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JAACAP Connect

Welcome to JAACAP Connect!
What is JAACAP Connect?

All are invited! JAACAP Connect is an online companion 
to the Journal of the American Academy of Child and 
Adolescent Psychiatry (JAACAP), the leading journal 
focused exclusively on psychiatric research and treat-
ment of children and adolescents. A core mission of 
JAACAP Connect is to engage trainees and practi-
tioners in the process of lifelong learning via readership, 
authorship, and publication experiences that emphasize 
translation of research findings into the clinical practice 
of child and adolescent psychiatry.

Why do we need JAACAP Connect?

The field of child and adolescent psychiatry is 
rapidly changing, and translation of scientific liter-
ature into clinical practice is a vital skillset that takes 
years to develop. JAACAP Connect engages clini-
cians in this process by offering brief articles based 
on trending observations by peers, and by facilitating 
development of lifelong learning skills via mentored 
authorship experiences.

Who reads JAACAP Connect?

All students, trainees, and clinicians who are interested 
in child and adolescent mental health will benefit from 
reading JAACAP Connect, available online at www.
jaacap.com/content/connect. AACAP members will 
receive emails announcing new quarterly issues.

Who writes JAACAP Connect?

You do! We seek highly motivated students, trainees, 
early career, and seasoned clinicians and researchers 
from all disciplines with compelling observations about 
child and adolescent psychiatry. We pair authors with 

mentors when necessary, and work as a team to create 
the final manuscripts.

What are the content requirements for 
JAACAP Connect articles?

JAACAP Connect is interested in any topic relevant to 
pediatric mental health that bridges scientific findings 
with clinical reality. As evidenced by our first edition, the 
topic and format can vary widely, from neuroscience to 
teen music choices.

How can JAACAP Connect help with my 
educational requirements?

Motivated by the ACGME/ABPN Psychiatry Milestone 
Project©, JAACAP Connect aims to promote the devel-
opment of the skillset necessary for translating scientific 
research into clinical practice. The process of science-
based publication creates a vital set of skills that is rarely 
acquired elsewhere, and models the real-life thought 
process of translating scientific findings into clinical 
care. To bring this experience to more trainees and 
providers, JAACAP Connect aims to enhance mastery 
of translating scientific findings into clinical reality by 
encouraging publishing as education.

JAACAP Connect combines education and skill acqui-
sition with mentorship and guidance to offer new expe-
riences in science-based publication. We will work 
with students, trainees, early career, and seasoned 
physicians, regardless of previous publication experi-
ence, to develop brief science-based and skill-building 
articles. Opportunities for increasing knowledge and 
skills through publishing as education will be available 
through continued contributions and direct involve-
ment with the JAACAP Connect editorial team, using an 
apprenticeship model.

Start Thinking About Authorship With JAACAP Connect

What trends have you observed that deserve a closer look? Can you envision reframing key research findings 
into clinical care? Do you want to educate others on a broader scale, thereby improving the health of children 
around the country, the world? We encourage all levels of practitioners and researchers, from students to 
attendings, to join in and participate. All are welcome, and you are invited.

http://www.jaacap.com/content/connect
http://www.jaacap.com/content/connect
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Moving Forward

I n a recent child psychiatry faculty development 
discussion, I reflected with my colleagues on the 
new generation of emerging doctors. One colleague 

noted that these individuals were going to change 
medicine as we know it. The change, we all discussed, 
was in relation to the entire structure and practice of 
medicine, especially around social justice and health 
equity. Gone will be the days of steeped hierarchies 
and “pimping” rounds, of being bystanders to injustice, 
of disconnecting from systemic change. Remember 
that shocking and revealing book, The House of God, 
published in 1978? (Full disclosure, I couldn’t stomach 
more than a chapter when I tried to read it in medical 
school.) Dehumanizing practice, tradition, and structure 
must become a thing of the past. 

The spirit of JAACAP Connect embodies learning, 
growing, mentoring, and inspiring. I love that. By the time 
an individual begins their training in child psychiatry, 
they are gritty, curious, and hopeful. Or perhaps they 
find these strengths again as they work with children 
and families. Regardless, the next generation of child 
psychiatrists is full of talented, bright people who will 
continue to move our field forward. The articles in this 
issue represent examples from our field of future leaders.

We start with a rich discussion by Drs. Baldwin and 
Rettew on the collaboration between child psychia-
trists and faith leaders as part of the Lab to Smartphone 
column. While acknowledging challenges and barriers 
within these intersecting fields, the authors focus on the 
strengths which can lead to collaborative opportunities 
with the potential to improve mental health needs in the 
communities we all serve.

Two articles exemplify the power of narratives as a way 
to teach, learn, and grow into better, more culturally 
competent providers with a deeper understanding of 
the children and families we encounter. Drs. Chou, Ha, 
Kaur, Thai, and Li beautifully reflect on their experiences 
on becoming Asian American psychiatrists across the 

developmental spectrum of psychiatry. Student Doctor 

Mr. Nguyen shares his and his family’s compelling 

escape from Vietnam as boat refugees and reflects on 

the impact of the experience as it has shaped him as a 

future child psychiatrist. We can all learn a great deal 

from these two remarkable pieces.

Representing the continued and future impact of the 

pandemic, Drs. Haddad and van Schalkwyk present the 

age-old challenge in child psychiatry of anxiety-related 

school refusal and examine this challenge through the 

lens of the pandemic. We then move onto a challenge 

that is also not new, but perhaps even more pressing 

in pandemic times. Drs. N.K. Malhi, Marwaha, and 

R.K.S. Malhi address the issue of psychiatric boarders 

on pediatric medical floors with a call for much needed 

action and collaboration and provide a review of 

excellent strategies.

In the second article of the Spotlight on Juvenile Justice 

series, I collaborated with two of my talented colleagues, 

Drs. McClendon and Campbell, to highlight the impor-

tance of understanding neurodevelopment when under-

standing juvenile delinquency.

In a first for JAACAP Connect, Dr. Ayobello shares his 

stunning artwork accompanied by his reflections on 

peripartum depression and the parallels between art 

and life.

We then move forward to the modern phenomenon of 

binge-watching streaming television in Dr. Gansner’s 

binge-worthy tackle of the topic and how it may be clin-

ically affecting our youth. The piece provides a valuable 

overview for providers and parents, as well as some of 

the challenges with intervention.

Finally, this issue’s Connect Corner features an article 

by Dr. Harness which focuses on the media portrayal 

of suicide over time through a fascinating comparison 

between The Virgin Suicides and 13 Reasons Why.
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I am so impressed by this collection of diverse articles 
by so many talented authors. In a world faced with 
constant challenge and adversity, we continue to find 
hope, creativity, curiosity, and inspiration. To the new 
generation of physicians, we welcome you.

Anne McBride, MD 
JAACAP Connect Editor

Moving Forward

Follow @AACAP for the  
latest news on your  
membership and in child and  
adolescent psychiatry.  
 
Follow @JAACAP for  
updates about newly published 
articles and all things #jaacap.  
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Lab to Smartphone
Collaboration Between Child and Adolescent Psychiatrists 

and Faith Leaders: Is There a Path Forward?
Isaac Baldwin, MD, and David C. Rettew, MD 

Recent media exposure has given many Ameri-
cans their first glimpse into the hidden world of 
conversion therapy, where homophobia wears 

a therapeutic mask. Though psychiatry is historically 
implicated in the origins of conversion therapy,1 many 
psychiatrist-advocates, working through groups like 
AACAP, are now working to end it.2 Various religious 
groups from around the country have also started to 
repair the harm done by advocating for policy change.3,4 

Still, the ongoing promotion and practice of conver-
sion therapy by some faith-based groups in the United 
States has led many child and adolescent psychiatrists 
to be wary of collaboration with faith groups in general. 
While many religious communities recognize the harm 
of practices such as conversion therapy, it remains an 
example of the many barriers that hinder cooperation 
between child and adolescent psychiatrists and some 
religious organizations in the United States.

At the same time, the potential benefit of collaboration 
between mental health professionals and faith leaders 
has been recognized for decades.5 Organized religion is 
a foundational source of values, hope, and kindness for 
millions of people, and has been shown to be a protec-
tive factor for major public health problems like suicide.6 
Further, many individuals seek out religious leaders for 
assistance with mental health problems.7 Across the 
nation, psychiatrists and faith leaders are engaged in 
serving the same individuals and families and working 
towards similar goals. It is paramount, then, that 
psychiatrists develop methods of collaborating with 
religious communities.

In a recent study involving both rural mental health 
professionals and clergy, members of the 2 groups 

developed a wide range of bold ideas for a cooperative 
path forward.8 Mental health stigma was identified as a 
major issue within religious communities, and sugges-
tions were made for ways that psychiatrists and clergy 
could collaborate to create educational interventions 
that break down stigma in different settings. This joint 
education could also reach to areas such as mental 
health first aid courses, mental health training for clergy 
and community members, as well as specific educa-
tion on current issues such as the opioid crisis. One 
especially bold idea was the establishment of concrete 
and simple referral systems that clergy could utilize to 
find effective and economical mental health resources 
in their communities. This public health intervention, 
coupled with the investment of resources from both 
groups, could have a substantial impact on underserved 
communities as a whole.

