 4, 2017 at Children’s National Medical Center 

For decades following the first national suicide prevention 

strategy in 1999, suicide prevention was largely synonymous with 

increasing identification and referral for treatment of suicidal or 

highly at risk individuals (e.g., depressed, substance abusing) and 

efforts to improve treatment effectiveness. Although 

those efforts have undoubtedly saved lives, 

recognition has grown that attention to high-risk 

groups is necessary but not the only strategy 

that is needed. First, relying on referrals to the 

mental health system will not suit many 

communities’ ability to provide accessible, 

effective services. Second, in the history of 

public health, progress has accelerated by 

addressing root causes and behaviors, such as 

reducing heart disease deaths by encouraging 

lifelong habits of diet and exercise. Evidence is 

growing that suicidal behavior can be reduced by 

successful interventions that promote emotional, social 

and behavioral health well ‘upstream’ to imminent risk for suicide.  

For example, a test of the Good Behavior program implemented 

by teachers in 1st and 2nd grade classrooms in Baltimore reduced 

suicide attempts 15 years later by nearly one-half (Wilcox et al., 

2008), showing the potential suicide prevention impact from 

enhancing children’s skills for managing their behavior and 

emotions. Another recent study found that children who 

participated in the Family Bereavement Program, after death of a 

parent, were less likely six and 15 years later to report having 

been suicidal (suicide ideation and/or a suicide attempt) (Sandler, 

Tein, Wolchik & Ayers, 2016). Many effective programs for 

children and adolescents reduce mental health and substance use 

problems that are risk factors for suicide (O’Connell et al., 2009). 

The Sources of Strength program is a school-based program that 

prepares diverse peer leaders to spread healthy coping norms 

through their social networks and increase youth-adult 

connections, and the greatest impact across a school 

population is among students at high risk for 

suicidal behavior (Wyman et al., 2010). An 

important next step is to gain knowledge linking 

specific interventions to reduced suicidal 

behaviors and mortality and how they work to 

reduce suicide risk.  

As the knowledge base for upstream 

prevention is developing, how can communities 

best leverage their resources into upstream 

prevention? Current evidence suggests the 

following practices as most promising for upstream 

suicide prevention for youth (Wyman, 2014):  

Focus on programs delivered in schools or other institutions that 

serve large population groups such that can reach large portions 

of children in a community.  

Implementing research-informed programs that are effective in 

reducing more ‘distal’ risk factors for suicide such as substance 

use problems. Interventions that target common, inter-related 

risk factors have greatest potential for large suicide prevention 

impact, such as programs that prevent a range of adolescent 

problem behaviors (e.g., substance use, antisocial problems).  

← ❹ → 
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Suicide Prevention Programs for Children and Adolescents -  Dr. Peter Wyman  



Travel Grant 
Awards 

Travel Grant Awards for October 2016 AACAP Annual Meeting 

There were three travel grants awarded to area trainees, to facilitate their attendance to the AACAP meeting in New York. They each put 

together impressions and learning points from their experiences. Congratulations to Alexis Lighten, MD, Michael Morse, MD MPA, and Val-

entina Cimolai, MD! Please note that these articles represent the personal viewpoints of the awardees and not necessarily the opinion of 

the CAPSGW organization as a whole.  

AACAP Annual Meeting Show-cases Palestinian Student Support Program  

Michael Morse, MD MPA and Elizabeth Berger MD MPhil - (the authors have no conflicts of interest to report) 

The recent work of the international NGO, the Palestinian Medical Education Initiative (PMED), was featured at the 63rd Annual Meeting of 

the American Academy of Child and Adolescent Psychiatry held during October 2016 in New York City.  

The recent work of the international NGO, the Palestinian Medical Education Initiative (PMED), was featured at the 63rd Annual Meeting of 

the American Academy of Child and Adolescent Psychiatry held during October 2016 in New York City.  