Interventions of this size and scope would require 
substantial coordination. These efforts have poten-
tial to be especially helpful in overcoming systemic 
barriers that prevent some Americans from accessing 
quality mental health care, however, and may be aided 
by renewed motivation to fight the systemic racism that 
creates these barriers. Virtual or in-person meetings 
between psychiatrists and other mental health profes-
sionals with local faith leaders would be an effective 
first step. While the investment of time is not a trivial 
request for psychiatrists or faith leaders, the benefits 
would extend to both groups as well as the community 
at large. Psychiatrists would greatly benefit from gaining 
a better understanding of the communities surrounding 
their patients and may experience increased feelings 
of reward from their service to these groups. Faith 
leaders may develop relationships with psychiatrists 
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through personal interaction which could build trust 
and familiarity when members of the community are 
in need of mental health services. Especially for the 
underserved and communities of color, enhanced 
connection between the psychiatric community and 
faith leaders could be a powerful means to erode long-
standing barriers that have prevented many individuals 
from obtaining the quality mental health care that they 
deserve. This notion of “mutual burden reduction” could 
also be an effective method of fighting burnout for two 
groups that experience this frequently in their service 
to others.

This type of collaboration may seem challenging, and 
one easily wonders how much participation could be 
generated, especially among groups that have harbored 
distrust for each other for many years. Many who have 
tried, however, agree there is much that can be gained. 
Psychiatrists may doubt the willingness of clergy 
members to collaborate with mental health institutions 
and practitioners, but research indicates that, in fact, 
faith leaders are significantly more interested in such a 
collaborative model than mental health professionals.8 
Thus, it may be that we, the psychiatrists, are the group 
who will require more encouragement. The first step 
may be for psychiatrists to educate one another about 
the need for this cooperation and potential benefit of 
various interventions. The process of building trust may 
be challenging, and it will require motivated parties on 
both sides to create effective conversations.

While it is certainly true that many psychiatrists find their 
clinical and religious ideas to be in harmony person-
ally, differences of belief may present difficult waters 
to navigate in discussions with religious groups. Partic-
ipants must acknowledge that personal beliefs differ 
greatly. The vision and mission of collaboration must be 
outlined clearly in order to maintain focus on common 
hopes for the benefit of the community. Specific barriers 
must be identified and named in creating authentic 
trust. Conversion therapy, racism, and harms inflicted 
by psychiatry are good examples of topics that cannot 
go unaddressed in meaningful conversations about 
faith and mental health. These types of conversations 

may feel uncomfortable, but they will ensure that all 
participants have a clear understanding of expectations 
for collaboration and therefore greater trust as a whole. 
After a solid foundation has been laid, the next step to 
building trust will be performed through active service 
to the community. This may include in-person meetings 
for community education, sharing resources, and 
establishing referral systems. Each investment in public 
service performed as one coalition will tangibly solidify 
the base upon which further cooperation can be built.

Psychiatrists and faith leaders are both engaged in what 
many consider a “calling” rather than a career. Both 
callings require devotion to service and carry with them 
great responsibility for the care of their communities. 
Both are also currently tasked with helping the mental 
health crisis that America now faces. Collaboration 
between these groups has enormous potential benefit 
for people with mental illnesses across the country. The 
path forward is rocky, as modern issues like conversion 
therapy create uncertainty and distrust. It is possible, 
however, to move one step at a time in the direction of 
healing our communities together.
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On Becoming an Asian American Psychiatrist: Tales of 
Stigma, Overcoming, and Forming of Identities

Shinnyi Chou, MD, PhD, Richard Ha, DO, Lovejit Kaur, MD, Jessica Thai, MD, Annie Li, MD

Narratives facilitate powerful connections, and 
psychiatrists draw on these to inform diagnoses 
and treatments. In academic psychiatry, narra-

tives also enrich the education of trainees seeking 
guidance in navigating clinical skills and career planning. 
In mentoring minority trainees and early career psychi-
atrists, narratives take on greater significance. They are 
guideposts for professional development, promote ther-
apeutic alliances, and foster increased understanding of 
different cultures. Yet narratives from psychiatrists are 
often not shared. Opportunities are therefore missed 
where trainees could use them as supports to shape 
their identities as psychiatrists.

Twenty plus years have passed since Drs. Chung and Lu 
discussed factors influencing the development of Asian 
American psychiatrists – how overcoming stigma and 
reconciling identity conflicts are our rite of passage.1 

Below, we share narratives of Asian American psychi-
atrists at various stages of training. As we embrace a 
new generation of colleagues, we hope these offer 
fresh perspectives on the development of an Asian 
American psychiatrist.

Medical Student
Jessica Thai

As a medical student from the Midwest, I only encoun-
tered one young Asian American child patient in my 
psychiatric rotations. My attending, an Asian American, 
wondered if the patient’s family sought his care specif-
ically because of his race. I understood the reassur-
ance of having a relatable physician – my mom and I 
underwent family therapy for my treatment of an eating 
disorder during my adolescence. The therapist did not 
understand why we could not provide calorie counts of 
esoteric Asian dishes. She did not understand why my 
parents felt the need to monitor me closely, or why my 

mom felt compelled to be a “tiger mom.” Though she 
tried, a lack of cultural understanding and curiosity was 
a barrier to entering my family’s life.

From my own experience, I understand the difficulty of 
not having a culturally competent mental health team. 
As a trainee, I search for tools to help me become a 
better provider for Asian Americans. Although there is a 
lack of resources and connections in my geographical 
area, I am learning more about Asian American mental 
health through national programs. However, these 
annual events are sporadic. By establishing more longi-
tudinal mentorship throughout the year and virtually 
connecting trainees with mentors interested in Asian 
American mental health, we can cultivate a new wave 
of psychiatrists who are better trained to treat the Asian 
American population.

General Psychiatry Resident
Shinnyi Chou

“Go ahead and speak with each other in Chinese like 
you did the other day.” 

My sixth grade teacher addressed my friend and I during 
class, and confused, we spoke in our native tongue in 
front of our classmates:

“What do you think she wants?” 

“I don’t know.” 

As we stood feeling uneasy, the teacher interrupted, 
“Class, isn’t it rude when others speak in a foreign 
language in front of you? Don’t ever do it again.”

Memories of this and other macro- and micro-aggres-
sions throughout my own acculturation experiences 
often surface when I face my young Asian patients.
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Despite having a personal understanding of these 

patients’ struggles, I find myself lacking effective 

communication skills. For me, living the journey does 

not equate to competence in professionally engaging 

with my fellow immigrants. Our traditional medical 

education taught me humility, but I also seek research 

advancements in best practices for cultural psychiatry, 

along with individualized mentorship, to guide me in 

blending my cultural and professional identities.

Child and Adolescent Psychiatry Fellow
Lovejit Kaur

As a child psychiatry fellow, less than 10% of my 

patients are Asian. According to the US Department of 

Health and Human Services, only 17% of Asian Ameri-

cans with probable mental health diagnoses appeared 

to seek services.2

I found Asian American patients and families reluc-

tant to open up to mental health professionals, with 

fear of being “judged.” Patients reported struggling to 

connect with providers who do not understand their 

culture. Acculturation requires tremendous community 

support. Having experienced acculturation personally, I 

understand the challenges my Asian American patients 

report, especially the first generation. In my experience, 

English proficiency seems a struggle for my teenage 

immigrant patients, and bullying and victimization in 

schools is common. These teens often complain of poor 

self-esteem, depression, and anxiety as they struggle to 

fit into a new culture.

I find it challenging to engage Asian American patients 

and their families in treatment. Personally, it seems the 

chronicity of mental illness is a foreign idea for these 

patients, contributing to their medication non-adher-

ence. I am often asked, “Now that he/she is doing well 

and has been out of the hospital for 3 months, when 

can we stop the medication?” I made strong efforts to 

build alliance, providing psychoeducation about medi-

cations, engaging family, and simplifying the informa-

tion. However, it was an ordeal.

Through my journey, I found cultural competency and 
acceptance as keys to improving my ability to provide 
good care to the Asian American population. I hope 
for more research in this field to equip me with better 
knowledge and tools to support this unique population.

Early Career Psychiatrist
Richard Ha

Growing up, most of my friends were from immigrant 
families. We had highly educated parents and were 
expected to value education. We were told we had 
opportunities our parents wished they had, how hard 
kids from our native countries studied, and that we 
must speak our native tongue. We were told that we 
were from our native country, despite being born in the 
United States.

I was ashamed of my differences. There was no avoiding 
looking Asian, and it was hard to integrate into a primarily 
White society. Visiting other countries helped me realize 
it was okay to be me. Through bonding with high school 
classmates in the Costa Rican jungle, learning Korean 
in Seoul with other foreigners, and living in a Korean 
Buddhist temple, I experienced friendships with people 
from different backgrounds and other Koreans. I learned 
many people were like me. We struggled together and 
worked collaboratively to overcome those struggles.

My experiences helped me value psychiatry. We guide 
and support patients through their struggles with internal 
and external expectations, their place in society, inter-
personal connections, and others. Despite my Korean 
American experience sometimes being miserable and 
lonely, it helped me understand my patients’ turbulent 
journeys, and planted the seed to provide good psychi-
atric care. However, I found that my own opportunities 
were limited, as I was forced into the traditional Asian 
stereo type of “getting superior academic grades.”  
Without good grades, it seemed no one knew how to 
help. I had to blaze my own trail, and through it I discov-
ered many paths in medicine.

The chair of my psychiatry residency, Dr. Robert L. 
Trestman, once told me, “Whatever you do in life, make 

On Becoming an Asian American Psychiatrist: Tales of Stigma, Overcoming, and Forming of Identities
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sure you do something that you enjoy and helps the 
most people.” I volunteer a large portion of time devel-
oping programs for young Asian Americans in medicine, 
helping them avoid the injustices I experienced as an 
aspiring student. I find the most joy in these mentor-
ships – because I was in their shoes once.