The PMED project, entitled “A Comprehensive School-Based Training Program for Student Mental Health in Palestine” was presented by 

Sherein Abdeen MA, who serves as the Palestine Program Director of the PMED organization. Additional PMED staff members attending 

the presentation were Child Psychiatry Fellow and AACAP member Michael Morse MD MPA, who founded PMED in 2007 and has served as 

its Executive Director since its inception, and AACAP member Elizabeth Berger MD MPhil, the USA Medical Director of PMED. Travel funds 

Child Abuse and Adverse Childhood Experiences 

Alexis Lighten, MD - George Washington University Psychiatry Residency 

This year, I was fortunate to have attended the 63rd annual conference for the American Academy of Child and Adolescent Psychiatry 

(AACAP). As a first-year Psychiatry Resident and an aspiring Adolescent Psychiatrist, I had the opportunity to interact and learn from world 

renowned Child Psychiatrists. In addition to presenting the results of my research on the impact of maternal emotion socialization on 

children, I attended workshops, lectures, and poster presentations. Throughout this experience, I was particularly inspired by the talk titled 

Childhood Trauma: Personalized Medicine, Community, and Global Developments Led by Child and Adolescent Psychiatrists. The lecturers, 

Dr. David Corwin and Dr. Susan Wiet, spoke about their experiences working in conjunction with the Academy on Violence and Abuse, an 

organization committed to bringing awareness to the health implications of violence and abuse. Much of the progress discussed during this 

presentation was based upon the evidence presented in the Adverse Childhood Experience (ACE) study. Although I had heard about the 

ACE study during my training, I did not realize the extent of the clinical impact until after attending AACAP.  

Valentina Cimolai, MD 

Introduction  

I am a second year Child and Adolescent psychiatry fellow at Children’s National Medical Center. In October, thanks to a CAPGW travel 

grant, I had the chance to attend our annual AACAP meeting that was held in New York. It was a memorable experience for many reasons, 

but I want to share what I have learned about one topic which drew my attention and in some ways has pushed me to explore with my 

patients avenues that I did not even know existed before. 
← ❺ → 
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from Washington DC to the AACAP meeting in New York had graciously been made available to Dr. Morse through a travel grant from 

CAPSGW. 

The presentation by Ms. Abdeen was part of a Clinical Symposium co-chaired by Anna E. Ordonez MD and John A. Fayyad MD with Bradley 

D. Stein MD, PhD as discussant, “School-Based Resilience Building Interventions for Youth Exposed to Trauma in Resource Poor Settings.” 

In addition to panel presentations by Dr. Ordonez based on work in Colombia and Dr. Fayyad reporting on an intervention in Lebanon, 

there was a presentation by Un-Sun Chung, MD, PhD based on a pilot study in South Korea. 

The PMED presentation by Ms. Abdeen described a program that had been implemented during the academic year 2015-2016 at a private, 

co-educational school in East Jerusalem, Palestine, serving approximately 780 students in kindergarten through the 8th grade in three semi-

autonomous school branches. Funding for this project had been generously provided to PMED through a grant from the Deutsche 

Gesellshaft fur Internationale Zusammenarbeit. All aspects of the program had been designed and delivered in person by Ms. Abdeen in 

East Jerusalem under weekly tele-supervision of Dr. Berger in New York City.   

The school-based program in East Jerusalem consisted of several interlocking training programs devised in partnership with the school 

itself during a preliminary period of needs-assessment and planning prior to the academic year of program implementation. There was a 

series of intensive training programs and workshops in mental health for the entire school staff, including all teachers, guidance 

counselors, and principals of the school’s three branches, taking place in the summer before the school year began and subsequently at 

intervals in response to new issues which were identified in the course of the year.  The training programs for school staff focused on 

recognition of common mental health issues in the school context as well as staff skill-building in areas such as reducing bullying, building 

emotional resilience, communicating with families, and promoting conflict-resolution among students. Standards for confidentiality were 

reviewed and reinforced throughout the training.  

In addition to the training programs for school staff, Ms. Abdeen held a series of training programs for parents designed to reduce the 

negative stigma often associated with mental health issues and to help parents interact more empathically and effectively with their 

children.  