Conclusion

Through narratives, we find connections. While we 
constantly reflexively seek to understand our patients’ 
narratives, we forget that our individual stories are also 
meaningful and worthwhile to explore. Our immigrant 
and Asian American minority identities transcend our 
professional selves, yet we hesitate to harness these 
strengths. The inherent insecurity to disclose may stem 
from our desire to integrate and belong. Certainly, the 
presence of at least 43 sub-ethnic groups within the 
Asian American identity, each with unique cultural 
beliefs and socioeconomic backgrounds, causes pause 
as we ponder whether telling our stories enhances 
unity or discord.3 Here, by sharing our vulnerabilities, 
we demonstrate the power of our personal truths, and 
advocate for mentors to foster our cultural identities as 
strengths within our professional development.

Improving the Asian American mentorship network is 
not easy. Knowledge of culture-specific beliefs, whether 
relating to the medical profession, families, gender, sexu-
ality, education, even mentorship dynamics, is critical to 
understanding the biopsychosocial factors that shape 
the development of the Asian American psychiatrist. 
Fostering individual mentor-mentee relationships may 
provide longitudinal support through a trainee’s career, 

and as some regions of the United States have smaller 
Asian populations, national opportunities, such as 
those sponsored by the AACAP Asian Caucus, provide 
valuable connections for Asian American trainees that 
may not be available otherwise. These national plat-
forms allow for cross-regional mentorships – an initiative 
underway through the AACAP Asian Caucus – which 
provide guidance for Asian American trainees without 
in-person access to mentors with shared experiences. 
Through these support mechanisms, we hope to 
empower Asian American psychiatry trainees to trans-
form their own cultural experiences and knowledge into 
clinical pearls that enrich their patient care experiences 
and improve their patients’ lives.

Take Home Summary

Encouraging minority psychiatry trainees to 
share their narratives empowers them to incor-
porate individual cultural experiences into their 
professional identity development, harnessing 
their unique strengths to enhance patient and 
community connections.
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Hunted: Thoughts on Escape and Safety
Duy Nguyen, MD Candidate

My position was unique: a boat refugee from 
Vietnam who was also a medical student inter-
ested in becoming a child psychiatrist. As a 

patient and a clinician rolled into one, I could perhaps 
provide a window into the experience of psychiatric 
disorders among the displaced: posttraumatic stress 
disorder, disruptive behavior, depression, and even 
psychosis.1,2 I could also share my view as a survivor, 
looking at the experience from outside of a deficit model 
in order to better understand the acts of strength and 
resilience that so often permeate these situations.

Remembering

I couldn’t stop writing. Feelings and images poured out: 
the darkness of the boat’s hull, the accidental prick of 
the knife my mother used to protect us in a  Malaysian 
jail, the odor of the garbage truck that carried us to our 
refugee camps, the coldness of the rain, the hurricane’s 
wind that blew down our jungle shelters in Malaysia. It 
all felt terrible. Writing it down helped me understand 
how to think about violence in a therapeutic way, and 
not only as a patient: as a doctor I suffered from the 
violence I routinely witnessed.

For the first time in my life I pushed methodically through 
an analysis of my circumstances: pre-escape, escape, 
and safety. I’ve chosen not to use migration terms: 
pre-migration, peri-migration, postmigration—because 
they don’t feel accurate. They don’t capture one of the 
most painful things we faced: we were hunted. For years.

We were the losers, the South, traitors, puppets of 
America. We needed “re-education.” The Fall of Saigon 
was the fall of our way of life—my mother told me I was 
born because the women in Saigon were afraid they 
would get systematically raped.

We were the defeated, hiding, escaping as a way of life, 
from storms, from sea pirates, from our own police and 
government who seized our house and business. My 

grandfather spent years searching for the remains of my 
uncle, who was arrested trying to escape and likely died 
in jail. We never found my aunt’s body.

For a year, we lived like animals, each day scavenging 
for food and safety, scampering along hidden trails 
untouched by sidewalks or laws, our predators both 
criminals and the police—we knew we could be killed 
on sight. And, in fact, it’s been estimated that up to 
70% of us died.6 It is no wonder that even years later in 
the safety of a new land, we carried this hiding with us, 
whether in school or in a doctor’s office.

We were the Other (exiles, enemies): our arrival another 
kind of loss. We had lost everything; now, we were lost 
in everything. I was mute for 2 years in school because I 
was never taught English. I cheated when my first-grade 
teacher asked students to write down their names and 
looked at what the boy next to me wrote: Steve McNeely. 
I copied that. And then Robert Taylor, Seth Campfield: I 
copied their names too.

I did not know how to write Duy Nguyen. I failed the 
first grade.

Repression vs Suppression

Recalling these memories, I could not stop shaking. Like 
what many studies have concluded, I realized the assault 
against a refugee’s life is devastating—a stripping of 
humanity: stripped from your home, your parents, your 
school, the name of your city, your language.3 It is no 
wonder that the first survival strategy is repression. A 
study on Bosnian refugees curiously showed “Refugee 
families that did not discuss adverse events had fewer 
psychological problems.”4 In this context, a psychia-
trist should understand that this is not repression, but 
rather suppression, a mature defense. They mirrored 
my family’s silence, because we too could not waste 
any words and thoughts outside of surviving. A person 
whose life is in danger often times does not feel like they 
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can stop for their feelings or their sense of injustice. 
Suppression, in this case, was the strength to put aside 
one’s fears so that one could recreate another life. And 
so, the other side of this story of devastation is a story 
of remarkable resilience.

My hope is that if I was a refugee child in front of you, 
that this would be the story you would try to tell me 
about myself. It would help me understand that I had 
persevered. When an athlete wins a championship or 
a woman gives birth, we look at them in light of what 
they have accomplished or created. We admire their 
determination and will, and then we say, now let’s take a 
look at those injuries. Reinforcement of a refugee child’s 
self-esteem and efficacy are among the strongest 
protective factors against psychiatric disorders (another 
is the cohesiveness of family and cultural identity in an 
inclusive environment).5 I know that these children lose a 
part of their innocence: summer camps are replaced by 
refugee camps, reading and singing and playing games 
are replaced by a predator-prey survival struggle, the 
injuries from which their parents are often not capable 
of shielding them.

But loss so often makes room for gain. Though not 
captured in studies, refugee children sometimes find 
ourselves in situations where we have a better grasp of 
the surrounding language and culture than do our adult 
care-takers. The role of child and parent can flip. This 
is indirectly suggested by studies demonstrating that 
refugee adults often have fewer means of protecting 
their children, thus encouraging their self-reliance.2 I 
know I gained a precocious sense of responsibility and 
even leadership.

Maslow’s Hierarchy of Needs

It is the nature of medicine to look at pathology. As I 
remembered these events, I noticed that I had imme-
diately framed them as tragedy, a deficit, believing that 
such jarring events can only traumatize. And this is the 
default narrative. Why?

Besides tapping into a general sensationalism for 
tragedy, this narrative also reveals how our immediate 
conditions affect our perspective. Our safety—whether 

we are cold or warm, hungry or well fed, hunted or 
protected—affects what we see. What we need to see. 
Over the decades since I first descended into the hull of 
that boat, I have moved up Maslow’s hierarchy of needs. 
That threatening ocean is now often a mere backdrop 
for a jog with my dog, and the darkness of that hull has 
been replaced by an ivory-colored armchair where I 
have the time and resources to process my feelings and 
experience. At the top of this pyramid, from my need 
for self-expression and self-actualization, I look through 
the distance of hindsight at my struggles for food and 
shelter. A first world’s safety frames a refugee’s survival 
instinct; a first world’s orderliness frames a refugee’s 
instability; a first world’s prosperity frames a refugee’s 
violence—and it misses so much at once. It somehow 
only captures the loss and violence.

If I place myself back into a time when I was a part of 
those who struggled, other details surface, revealed by 
another kind of light.

In the darkness of that boat, crowded among some 40 
others, with only a single hatch for the sun’s rays, where 
fresh air became a commodity, where people scram-
bled for the first drops of a rainfall, my 23-year-old 
mother made a decision: to go insane… or to plan. She 
talked and talked endlessly about her plans in America, 
from going back to college, to getting me to taste my 
first hamburger. She was imbuing her dreams with the 
details needed to turn them into reality. I still remember 
these moments well—this dreaming and planning trans-
formed into my unshakable faith that no matter the 
darkness, a vision will always light a path. Somehow, my 
adult problems, no matter how stressful, have always 
become more manageable when I recall these moments 
in the hull.

And there were other things that were much easier to see 
then. Like how much I was loved. When I was starving, 
my mother begged for me and gave me whatever she 
got even though she hadn’t eaten for days. When we 
were in a garbage truck being driven to a refugee camp, 
my aunt gave me the “best seat” she could get. Or when, 
without even knowing my name, a fellow refugee put 
me on his shoulders so I wouldn’t drown in the waves. 

Hunted: Thoughts on Escape and Safety
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There were many examples I had of determined people 
who had nothing and rebuilt their lives giving everything 
they had. There were many examples of separated love 
that held strong for decades: between husband and 
wife, mother and daughter, brother and sister, between 
friends. There were so many instances of heroism and 
kindness that I witnessed, both large and small, perhaps 
because life’s destructiveness brought out the strength 
of the adults around me. And brought out my own ability 
to sacrifice and persevere.

This is what Dr. Hendry Ton, a former boat refugee 
and now a psychiatrist, meant in a speech given at the 
University of California, Davis in October 2019 during 
a lecture, when he urged us to use a positive model to 
establish a therapeutic relationship with refugees. It is 
not just politically correct: it’s more accurate. Just look 
at your own lives. Even if you’ve never experienced 
something of this magnitude, you would probably agree 
that the most meaningful parts of your life, the things 
that define you, are not your moments of leisure. They 
are your struggles. Your triumph over them.

The traumas of the refugee experience are real, but it 
is important to see what may have been gained from 
those experiences. For many of us, they add richness: 
an understanding of life, an appreciation of family and 
sacrifice, a confidence in ourselves, a practicality, 
perhaps even a lack of cynicism. Our best allies are not 
those who “treat “us, but those who can help us discover 
the preciousness of our experience, who help empha-
size and amplify these possible discoveries, instead of 
unwittingly feeding, even limiting us to a narrative that 
we are one endless bleeding wound.

Children in this position need hope. Back then, I needed 
plans and dreams, and adults who teach by words and 
actions that I could endure—that life can be rebuilt 

against all odds, the heart can be preserved against 
all assaults, and the future is a light to follow and not 
a darkness to be lost in. All children need these, but 
refugee children in particular, need to be read a story of 
their resilience and not of violence.

Take Home Summary

Refugee children have often faced years of perse-
cution, cultural negation, as well as physical 
hardship and can most benefit from a humanist 
approach that emphasizes resilience.
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Anxiety-Related School Refusal and the COVID-19 
Pandemic: Biopsychosocial Considerations

Nichola R. Haddad, MD, and Gerrit Ian van Schalkwyk, MBChB 

School attendance is vital for children’s success 
in academic and social domains. Anxiety-related 
school refusal may take many forms, such as 

struggling to arrive on time, frequently leaving early, 

or not attending at all. While school refusal is not a 

DSM-5 diagnosis, it can be a manifestation of many 

psychiatric disorders, including anxiety disorders (eg, 

generalized anxiety disorder, separation anxiety, panic 

disorder, specific phobias), mood disorders (eg, major 

depressive disorder), learning disabilities, substance 

use disorders, and neurodevelopmental disorders 

(eg, attention-deficit/hyperactivity disorder).1,2 Anxiety 

disorders constitute the most prevalent group of pedi-

atric psychiatric disorders and may manifest in school 

refusal; however, anxiety disorders often co-occur and 

symptoms frequently overlap.3,4 Given the growing prev-

alence of school refusal, its complex relationship to the 

COVID-19 pandemic, and its ability to impede several 

domains of functioning, it is vital to provide patients with 

accurate assessment and appropriate treatment.

School refusal is present amongst 5-28% of children and 

adolescents, seen equally in boys and girls, and partic-

ularly more evident among low-income students.5 While 

current rates of school refusal during the pandemic are 

unclear, youth from under-resourced communities or 

those dependent on additional support at school are 

more likely to struggle with attendance. The develop-

ment of a pattern of absenteeism is typically gradual 

and multifactorial; examples include anxiety disor-

ders, bullying, and parental accommodation. Short-

term consequences include social alienation, declining 

academic performance, and family disruption/conflict.1 

Long-term consequences include school dropout, 

substance misuse, violence, and difficulties with 

finances, interpersonal relationships, and the law.1

To understand school refusal, it is important to go 
beyond diagnoses; children may avoid school for 
a variety of reasons, and both internal and external 
factors should be addressed. Clinicians should aim to 
create a detailed formulation that considers the relative 
contribution of neurobiological variations, social influ-
ences on behavior, and the emerging personality struc-
ture of the individual. Biologically, children may have 
variations related to the extent of their fear response. 
These vulnerabilities may be problematic depending on 
psychological factors (eg, fear of public speaking, social 
isolation) or social factors (eg, bullying, parental accom-
modation). In this article, we consider the problem of 
anxiety-related school refusal from a biopsychosocial 
perspective with a focus on the COVID-19 pandemic.

Neurobiological Factors

While the neural basis of anxiety disorders is complex, 
two neurobiological factors are particularly important 
to understand when assessing school refusal: anxiety 
sensitivity and excess fear response.

Anxiety sensitivity is the “fear of anxiety-related bodily 
sensations that are interpreted as having potentially 
harmful somatic, psychological, or social conse-
quences.”5 Being more sensitive to the physical sensa-
tion of anxiety, even when this anxiety is adaptive, makes 
the school environment more difficult to navigate due 
to its abundance of anxiety-provoking situations (eg, 
exams, presentations, navigating peer or romantic rela-
tionships). On the other hand, some children might have 
an excess fear response to particular environmental 
cues. Variations in amygdala firing might cause them to 
progress to an unmanageable emotional state due to 
overactivation of their sympathetic nervous system, a 
biological variant that may ultimately lead to avoidance 
of the stimuli altogether.6,7 Because their amygdala is 
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dysfunctional, they are less capable of tolerating what 

might be a mildly threatening stimulus to someone 

without an excessive fear response. These neurobio-

logical predispositions can contribute to school avoid-

ance and thus should be targeted in psychotherapeutic/

psychopharmacologic treatment.

Psychosocial Factors

Because children spend most of their time in the class-

room (whether virtual or in-person), it is not surprising 

that school is one of the most important factors for 

socioemotional development in youth.8 Going to school 

involves copious social interactions, careful navigation 

of peer groups, formation of intimate friendships, public 

speaking, and the demand of homework.9 Classmates 

become children’s primary sources of support; thus, 

school plays a major role in the psychosocial develop-

ment of children of all ages.10 The psychosocial factors 

related to a child’s cognitive and physical experience of 

anxiety, the influence of parenting techniques such as 

accommodation, and social environment all play a role 

in school refusal.

In regards to the psychological factors influencing 

anxiety in school refusal, negative reinforcement (avoid-

ance of school-based stimuli that provoke negative 

affectivity), positive reinforcement (pursuit of tangible 

rewards outside of school), automatic negative thoughts 

(concerning personal failure, hostility), negative cogni-

tive errors (overgeneralizing, catastrophizing, all-or-

nothing thinking), and the cognitive triad (negative 

thoughts about oneself, the world, and the future) may 

all contribute to absenteeism. The cognitive-behavioral 

model posits that adaptive behavior becomes maladap-

tive “when the youth’s anxiety is disproportional to the 

actual severity or likelihood of the feared outcome.”11

Understanding the extent of stressors that children 

may be experiencing at home and at school is critical 

to an accurate formulation and a key factor that may 

be modified to advance treatment of school refusal. In 

the face of anxious symptoms driven by an excess fear 

response or attention bias (the tendency to focus on 

certain elements while ignoring others), both the child 

and their caregivers are faced with choices of how to 

respond. Accommodation from the caregiver is typi-

cally viewed as nonadaptive parenting behavior and 

may reinforce the child’s school refusal though negative 

reinforcement. Other social factors that must be consid-

ered in the context of school refusal include poverty 

leading to hunger, lack of transportation, lack of access 

to appropriate clothing, and countless other stressors.

School Refusal and COVID-19

The COVID-19 pandemic heightened social isolation 

amongst adults, children, and adolescents univer-

sally. During the pandemic, most children had minimal 

social interaction with their peers. Children with anxiety, 

particularly those with social phobia, will likely face 

significant challenges when schools fully reopen and 

there are no longer virtual options. The psychological 

impact of involuntary social isolation, worries about 

contracting COVID-19, and falling behind in school-

work while at home are of uppermost importance. 

For example, children with social anxiety disorder are 

receiving positive reinforcement for avoiding exposure 

to feared situations, only encouraging this continued 

avoidance, making acute destabilization probable when 

schools fully reopen.

During the pandemic, environmental cues shifted drasti-

cally while exposure to social situations became exceed-

ingly limited.12 Even children without social phobia may 

exhibit anxiety surrounding school reopening consid-

ering they will be “out of practice” from socializing.13 

Contrarily, in children with excess fear responses, social 

distancing may temporarily lessen distress.12,13 However, 

these social changes are inherently self-limited and may 

lull clinicians into a false sense of security.13 Children 

must receive treatment targeting anxiety sensitivity, 

excess fear response, or other neurobiological predis-

positions, as these propensities will likely come back full 

force when schools reopen.

Anxiety-Related School Refusal and the COVID-19 Pandemic: Biopsychosocial Considerations 
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Evidence-Based Considerations

For some children, alternative educational options are 
the most appropriate setting. For children with maladap-
tive school refusal, a nonjudgmental biopsychoso-
cial approach that guides the family towards a broad 
consideration of short- and long-term consequences 
can be followed. Clinicians and school administrators 
must be flexible in their practices within the context 
of the COVID-19 pandemic. Specifically, the following 
recommendations are adapted from an evidence-based 
Response to Intervention (RtI) model to address school 
absenteeism:14

1. Neurobiological Strategies: relaxation training, 
breathing retraining, child-based somatic control 
exercises, pharmacotherapy (with appropriate 
dosage changes and/or adjunctive medications 
once schools reopen)

2. Psychological Strategies: Rewarding students 
for positive behaviors, emphasizing prosocial 
skills and behaviors, cognitive-behavioral therapy 
(to modify inaccurate beliefs about others or one’s 
school environment, gradual reintegration into 
classes), family-oriented treatments, social and 
emotional learning programs (focuses on self-con-
cept, interpersonal skills, socioemotional actions, 
etc.), character education (emphasizes training in 
core values and life skills), psychoeducation

3. Social Strategies: School climate strategies 
(eg, fostering constructive student-teacher rela-
tionships, tangible rewards for good attendance), 
health-oriented strategies (eg, addressing 
chronic medical conditions), safety-oriented 
strategies (eg, bullying and violence preven-
tion, conflict resolution practices), appropriate 
parental involvement (eg, limiting accommoda-
tion, establishing set morning routines), fostering 
positive peer relationships

While we are not yet sure how the COVID-19 pandemic 
may impact school refusal once schools fully reopen, 
we must be vigilant in addressing how this unparalleled 
time will impact children and adolescents. Many of the 

above strategies will be virtual, and many will involve 
coordinating with caregivers as well as school admin-
istrators; increasing communication with schools and 
caregivers is essential to effectively address the biopsy-
chosocial nature of school refusal and its complex rela-
tionship to the pandemic.