The most innovative element in the school program was the establishment of a Student Support Taskforce in each school branch, led by 

Ms. Abdeen, consisting of the school principal, the guidance counselor, and two teachers—with the long-term goal that the Taskforce 

would be capable of functioning independently of the PMED trainer. Each Taskforce met for two hours every week throughout the school 

year with the dual mission of enhancing resilience among all enrolled students and creating a management plan for each individual 

student who had been identified as having a mental health or learning problem. A pyramid network was created so that every teacher was 

connected with a Taskforce member, with a flow of communication in both directions. 

An immediate challenge faced by the school as a whole was the intensification of militarized violence in East Jerusalem experienced in 

October of 2016 which led to community-wide anxiety and demoralization, particularly among young people. Each Taskforce utilized the 

communication network to assist teachers in establishing a containing environment in their classrooms and developed a variety of stress-

reducing programs involving artistic creativity, relaxation exercises, and physical activity to help students cope with their reactions to this 

crisis. Suggested ways for parents to engage and to support their families during these difficult days were offered through the school’s 

website. Through these measures, the school was able to mobilize the trust and hope in the future for its students despite the violence 

experienced by the community. 

A daily fifteen-minute activity was devised to assess the students’ attitudes and emotions by asking open-ended questions such as, “How 

do I feel when someone hits me or calls me names?” or “How do I feel about my father?” A new question was raised each week at the 

suggestion of the Taskforce. Each student would respond on a piece of paper and the answers reviewed; this activity proved a sensitive 

indicator of whole-group themes such as bullying that warranted further action as well as a red-flag for particular students who appeared 

to be experiencing special difficulties. 

Each Taskforce developed an ongoing list of individual students who had come to attention through problems in behavior, learning, or 

AACAP Annual Meeting Show-cases Palestinian Student Support Program 

Michael Morse, MD MPA and Elizabeth Berger MD MPhil  

CONTINUED 
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In considering the raw data, it is important to note that ACEs are a significant driver of healthcare costs. The estimated lifetime cost for 

one year’s child abuse and neglect victims is $580 billion. ACEs increase the risk of early death, heart disease, chronic lung disease, lung 

cancer, liver cancer, autoimmune diseases, suicide, injuries, HIV and STDs. For instance, they remarkably increase the likelihood of heart 

disease (1.7x for emotional abuse, 1.5x for physical abuse, and 1.4x in the case of sexual abuse). From a psychiatric perspective, the 

likelihood of chronic depression drastically increases as the ACE score rises (e.g. an ACE score > 4 increases the prevalence of chronic 

depression by 60% in women). Given the facts, it’s not surprising that many of us would ask: What can we do?  

After presenting the data, the lecturers spoke about their sentiments and expressed a need for improved awareness regarding ACEs. 

Specifically, Dr. Wiet spoke about her experience in founding the Trauma Resiliency Collaborative (TRC), which is a multi-disciplinary group 

of community professionals whose mission is to advocate for trauma-informed and resiliency-focused practices throughout professional 

practice and living communities in the state of Utah. TRC has made its impact on many levels. For instance, TRC partnered with the Utah 

State Board of Education to initiate an intervention at the school level in which all staff members were trained about behaviors to help 

identify abused children. They also generated an app "SafeUT" which gives children the opportunity to text trauma licensed social workers 

who provide real-time crisis intervention to youth. In addition, the organization has been involved in several conferences centered around 

increasing awareness related to childhood trauma. Ultimately, a large component of the intervention is focused on education and 

outreach. 

 The endeavors discussed in this lecture truly speak to the power of taking ownership of your community; of seeing a problem 

and making change. To quote Dr. David Williamson in regard to the information presented in the ACE study; “It’s just not a social worker’s 

problem, it’s just not a psychologist’s problem, it’s not a pediatrician’s problem, it’s not a juvenile court judge’s problem, it’s everybody’s 

[problem].” My time at the AACAP conference brought to light the importance of working with community members from a variety of 

backgrounds, being involved, and effecting change.  

Child Abuse and Adverse Childhood Experiences Continued 

Alexis Lighten, MD - George Washington University Psychiatry Residency 

 
emotion--about ten percent of the enrolled student body was eventually referred to the Taskforce in the course of the academic year. 

Some of the students’ difficulties had proven resistant to all previous efforts at the school and had earned the student a longstanding 

negative reputation; other problems had only recently come to the staff’s attention through the techniques of observation and 

engagement that had been imparted through the training program. The Taskforce would then gather information from the child’s teacher 

and, in many instances, from the child’s parents and created an individualized plan for that child. About one third of the students referred 

to the Taskforce were judged to be in need of clinical consultation with a mental health professional in the community—usually a 

psychiatrist—either for updated management of ongoing medications (e.g. for ADHD), for establishing a specific diagnosis (e.g. Autism 

Spectrum Disorder), or for failure to improve with the in-school interventions generated by the Taskforce.  

Outcomes analysis indicated that over the course of the year, 83% of the students who had been referred to the Taskforce demonstrated 

sustained improvement on a weekly rating scale tracked over time. In addition, although during the previous year the school had been 

unable to persuade a single family to follow through on the recommendation to bring a student to an outside mental health professional, 

with the trained Taskforce in place the school was successful in achieving follow-through with 72% of the families for whom this 

recommendation was made. Other quantitative and qualitative measures indicated that parents and school staff were extremely 

enthusiastic about their participation in the training programs and eagerly requested continuation of the training program the following 

year.  

Reporting on this project through participating in the AACAP panel was great privilege for the PMED staff, providing a unique opportunity 

to connect with researchers and clinicians worldwide who are actively involved in developing and implementing school-based mental 

health programs in a variety of settings. Through sharing our experiences on the ground, we hope to contribute to a growing body of 

knowledge that will have genuine impact on future program and policy planning aimed to enhance the well-being of children and their 

communities.  

AACAP Annual Meeting Show-cases Palestinian Student Support Program Continued 

Michael Morse, MD MPA and Elizabeth Berger MD MPhil  
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Dr. Berger, Dr. Morse, and Ms. Abdeen are members of the clinical faculty of George Washington University School of Medicine and Health Sciences, with-

in the Department of Psychiatry. 



Seminar Attended  

Out of curiosity and my interest in cultural psychiatry, I decided to attend a Clinical Perspective seminar entitled “Mental Health 

Challenges for American Muslim Youth in an Age of Terrorism.” The seminar was chaired by Dr. Allan Chrisman from Duke University and 

Dr. Balkozar Adam from the University of Missouri. Panel speakers also included Sohail Chaudhry, who was reportedly the first Imam, or 

Muslim spiritual leader, who  was invited to speak  and share his perspective in the history of our Academy. Information provided in this 

article was mainly gathered from this seminar.   

Mental Health in the Islamic Culture  

Everyone is familiar with the AACAP practice parameters on cultural competency, which should enable child and adolescent mental health 

clinicians to better serve a diverse population of children, adolescents, and families.   

The speakers explained that for some Muslim patients and families, an emotional or behavioral problem may be viewed not as a disease 

but as “a spiritual weakness.” Emotional difficulties may be more likely to manifest as somatic symptoms. It would not be uncommon for a 

patient to present to a mental health clinician citing all symptoms of depression but reporting that  “I have pressure in my heart” or “my 

spirit is cracking.” When Imam Chaudhry commented that “it would be nice if, one day, your DSM could be translated into spiritual 

abnormalities,” many in the crowd nodded. Extended families and communities are very important and they are often the first option for 

support in a crisis of any kind. When things become too difficult to handle within the family system, there may be stigma attached to going 

to a psychiatrist. However, seeking help from an Imam may be viewed as more acceptable.  In general, Imams are trusted and held in high 

regard. They are seen as a one stop resource for all problems, including mental health issues.  