Take Home Summary

School refusal is increasingly prevalent, impedes 
several domains of functioning, and is greatly 
impacted by the COVID-19 pandemic. In this 
article, we review the neurobiological, psycholog-
ical, and social considerations related to school 
refusal and recommend strategies for evaluation 
and treatment.
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Psychiatric Boarders on Pediatric Medical Floors: 
A Call for Action and Collaboration 

Narpinder K. Malhi MD, Raman Marwaha MD, Raja K.S. Malhi MD

Clinical Vignette

A 14-year-old male patient with history of atten-
tion-deficit/hyperactivity disorder (ADHD), disruptive 
mood dysregulation disorder (DMDD), and autism 
spectrum disorder (ASD) was brought to the emergency 
department (ED) when he was found to be aggressive 
towards family members. He has history of multiple 
psychiatric hospitalizations relating to aggression and 
was taking a complex regimen of psychotropic medica-
tions. ED staff recommended inpatient psychiatric care. 
After waiting for hours in the ED, a decision was made 
to transfer him to a pediatric medical floor, and he was 
put on waitlist without immediate bed availability in any 
of the inpatient units in the area. Due to lack of child 
psychiatry consultation liaison services at our institu-
tion, an outpatient child and adolescent psychiatrist was 
called by pediatric hospitalists for “curbside consulta-
tion” to provide input on treatment for this patient while 
he waited placement at an inpatient psychiatric facility.

Lack of Resources

Most of us are very familiar with this presentation. 
While child psychiatrists are experienced and comfort-
able treating similar patients, pediatricians and general 
psychiatrists may find these clinical situations more chal-
lenging in their day. Mansbach et al.1 found that approx-
imately one-third of psychiatric boarders from the ED 
were transferred to inpatient pediatric units to continue 
boarding. Due to rapid rise in patients with mental health 
problems in the ED and insufficient pediatric psychiatric 
beds in the community,2 this is happening more and 
more frequently.

Over the past decade, mental health systems have 
been progressively starved of the resources they need 
to provide the care to patients. Systematic defunding 
has led to hospitals closing inpatient psychiatric units, 

outpatient services are being downsized and agencies 
merged or closed, such that in many areas it is diffi-
cult to find care anywhere but in an emergency room.3 

This has led to an influx of psychiatric patients in the 
ED with fewer community psychiatric inpatient beds 
available for treatment. More than 3,000 general inpa-
tient psychiatric beds were lost between 2009 and 2012. 
The average wait time for an appointment with a child 
and adolescent psychiatrist is estimated to be nearly 8 
weeks.4 The practice of holding patients in the ED after 
their provider has decided the patient requires inpatient 
placement for which a bed is not available is defined 
as creating a “boarder” by The Joint Commission,5 who 
also recommend that boarding should not exceed 4 
hours. Once these patients are transferred from the ED 
to the medical floor, we open the gate for another set 
of problems.

Characteristics of Psychiatric Boarders

McEnany et al.6 reported average ED boarding times 
ranged from 5 to 41 hours whereas median inpa-
tient boarding ranged from 48 to 72 hours. Factors 
that increase the likelihood of becoming boarded are 
younger age, payer type, female gender, and being 
of African American origin.1 Suicidal and homicidal 
ideations were the most common presentations 
among boarders in addition to behavioral disorders 
(eg, disruptive behavior disorder).1,7 Mansbach et al. 
also reported increased likelihood of boarding among 
patients presenting on a weekend and during school 
(non-summer) months.1 Another study found boarding 
associated with seasonality with highest instances in 
February, March, April, May, and October.8

Challenges of Boarding

Psychiatric units are specifically designed to meet the 
needs of psychiatric patients regarding therapeutic 
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milieu and safety unlike their pediatric inpatient counter-
parts. Many pediatric units have accessibility to sharp 
objects and tangling cords, which pose the highest risk 
to suicidal and impulsive children. Suicide risk peaks 
in periods immediately after admission and discharge, 
and the risk is particularly high in patients with affective 
disorders and in those with short hospital stay.9

Claudius et al. reported that only 6.1% of youth admitted 
to medical floors for isolated psychiatric reasons had 
documented individual or family counselling; 20.1% 
received psychiatric medications.10 The same group also 
reported the cost associated with boarding as $4,269 
per patient over their 18-month period of measurement. 
Additionally, most staff members on pediatric floors are 
not comfortable taking care of mental health patients, 
which can lead to more apprehension, anxiety, and 
resentment. Constant observation or a “one to one” 
sitter is utilized to reduce risk of elopement and ensure 
safety of the patient; however, this intervention is costly 
and largely ineffective leading to more financial burden 
on the institutions.11

It is challenging to manage agitation on the floors with 
inadequate resources. About 65% of pediatricians 
surveyed by the American Academy of Pediatrics indi-
cated that they lacked specialized training in recog-
nizing and treating mental health problems.12 At times, 
treatment decisions may be reactive and predicated 
more on provider comfort rather than an etiologically 
focused approach to pediatric agitation management.13

Strategies to Address Psychiatric Boarding

Child and adolescent psychiatrists are well trained 
to take care of these children but are limited in their 
resources. Several strategies have been described 
to improve the quality of behavioral health care in the 
acute medical setting such as staff education, utiliza-
tion of various de-escalation techniques, ensuring avail-
ability of behavioral response teams that respond to 
acute behavioral emergencies, security team initiatives 

and dialectical behavioral therapy (DBT) skills teaching 
for ancillary staff.14 Some institutions have integrated 
Child Life specialists who work in close collaboration 
with behavioral health providers. Provision of such 
services facilitate smoother transition to medical floors 
in addition to reducing the stress and anxiety of patients 
and parents.14

Gallagher et al. studied the impact of providing daily 
psychiatry and psychology services to psychiatric 
boarders during their admission which showed reduced 
use (only 6.4%) of physical restraints or use of intramus-
cular psychotropic medications during admission with 
33% improvement in Clinical Global Impression scale on 
discharge.8 At the organizational level, child and adoles-
cent psychiatrists can take a lead to provide education, 
support, and guidance to floor staff in effective and safe 
management of agitation, using both non-pharmaco-
logic and pharmacological strategies.

A study by Zeller et al., demonstrated the Alameda 
Model with a “regional dedicated emergency psychi-
atric facility” to significantly reduce the average length 
of stay (LOS) in emergency facility with only 24.8% 
requiring inpatient psychiatric admission.15 Hasken 
and colleagues described the impact of building a new 
on-site 10 bed inpatient pediatric psychiatric unit in a 
pediatric emergency department (PED) which eventu-
ally led to overall reduced behavioral health patients in 
inpatient medical floors (22.2% before vs 8.5%).16

Access to child and adolescent psychiatrists through 
telepsychiatry has also gained momentum as it provides 
more access for primary care providers to collaborate.17 
In a study evaluating videoconference-based psychi-
atric emergency consultation program (telepsychiatry) 
at geographically dispersed ED sites, as compared to 
children who received usual care, children who received 
telepsychiatry consultations had significantly shorter 
median ED lengths of stay (5.5 hours and 8.3 hours, 
respectively, p<.001) and lower total patient charges 
($3,493 and $8,611, p<.001).18

Psychiatric Boarders on Pediatric Medical Floors: A Call for Action and Collaboration 
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Take Home Summary

Due to limited number of child and adolescent 
inpatient psychiatric units across the country, 
psychiatric boarding has become very common 
among many hospitals in the United States. 
Boarding leads to multiple challenges including 
patients not getting appropriate quality psychi-
atric care, providers on the medical floor not being 
appropriately trained to manage these patients, 
and added financial burden on institutions. Child 
and adolescent psychiatrists play a very important 
role in not only advocacy to help increase inpa-
tient psychiatric beds but also in educating their 
pediatric counterparts and becoming part of 
behavioral response teams in hospitals. Child and 
adolescent psychiatrists, through their knowl-
edge and expertise, can have a significant impact 
in bringing about these changes in the American 
health care system.
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Spotlight on Juvenile Justice: 
Understanding Neurodevelopment

Jasmine McClendon, MD, MPH, Jorien Campbell, MD, Anne McBride, MD

Julian was 12 years old the first time he shoplifted food 
with a group of friends. His friends were a few years 
older and occasionally asked him to be the “lookout” 
while breaking into homes. Julian’s father was incar-
cerated, and his mother worked two jobs until late at 
night. Julian’s mother didn’t know what her son had 
been doing as he’d never been caught by the police. 
By the time Julian was 16, many of his older friends 
had been to juvenile detention and/or jail. These friends 
felt like family to Julian despite his fears of getting into 
similar trouble.

It has long been known that risk taking is common 
among adolescents. Data also suggests that delin-
quency and violence are relatively common experi-

ences for American youth. For instance, 696,6201 of the 
roughly 25 million youth aged 12-17 living in the United 
States2 were arrested in 2019. However, survey data 
suggest delinquency and violence among youth is even 
more widespread. According to the Youth Risk Behavior 
Surveillance – United States 2019, 21.9% of high school 
students were in physical fights, 8.2% experienced 
sexual dating violence, and 4.4% carried a gun. In the 
same study, 29.2% of high school students reported 
current alcohol consumption, 13.7% reported current 
binge drinking, 5.4% reported driving under the influ-

ence of alcohol, 8.9% attempted suicide, 11.9% did not 
use any method to prevent pregnancy during last sexual 
intercourse, and 6.5% rarely or never wore a seat belt.3 

Mortality data reflects broad risk-taking behavior; for 
the same year, the leading causes of death among US 
adolescents aged 15-19 were accidents, suicide, and 
homicide.4

These data are not surprising given our understanding of 
neurodevelopment. Imaging studies provide more defin-
itive evidence to support what developmental theorists 
(and parents) have known for decades – that the adoles-
cent brain is different than the more fully matured adult 
brain. Adolescents’ vulnerability to risk-taking behaviors 
is best explained by a mismatch in brain development 
between the fully developed structures (eg, nucleus 
accumbens, amygdala, etc.) responsible for social and 
emotional development and reward seeking (ie, “the 
gas” that fuels risky behavior) and the still-developing 
structures involved in cognitive control (eg, prefrontal 
cortex and related cortical regions) responsible for the 
executive functioning skills needed for planning and 
making decisions related to taking risks (ie, “the breaks” 
that foster emotional regulation and prudent decision 
making).5,6,7 See Table 1 for features of adolescent 
decision making.

Table 1: Features of Adolescent Decision-Making5

Future orientation
As adolescents mature, they become more future oriented, demonstrating increased capacity when 
considering future consequences, future concerns, and future planning.

Self-regulation
Adolescents show differences in their capacity towards self-regulation, particularly in managing 
impulsive decisions and behaviors. Impulsivity has been shown to have a linear decline between the 
high school years and young adulthood.

Reward sensitivity

As compared to adults, adolescents are more prone to reward-seeking behaviors, particularly 
immediate rewards. While both adults and adolescents recognize the risks of their behavior similarly, 
they assess the benefit of the reward differently, in that adolescents may assign greater worth to the 
potential immediate reward associated with their risky decision.

Peer influence
Adolescents are more susceptible to peer influence than adults. They may take risks, motivated by 
peer acceptance and fear of rejection. Studies suggest that adolescents’ increasing resistance to 
peer influence with age is linked to integration between cortical and subcortical brain areas.
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Trauma, mental health, and other environmental factors 
also impact neurodevelopment. This is especially 
relevant when we consider that trauma exposure and 
mental health disorders are vastly overrepresented 
in juvenile justice-involved youth.8 Youth with trauma 
exposure and PTSD symptoms demonstrate distinct 
differences in the development of brain structures 
involved in cognitive control.9 Adolescent-onset depres-
sion is associated with structural changes in limbic and 
striatal regions of the brain.10 Frequent alcohol use in 
adolescence may impair behavior control by disrupting 
normative neurodevelopment.11 Cannabis – the most 
frequently misused illicit substance in adolescence – 
can lead to executive functioning, memory, and learning 
decline in long-term adolescent users as well as 
decreased IQ in heavy and regular adolescent users.12 

The traumatic impact of racism in society and the struc-
tural inadequacies of our adult criminal justice system 
on families, particularly people of color and the poor, 
must also be considered when thinking about a child’s 
neurodevelopment. For instance, paternal incarcera-
tion, which is known to disproportionately impact Black 
men, has multiple negative impacts on children’s mental 
health and physical wellbeing. Such negative impacts, 
in turn, widen disparities in our nation along racial/ethnic 
and social classes.13

Neurodevelopmental research has been critical in 
informing the US Supreme Court in a series of cases 
involving juvenile sentencing and culpability. In 2005, 
the Court held in Roper v Simmons14 that it was cruel 
and unusual punishment to execute a person who 
committed a capital crime (one that carries the possi-
bility of the death penalty) under the age of 18. The Court 
found that a child under 18 years lacks the cognitive 
maturity to be held as morally culpable as an adult who 
has committed a similar offense. In the opinion, Justice 
Anthony Kennedy identified 3 general differences 
between juveniles under 18 and adults that demonstrate 
“juvenile offenders cannot with reliability be classified 
among the worst offenders.” He wrote, “First... [a] lack 
of maturity and an underdeveloped sense of respon-
sibility are found in youth more often than in adults... 
These qualities often result in impetuous and ill-con-

sidered actions and decisions.” Second, “juveniles are 
more vulnerable or susceptible to negative influences 
and outside pressures...” Third, “The personality traits 
of juveniles are more transitory, less fixed.” The Court 
concluded that “[t]hese differences render suspect 
any conclusion that a juvenile falls among the worst 
offenders. The susceptibility of juveniles to immature 
and irresponsible behavior means ‘their irresponsible 
conduct is not as morally reprehensible as that of  
an adult.’”

In 2012, in Miller v Alabama,15 the US Supreme Court 
held that mandatory sentencing of Juveniles Life Without 
Parole (JLWOP) also violated the Eighth Amendment’s 
ban against cruel and unusual punishment. In another 
5-4 opinion, Justice Elena Kagan wrote that JLWOP’s 
mandatory sentencing was unconstitutional because 
it fails “to take into account how children are different, 
and how those differences counsel against irrevocably 
sentencing them to a lifetime in prison.” Despite the 
Court’s ruling in Miller, minors younger than 18 years 
may still be sentenced to JLWOP if the sentencing 
judge deems appropriate after evaluating the minor’s 
psychosocial history and the specific details of the 
crime. Earlier this year, Justice Kavanaugh delivered a 
6-3 opinion in Jones v Mississippi,16 which stated all that 
is constitutionally required is for the sentencing judge 
to have discretion and consider the defendant’s youth.

Juvenile sentencing remains a critical issue particularly 
when considering that juveniles sentenced to LWOP are 
disproportionately of racial and ethnic minoritized back-
grounds.17 For instance, Black youth, particularly Black 
boys, are more likely to be misidentified as adults and 
subsequently considered more criminally culpable.18,19 A 
small study examining the role of race in perceptions 
of criminal innocence found that Black juvenile felony 
suspects were misperceived as more than 4.5 years 
older than their actual age. By the age of 14, they were 
characterized as legal adults.18 Both the overestimation 
of a Black youth’s age and the inappropriate influence 
of race often results in Black juveniles receiving more 
punitive sentences, including JLWOP.18,19 Thus, even the 
concept of “maturity” can be influenced by racial bias.

Spotlight on Juvenile Justice: Understanding Neurodevelopment



A  J A A C A P  P U B L I C A T I O NJAACAP Connect

27 Spring 2021 www.jaacap.com/content/connect

Gains in our understanding of child development have 

clearly shown that many features distinguish an adoles-

cent from an adult. For example, most youth diag-

nosed with conduct disorder do not go on to develop 

the pervasive patterns of unlawful behavior associated 

with antisocial personality disorder.20 In one large study 

examining juvenile desistence from criminal behavior 

by following over 1,300 serious juvenile offenders over 

7 years, only 7.5% persistently offended at a high rate 

by adulthood (age 25), 13.5% consistently offended 

at a moderate rate, and the vast majority of serious 

juvenile offenders desisted by adulthood. The authors 

found that maturation was the most significant variable 

that predicted desistence. Of note, those youth who 

persisted along the path of unlawful behavior were less 

developmentally mature in adolescence and demon-

strated deficits in their development of maturity.21 

Most importantly, the fact that adolescents continue 

to develop well into adulthood indicates that this is the 

time period when evidence-based intervention still has 

the potential to profoundly impact adolescent develop-

ment in a positive way and improve outcomes.

Returning to Julian, his past delinquent behaviors are 

concerning though must be understood in the context of 

his age and developmental immaturity. In our first article 

of this series,22 we learned that Julian committed an 

armed robbery with two adult peers. There is no doubt 

that this is an extremely serious crime. However, this 

act does not define Julian as a person. In other words, 

an adolescent’s identity is certainly not fixed and may 

not represent the future adult they become. Scientific 

findings indicate that we cannot definitively predict an 

adolescent’s future behavior, including in an adolescent 

who has committed a serious criminal act. What we can 

do is understand juvenile offending through the appro-

priate developmental lens. We will continue to learn 

of the additional factors that shaped Julian’s pathway 

into the justice system in future articles as well as the 

specific evidence-based interventions that lower the 

risk of recidivism, rehabilitate, and optimize prosocial 

development and maturation.