Despite the media coverage, not all Imams are fundamentalist. In the United States, they are a vibrant, relatively young, and educated 

group. They do need to study for many years and get the approval of ISNA (Islamic Society of North America) before being able to serve 

and lead prayers in Mosques. Unfortunately, despite all their training, they receive little education in psychiatry and psychology and can 

feel at a loss when  congregants seek help for their mood issues, anxieties, relationship difficulties, behavioral problems in their children, 

or even psychosis. Imam Chaudhry remarked multiple times during his talk that  Imams  need, more than ever,  professional support from 

mental health clinicians. There are many ongoing initiatives and, so far, 50 Imams in the United States have been trained in mental health 

first aid, but there is still a long way to go. Mental health professionals, in the development of their treatment plans, need to keep in mind 

that an Imam can be a very precious ally since to the Imam can “translate” the provider’s message into something that may be  accepted 

and better received by a patient of Muslim faith.. 

American Muslim youth, the “In Betweeners” and their identity crisis  

Within this cultural context, I came to know about the existence of the so-called “In Betweeners,” the sons and daughters of Muslim 

immigrant families that relocated to Western countries. They are children, adolescents and young adults whose  identities are not yet 

solidified. They are caught between cultures. They may not completely share the Islamic values that their parents are trying to teach them 

but also may not feel that they  fit in the Western world. They are trying to maintain their Muslim identity while avoiding being bullied or 

ridiculed in a society where they may experience Islamophobia or where maintaining religious practices can set them apart from peers. 

For example, a teenager may wonder about praying (“I have to pray five times a day, should I pray in school? If yes, where should I go 

since there are no dedicated places?”), holidays (“This day is supposed to be a special day for my religion but I am going to school like it is 

a normal day, is this really a celebration?”), social pressures (“my friends are drinking alcohol, how do I deal with that, do I go out with 

them or stay home?”), dress code (“Do I wear my headscarf? Can I wear pants?”), language (“My parents can’t speak English, do I want 

them to come to school or not; do I want to go out with them or not?”), and sexual activity  (“my parents tell me that I have to wait until 

marriage but everyone else isn’t; why?”). Imam Chaudhry shared many stories of racial micro-aggressions that his youth have experienced  

and these episodes unfortunately are occurring more and more frequently. The examples he provided ranged from an adolescent who  

has been patted down at the airport multiple times because of an Arabic sounding last name, to the question of “what are you?” that 

children are asked way too often, to a kid who  demanded his name to be changed after being called a terrorist in school, to a young 

woman whose college professor told her “hope you are not hiding guns under your scarf.” This is not an easy world to live in and many of 

these American Muslim youngsters end up feeling inadequate, lost, rejected but more than anything they may feel that they don’t fully 

belong in any community. Some of them might start leaving dual lives, of which parents are completely unaware.   

Valentina Cimolai, MD 
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 Ties between the In-Betweeners and Extremism 

These youth represent a vulnerable group that might be more likely to experience marginalization, depression, anxiety, and PTSD. What I 

did not know is that they may be more likely to be targeted by and attach themselves to “a larger thing” like Al-Qaeda or other extremist 

groups. According to research conducted by Olivier Roy, a professor at the European University Institute in Florence, Italy, and the author 

of “Globalized Islam”, 65 percent of Muslim extremists in France and Belgium are from this second generation, children of immigrants. In 

Europe, when they are starting to become radicalized, parents are the first ones to notice changes in behavior and can call a crisis line; a 

team including an Imam responds and meets with the family and the youngster to intervene. In the United States, there has been 

concern that a crisis line would be  stigmatizing or discriminatory, so there are organizations working on other types of models. There are 

many ongoing and often criticized initiatives funded by the government, including the “Countering Violent Extremism” groups that are 

run in Boston, Los Angeles,  and Minneapolis. In this region, there is a program on extremism at George Washington University, directed  

by Dr. Lorenzo Vidino, and another program called START within the University of Maryland. The latter has come up with ways that 

mental health providers can be involved in the fight against radicalization.   

How do we explain and solve this conflict?  