Take Home Summary

Gains in our understanding of child development 
have clearly shown that the adolescent brain 
is different from the more fully matured adult 
brain. Risk factors for juvenile justice involvement 
including trauma, mental health, and other envi-
ronmental factors also impact neurodevelopment. 
Neurodevelopmental research has been critical 
in informing the US Supreme Court in a series of 
cases involving juvenile sentencing and culpability. 
Child and adolescent psychiatrists should under-
stand juvenile offending through the appropriate 
developmental lens.
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AACAP SPOTLIGHT
Amanda Downey, MD

COMPONENT WORK
A highlight of my involvement has been participation in and 
leadership of AACAP’s Committee on Medical Students and 
Residents (MSR). The chance to create spaces for medical students, 
residents, and fellows to become more engaged and empowered 
by their work through AACAP membership has allowed me to 
witness the resilience, creativity, and brilliance of the future of 
our workforce. From creating more robust mentorship networks to 
watching trainees design and implement conference programming 
with poise and expertise, I feel more confident than ever that 
AACAP will continue to flourish as the home of strong leaders and 
advocates for children’s mental health. As the John E. Schowalter, 
MD, Resident Member of Council, I had the additional honor of 
sitting on AACAP’s council for two years, advocating for trainee 
priorities to AACAP’s governing body. This experience opened my 
eyes to how deeply the academy cares for its trainees and for the 
future of our f ield. 

2016 AACAP EDUCATIONAL OUTREACH PROGRAM (EOP) 
FOR CHILD AND ADOLESCENT PSYCHIATRY RESIDENTS
SUPPORTED BY AACAP’S LIFE MEMBERS FUND

2019 AACAP EDUCATIONAL OUTREACH PROGRAM FOR 
CHILD AND ADOLESCENT PSYCHIATRY RESIDENTS, 
SUPPORTED BY AACAP’S LIFE MEMBERS FUND

Receiving this travel award allowed me to experience a formative 
week of inspiration, mentorship, networking, and engagement that 
will last throughout my career. Bouncing from a mentorship event 
straight to a workshop by a true leader in the field – one can’t help 
but feel the sense of innovation and collaboration permeating the 
Annual Meeting, leaving us all with a stronger sense of commitment 
to this career path we have chosen. The relationships I formed 
through this meeting – with peers, mentors, and leaders of the field 
– remain strong today, and for that I will always be grateful. 
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MILESTONES
As the graduate of a triple board program, there is always some 
fear that one may not feel fully accepted by the community of child 
and adolescent psychiatrists. To the contrary – AACAP has been 
exceptionally welcoming to those of us coming from less traditional 
pathways and values our expertise in liaising with other specialties, 
like pediatrics, in accomplishing research and advocacy priorities. 
As I embark on a career in integrated care for young people with 
eating disorders, AACAP has provided me with an international 
community of mentors and colleagues to learn from and collaborate 
with. I can’t wait to see how these relationships are able to push the 
needle forward in our f ield!
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Lay It On Thick 
Ayotunde Ayobello, MD
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I came across my first clinical case of peripartum 
depression during adult psychiatry training. I was 
struck by the debilitating nature of the illness and 

quickly recognized the immediate impact it had on my 
patient. As I went on to fellowship training, I recognized, 
in a way I hadn’t before, the far-reaching, generational 
impact of the condition. I was sobered by its lasting 
effects on children – and energized by opportunities to 
intervene and make a difference in their lives. 

I am a trainee in child and adolescent psychiatry and 
a self-taught oil painter whose work focuses on the 
intersection of art and mental health. My background 
provides me with an opportunity to view peripartum 
depression from a unique perspective. As I worked 
on the portrait of a pregnant woman with depression, 
I made connections between the process of painting 
and that of attachment. I learned early on in my painting 
apprenticeship about the “thick over thin” rule: straight 
out the bottle, oil paint is pigment particles dispersed 

in a binder, usually linseed oil. By applying paint with 
a higher oil-to-pigment ratio (“thick”) over paint with 
a lower ratio (“thin”), paint bonds and attaches to the 
canvas. The reason for this graduated approach is that 
drying times vary between thick and thin paints. Thinner 
layers dry faster than thicker ones. If this fundamental 
rule is not adhered to, it can lead to “cracking” of the 
painting as it ages.

In similar fashion, I recognized that a solid emotional 
base serves as the foundation for subsequent layers 
of trust, regulation and frustration tolerance. One out 
7 women experience peri partum depression and face 
an uphill battle to provide a stable base for attachment. 
Left unaddressed, this can lead to the kind of “psycho-
logical cracking” that can bring children and families to 
our clinical attention years later. As child and adolescent 
psychiatrists, we must recognize and be attentive to the 
impact of peripartum depression: not just on affected 
parents, but on the future of their at-risk children.

mailto:ayotunde.ayobello%40yale.edu?subject=
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When Your Patients Are Binge Watching: 
Challenges Associated With Streaming Television in 

Child and Adolescent Psychiatry
Meredith Gansner, MD

Brief Case Illustration

Sierra is a 16-year old girl who is in psychiatric treat-
ment for major depressive disorder without psychotic 
features. Several months after starting treatment, 
Sierra’s mother brought her into the office for an urgent 
safety assessment. Sierra had been sent home from 
school after reporting new onset command auditory 
hallucinations to harm herself and perceptions that she 
was not in control of her body’s actions. Sierra described 
hearing an unknown male voice that instructed her 
to kill herself; while Sierra had not acted on this, she 
was scared that she could no longer keep herself safe. 
During the emergent psychiatric appointment, Sierra 
revealed that she first heard the voice shortly after 
watching the streaming television show Black Mirror 
on Netflix. Specifically, Sierra had watched the Black 
Mirror film Bandersnatch, which piloted a novel inter-
active format where the show’s viewers could direct the 
actions of the show’s teenage protagonist through use 
of a remote control, trackpad or computer mouse. Deci-
sions made for the protagonist ranged from choosing 
his breakfast cereal to choosing to physically assault 
another character. Sierra’s mother was unaware that 
her daughter had watched Bandersnatch, and was 
unfamiliar with the episode’s interactive format. Sierra’s 
psychiatrist, however, had recently watched Band-
ersnatch and recognized both the show’s underlying 
theme of loss of free will and the viewer’s unique ability 
to “become” the show’s protagonist. Sierra’s psychia-
trist explored possible connections between the new 
symptoms and the show, to which Sierra responded 
positively. Sierra reported often feeling affected by 
screen media, but never before for this long or with this 
symptomatology. Sierra reported significant symptom 
improvement at the end of the appointment. This acute 

improvement, coupled with the lack of other indicators 
of organic psychosis, led the psychiatrist to recom-
mend continued treatment at the outpatient level of care 
with watchful waiting and increased surveillance. One 
week following their onset, Sierra’s symptoms resolved 
without additional intervention.

Clinical Considerations

Watching television remains a favorite activity for most 
American teenagers,1 but the viewing experience has 
significantly changed. Catching the new episode of a 
popular television show used to require access to a 
stationary device at one specific time. Now, many shows 
can be watched through multiple digital platforms (eg, 
Netflix, YouTube) and increased device portability 
ensures that access to these media platforms is limited 
only by battery life and Internet access. Streaming 
services like Netflix and Hulu have eliminated the limita-
tions of weekly programming previously imposed by 
broadcast or cable television, changing how television 
content is created and released. A show’s entire season 
can now be released at once so that content that formerly 
took months to view in entirety can be binge watched in 
a single day. Streaming television also removes restric-
tions on the number of new programs released annually; 
2018 was the first year where streaming shows outnum-
bered those totaled on traditional television formats, 
with 495 original, streaming programs.2 Embracing 
these advancements, twice the number of American 
teenagers choose Netflix over cable and consider a 
cable subscription to be unnecessary.3,4

However, these innovations are not without potential 
disadvantages. Monitoring teenage screen time is now 
significantly more complicated. There is no longer one 
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stationary location for television viewing within a home, 

nor even a requirement that an individual remains 

indoors to watch a program. Additionally, because 

an entire season’s episodes are released simultane-

ously, parents and providers may only hear about a 

controversial new program after children have already 

watched the whole season. Parental controls exist for 

both devices and streaming platforms, but there are 

multiple points of access to age inappropriate digital 

content online and controls may have limited utility for 

older children when what is age-inappropriate may be 

less obvious. Even streaming shows that are created 

specifically for teenage audiences may be triggering for 

some viewers, especially youth with significant mental 

health concerns.

Perhaps the most well-known example of triggering 

content in streaming television remains the first season 

of 13 Reasons Why, which includes the graphic portrayal 

of a completed suicide. While many psychiatrists 

voiced concerns about the show’s potential impact on 

patients, the response was neither fast nor concerted 

enough to caution many patients and parents prior to 

their viewing. Subsequent research studies observed 

temporal correlations between both an increase in teen 

suicide attempts and Emergency Department visits 

around the time of the show’s release.5,6 Netflix shows 

have since continued to provoke concern from mental 

health providers. Insatiable portrayed a teenager with 

a presumed binge-eating disorder. Before the show’s 

release, critics stated that Insatiable might glamorize 

thinness and extreme weight loss methods, poten-

tially harming youth struggling with eating disorders.7 

Despite these concerns, Netflix released all 12 episodes 

at once. Bandersnatch, too, incited significant alarm, 

although notably not from mental health providers, 

but from viewers themselves who were struggling with 

psychiatric illness and hoped to caution other vulner-

able viewers. Twitter and Reddit lit up with warnings, 

“if you’re triggered by suicide…stay away from the new 

Black Mirror episode ‘Bandersnatch’” and “it’s like it’s 

out to set off OCD and paranoia.”8

The American Academy of Child and Adolescent Psychi-
atry encourages proactive parenting, writing, “Parents 
cannot assume that their child will be protected by 
the supervision or regulation provided by the online 
services,”9 but parents cannot realistically screen all 
streaming television for potential triggering content. 
Individual mental health providers also lack sufficient 
time to view streaming programs before their patients. 
Therefore, if the psychiatric community wants to provide 
timely, anticipatory guidance surrounding a show’s 
content, it will likely require an active, efficient, and 
collective response.