According to Imam Chaudhry, for these organizations to be able to help, there needs to be an understanding that the heart of the conflict 

within some Muslim youth lies in the difference between “ISLAMIC CULTURE” and “CULTURAL ISLAM”. Islamic culture is one, based on 

the Quran and the life of Prophet Muhammad. It tries to define values by which a good Muslim should live; these values include, for 

example, modesty but do not  include racism, oppression of women, or banning women from obtaining an education. On the other side, 

“Cultural Islam” is specific for a country or a group of people that adopted the frame of Islam but then adapted it in a particular way. For 

example, Islamic culture tells you that modesty is important to be a good Muslim while Cultural Islam tells you how that value is 

expressed in your specific community (for example, whether or not it is expected that women wear a headscarf). The Imam argued that 

Cultural Islam is what Muslim parents are trying to teach to their kids and that this approach may further deepen their identity crisis. But 

how can this conflict be solved? According to the Imam, we need to help these youths create stronger identities through promotion of 

the Islamic Culture rather than imposition of Cultural Islam. This promotion requires collective efforts from parents, school, Imams, 

health providers with the goal of having youth with strong emotional, spiritual, intellectual and character identities.   

Conclusions:   

To conclude, American Muslim youth are a vulnerable group because of all the reasons cited above and, whenever treating them, it is 

extremely important to understand their religious background, validate their internal conflicts and ally with the family, schools and, last 

but not least, local faith leaders. Forming bicultural identities is possible; you can be both Muslim and American or European.  

Valentina Cimolai, MD 
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New Members Dr. Adelaide Robb and a team of psychiatrists and psychologists at 

Children’s National Health System are conducting research studies with 

children and adolescents ages 6-17. Current studies include treatments 

for depression for ages 7-17, bipolar disorder for ages 10-17, 

schizophrenia for ages 12-17, and ADHD with symptoms of impulsive 

aggression for ages 6-12. Good candidates include patients seeking new 

treatment options or those who may not have insurance. All study-

related treatments and evaluations are free of cost and families will 

receive compensation for time and travel while participating. Patient 

privacy and confidentiality is assured. 

Please have patients contact Leyla Babaturk or Kate Sullivan 

at (202) 476-6067 for more information. 
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The Assembly of Regional Organizations met in Washington, DC, on May 13, 2017.   

Some highlights of the meeting:  

 Maintenance of Certification.  Some changes have been made regarding Part IV, Performance in Practice, 

requirements for MOC, partly in response to feedback from the Assembly.  Although a motion to 

eliminate Part IV of MOC was overwhelmingly approved by Assembly Delegates and opposed by only one 

Assembly Delegate at the Fall 2016 meeting, the Executive Council of AACAP has not adopted this as 

official policy. This raises the issue of the function and effectiveness of the Assembly as a way of providing 

grass roots input to the Executive levels of AACAP, an issue to be addressed in future meetings.   

 Off-label prescribing of medications.  AACAP wrote a letter regarding sharing information from 

pharmaceutical companies regarding off-label use of approved medications.  AACAP has published 

AACAP's Medication Tables, available on its members only page, to assist members in evaluating 

information around this issue.   

 Netflix Series, 13 Reasons Why.  There was a discussion of AACAP's response to this series.  AACAP staff 

had been responding to individual requests.  Delegates requested that more information be provided to 

child and adolescent psychiatrists.   

 Additional resources have since been provided, including the following links:  

 Thirteen reasons to be concerned about '13 Reasons Why'  

 by AACAP Member Sansea L. Jacobson, MD 

 '13 Reasons Why' is must-watch TV for parents of teenagers 

   by AACAP Member Mirjana Domakonda, MD 

 13 Reasons Why: Talking Points for Viewing and Discussing the Netflix Series  

   by the JED Foundation.   

 Psychiatric needs of Refugee Children.  Shawn Sidhu, MD, gave a moving presentation on Immigration and 

Refugee Children.  There was discussion about an AACAP response to this issue.   

If you have any questions about any of the above or would like an issue discussed at the Assembly, please 

contact an Assembly Delegate.   

← ❿  

Jeanne G. Holzgrefe, M.D. Ph.D.  

Assembly Delegate  
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