Potential Responses and Associated 
Challenges

Attempts at primary prevention are unlikely to be met 
with success. Firstly, it is improbable that television 
producers will choose to remove all potentially triggering 
content for the benefit of those with serious psychi-
atric illness (although Netflix did eventually remove the 
controversial suicide scene from 13 Reasons Why). 
Increasing psychiatric input in show development might 
help to temper triggering mental health portrayals, but 
because controversy often buys viewership, this influ-
ence may still be limited. Thus, a coordinated response 
by mental health providers will likely need to remain 
retroactive in the form of damage control.

One such example is the 13 Reasons Why Toolkit, 
released after the show’s first season in anticipation 
of its sophomore season. Created by an international 
collaboration of organizations, this online resource 
provides information about the series for children, 
parents, and clinicians. While novel, response in this 
form is not without significant issue. For example, how 
does one inform the toolkit’s target audience about its 
release? For any comprehensive response, dissemi-
nating news about the intervention will be a significant 
hurdle. Creation of a toolkit is also time intensive and 
often show-specific; it is not logistically possible to 
create a new toolkit for each controversial program, 
especially given the increasing number of new streaming 
programs each year. Another possible solution might be 
the creation of a centralized, multidisciplinary website 

When Your Patients are Binge Watching: Challenges Associated With Streaming Television  
in Child and Adolescent Psychiatry
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that includes comprehensive cautions and recom-
mendations about controversial content. However, this 
approach would still be time intensive and would require 
continuous maintenance both to determine what shows 
merit reporting and to update the site accordingly, as 
well as require some mechanism to provide ongoing 
communication about these updates to the target 
audience. Finally, evaluating the success of any inter-
vention also requires the ability to measure how well it 
intervenes upon a target problem, but measuring such 
interventions will likely be challenging.

Controversial portrayals of teenage mental health are 
not new to screen media, but streaming television does 
pose unique challenges for mental health professionals 
who work with children and adolescents. These chal-
lenges may be best addressed by those same techno-
logical advances that created streaming television, and 
no response will be without complications and barriers 
to implementation. However, the absence thus far of 
timely or coordinated reactions from the psychiatric 
community indicates that the first step may simply be 
recognizing the necessity of a unified response to this 
ongoing dilemma.

Take Home Summary

Streaming television and other advances in screen 
technology have significantly changed television 
watching. The growing number of streaming shows 
released annually, instant availability of a show’s 
entire season, and multiple content-viewing plat-
forms, make monitoring teen television consump-
tion increasingly challenging. Triggering content 
often comes without warnings and parents and 
clinicians may be unaware of controversy prior 
to an adolescent patient’s viewing. A collabo-
rative, effective, and timely response regarding 
potentially dangerous mental health portrayals is 
needed from the mental health community in order 
to protect our young patients. 
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Connect Corner: Dramatization of Media Portrayal of 
Suicide Over Time: A Comparison of The Virgin Suicides 

to 13 Reasons Why
Jane Harness, DO

The first time I considered watching the contro-
versial Netflix teen drama 13 Reasons Why1 

was during an emergency room interview with 
a teenage boy. He said the show opened a window 
for him to contemplate suicide as an option. This was 
so compelling to me that after months of ignoring the 
chatter I heard about the show, I watched the first two 
seasons to try to understand how it might be influ-
encing my patients’ mental health. I wondered, have 
media depictions of suicide always held this influence, 
or was this something unique to this new hit series? In 
an attempt to characterize a shift in media portrayal 
of suicide over time, I decided to compare the movie, 
The Virgin Suicides (released in 2000),2 and the Netflix 
series, 13 Reasons Why (released in 2017). While The 
Virgin Suicides, set in the 1970s, chronicles the myste-
rious suicides of the 5 Lisbon sisters as told by a group 
of infatuated neighborhood boys, 13 Reasons Why 
focuses on the singular teen suicide of Hannah Baker 
as told through the cassette tapes she left behind. Each 
tape contains one reason why she decided to end her 
life, centered around the people whom she felt hurt her 
most. Her classmates are similarly showcased in the 
aftermath of her death, with a focus on a boy named 
Clay. The allure of The Virgin Suicides hinges on adult 
nostalgia for 70’s suburbia as watchers wade in the 
hazy, mysterious cloud surrounding the Lisbon sister’s 
suicides. Conversely, in 13 Reasons Why, there is no 
mystery as Hannah unabashedly details how the hurt 
she endured from her peers influenced her decision to 
end her life.

Both productions show the male figures having hallu-
cinations of the deceased main character. In this way, 
the main characters who have ended their life remain 
present among the living characters, which has the 

potential to confuse at-risk viewers about the finality of 
death. In 13 Reasons Why, Clay consistently sees and 
converses with Hannah after she ends her life. In The 
Virgin Suicides, one of the neighborhood boys sees 
Cecilia in a tree as he drives through the suburb after her 
suicide. These portrayals have the potential to suggest 
to youth that if they are to end their lives, they will in some 
way become an object of immortal wonder and watch 
down upon those they left behind to bask in the atten-
tion that they were not able to access in life. Although 
both productions dance with the idea of a continued 
presence of the deceased, this concept is portrayed in 
a fleeting scene in The Virgin Suicides, while it is the 
core of the plot in 13 Reasons Why. In 13 Reasons Why, 
Hannah is present throughout the series as a ghostly 
narrator, which is achieved by depicting her as a hallu-
cination of Clay’s. Her continual presence alongside her 
peers whose lives now focus entirely on the tapes she 
left behind certainly does nothing to reinforce the finality 
of death, already a difficult concept for youth to grasp. 
It is easy to see how being a romanticized ghost and 
“teaching a lesson” to bullies might appeal to youth, but 
what they may not be able to understand is that one 
cannot both enjoy the attention and be deceased at the 
same time.

The most glaring difference between these two produc-
tions is the actual portrayal of suicide. In The Virgin 
Suicides, Cecilia’s is the most dramatic of the sisters’ 
deaths as she is impaled by a fence after jumping 
from her house. In the scene, she unrealistically levi-
tates on the fence in her father’s arms moments after 
having presumably jumped from her house window. 
On the contrary, everything in 13 Reasons Why is 
painfully explicit and dramatized, including Hannah’s 
suicide. A study by Bridge et al.3 found that the release 
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of 13 Reasons Why was associated with a significant 
increase in monthly suicide rates among US youth 10-17 
years old. They concluded that the exposure of children 
and adolescents to the series warrants caution. Netflix 
subsequently publicly announced that they were going 
to edit out Hannah’s graphic suicide scene “on the 
advice of medical experts”.4

Comparing the two in the context of social learning, it 
seems that young viewers would be more likely to model 
the behavior which is explicitly laid out like a handbook 
(13 Reasons Why) than behavior which is unrealistic and 
distant (The Virgin Suicides). In a world where adoles-
cents spend increasing amounts of time on their phones/
computers connected to media, it is important to think 
about the replacement for what would have been face 
to face social learning from their peers in decades past. 
The idea that suicidal behaviors can be imitated from 
media is not new; a study by Gould et al.5 related that 
social learning theory is a paradigm through which 
suicide contagion may be understood. This review 
called for continued education of media professionals 
about the risk of suicide imitation based on media 
portrayals. Furthermore, media is often referred to as a 
“super-peer” for adolescents; the behavior emulated on 
a screen is believed by viewers to be the norm. Explicitly 
portraying suicide in a peer who viewers easily identify 
with may make it easier for the viewers to see them-
selves carrying out the same actions. This “super-peer” 
effect has been studied in the context of youth’s views 
about social approval for and prevalence of alcohol 
and tobacco use in their age group. In this study, they 
found that media related cognitions heavily influenced 
participants perceptions about the acceptance/preva-
lence of smoking and drinking.6 Similarly, it is possible 
that media influences on cognitions about suicide may 
cause youth to believe that it is more prevalent, more 
desirable, more of an option and more accessible than 
ever before.

Overall, it appears that some possibly damaging themes 
have existed in media portrayal of suicide for years, 
but more recent productions have become alarmingly 
explicit and it is important for producers to think about 

the impact their work may have on suggestible youth. 
A study by Arendt et al.7 showed that young adults 
aged 18-29 were at increased risk for suicide if they 
were unable to finish the second season of 13 Reasons 
Why, presumably because it was distressing to them. 
This leads one to wonder what kind of risk exists for 
younger viewers who may be inherently more suscep-
tible to the negative effects of the series. It is important 
for producers to follow the existing guidelines for media 
portrayal of suicide, especially when creating a series 
whose target audience is youth. One of the pillars of 
the updated WHO 20178 guidelines is, “Do not explic-
itly describe the method used,” and they elaborate that 
doing so, “will increase the likelihood that a vulnerable 
person will copy the act.” It is important to pay atten-
tion to the direction media has taken with increasingly 
dramatic productions and the impact that these changes 
have on the public. Furthermore, these dramatic depic-
tions of youth suffering, not getting help and ending 
their lives are not balanced with movies/TV shows about 
youth getting help, overcoming adversity, and finding an 
alternative to suicide. With this skewed presentation by 
the media, youth are bound to feel disheartened when 
faced with adversity in their own lives, when the reality 
is that help is available, and things can get better. It may 
make sense for psychiatrists to become more involved 
in media productions from a prevention and public 
health standpoint.

Take Home Summary

Screen media portrayals of suicide have 
become increasingly dramatized and explicit 
over time, which is a concern because of known 
contagion effects.
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