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Abstract
There is a critical public health problem in the United States today, the problem of childhood
psychiatric disorders in youngsters with physical illnesses. Currently there is a pressing need for
well-trained pediatric psychosomatic medicine practitioners as well as advanced training in the
field. Yet, this training does not currently exist. This article will present the innovative Montefiore
Medical Center/Albert Einstein College of Medicine (MMC/AECOM) program as a model for a
training curriculum, clinical training experience, and clinical research training setting in this
important and rapidly expanding area of need in pediatric mental health.

In 2003, the American Board of Medical Specialties (ABMS) approved psychosomatic
medicine (PM) as a new subspecialty, the fifth official subspecialty in the field of
psychiatry, joining child and adolescent psychiatry, geriatric psychiatry, addiction
psychiatry, and forensic psychiatry. PM is now a designated subspecialty field in psychiatry.
Despite the fact that almost 20% of children with chronic medical conditions have
behavioral and emotional symptoms, a specialized training curriculum in pediatric PM has
yet to be developed.1 The pediatric PM track within the PM fellowship at Montefiore
Medical Center/Albert Einstein College of Medicine is the first of its kind. The National
Institute of Mental Health (NIMH) joint program with Georgetown University School of
Medicine and Washington Hospital Center has offered additional pediatric psychosomatic
training within the training program in PM since it began in 2007. Other sites are
considering expanding their training programs to include this important new option in
pediatric PM (DeMaso, personal communication 2010).

EPIDEMIOLOGY OF PSYCHIATRIC DISORDERS IN PEDIATRIC
POPULATIONS

Mental disorders affect a significant proportion of children and adolescents in a society with
recent estimates of overall prevalence of DSM-IV disorders in large population-based
samples of children and adolescents at roughly 10%.2, 3 Up to 20 million American children
have an ongoing physical health condition with 10% having symptoms of sufficient severity
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to impact on their daily lives. Children with chronic illness and disability have a 2–5 times
greater risk of having comorbid psychopathology compared with healthy controls.4, 5 The
increasing prevalence of certain childhood illnesses such as asthma6 and diabetes7, and the
growing ability of contemporary medicine to develop life-prolonging advances will certainly
result in an increasing number of children surviving to adulthood with chronic illnesses.

CURRENTLY AVAILABLE PORTALS OF ENTRY INTO PEDIATRLC
PSYCHOSOMATIC MEDICINE

There are currently five training routes available for clinicians who wish to practice in the
area of pediatric PM, also called pediatric consultation-liaison (C-L), each with unique
strengths and weaknesses: (1) general psychiatry residency followed by child and adolescent
psychiatry fellowship; (2) triple-board program; (3) post-pediatrics portal program; (4)
general psychiatry training followed by fellowship in PM; (5) general psychiatry training
followed by fellowship in child and adolescent psychiatry (CAP) and fellowship in pediatric
PM.

These five paths have distinct advantages and disadvantages, and each will be considered in
light of four of the six competency areas identified for medical training: patient care,
practice-based learning and improvement, medical knowledge, and systems-based practice.
It is the authors’ opinion that the requirements for professionalism and interpersonal and
communication skills can be adequately met in all of the five pathways.

The general psychiatry and child and adolescent psychiatry route affords the trainee the
opportunity for full training in both general psychiatry and CAP, during which basic training
in adult and child psychiatric consultation is obtained. With the exception of certain
programs, which offer block months of pediatrics during the internship year, no formal
training in pediatrics is required. In addition, the program requirements for residency
education in CAP established by the Accreditation Council for Graduate Medical Education
(ACGME) do not specify a minimum amount of time required for CAP trainees in
consultation liaison to pediatrics, stating only that there be “supervised consultation
experience with an adequate number of pediatric patients in outpatient and/or inpatient
medical facilities.”8 As a result of this and other site-specific factors in CAP training
program throughout the country, training in pediatric CL in CAP fellowships and
opportunities for extended consultation in complex pediatric cases varies enormously. This
route can be completed in 5 (fast track) or 6 years.

The triple-board program offers a 5-year, integrated curriculum in pediatrics, general
psychiatry, and CAP. Triple-board residents complete 2 full years of pediatric training and
thus bring extensive medical knowledge from the field of pediatrics to their role as a
pediatric CL clinician. However, shortened training in general psychiatry and CAP attenuate
the trainees’ exposure to psychiatric patients and the systems they work in as well as the
curricula in both fields. The attenuated exposure in adult psychiatry (18 months) limits the
time available for the development of competency in the assessment, treatment, and referral
of parents of medically ill children, an important skill for the pediatric PM practitioner.

The 6-year post-pediatric portal track includes full pediatric training, allowing the trainee to
fully absorb the medical knowledge, curriculum, and patient exposure of a full pediatric
residency. However, the training length in both general psychiatry and CAP is significantly
shorter. Therefore, this route of training replicates the confines encountered in triple-board
training.
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The general psychiatry and PM fellowship allows full training in general psychiatry and PM
in 5 years but very limited exposure to pediatrics and CAP. Though clinicians with this
training are often the only specialists available in hospitals, they are severely limited in the
pediatric and CAP medical knowledge base and unfamiliar with the systems in which
pediatric and child psychiatry patients dwell.

The general psychiatry, CAP, and pediatric PM track affords the trainee the opportunity for
full training in all three areas. There is no pediatric training in this track; however,
opportunities for extensive consultation to pediattic patients with complex comorbidities of
pediatric illness and psychiatric disorders are maximized in this training, especially during
the final, PM fellowship year. In addition, the MMC/AECOM program requires the pediatric
PM track fellow to complete 3 months of the 12-month training on the adult PM service,
allowing the fellow to become familiar with systems based practice and diagnosis and
treatment of common conditions encountered in adult PM. This training can be completed in
6 years if the fellow selects the fast track option in child psychiatry, or 7 years if full adult
psychiatry residency is preferred.

WHAT IS PEDlATRlC PSYCHOSOMATIC TRAINING?
The ACGME progranl requirements for Residency Education in PM specify prior
satisfactory completion of an ACGME-accredited progranl in psychiatry. The ACGME
program requirements in PM do not include specific expectations for individuals who
choose to focus on the pediatric population. The trainee entering the MMCI/AECOM one-
year PM pediatric track fellowship training is required to have completed an ACGME-
accredited program in psychiatry ati well as an ACGME-accredited 2-year program in CAP
prior to entering the program.

The general program requirements for training in PM begin by defining the field and scope
of the field as “encompassing the study and practice of psychiatric disorders in patients with
medical, surgical, obstetrical, and neurologic conditions, particularly for patients with
complex and/or chronic conditions.”9 Expertise in the psychiatric assessment, diagnosis, and
eclectic treatment of complex medically ill patients is a primary aim of training in PM.
Specifically, a sophisticated understanding of the psychiatric co-morbidities in these
patients, the impact of psychiatric illness on the psycho-physiologic course and prognosis of
medical illnesses, the thorny problem of adherence in patients with co-morbid medical and
psychiatric diagnoses, and the recognition, evaluation, and treatment of patients with
somatofornl disorders are core skills to be mastered dUJing training in PM. At the MMC/
AE-COM division of PM pediatric track, specific knowledge in the reciprocal impact of
chronic illness on growth and development is further emphasized, as well as a sophisticated
knowledge regarding symptoms of pediatric illness that can mimic psychiatric disorders.
Familiarity with the medications used to treat pediatric disorders and the psychiatric
symptoms they may produce as side-effects of treatment is a core competency expected in
this training. The pediatric psychosomatic trainee acquires a thorough knowledge of the
special issues in psychophannacology in the pediatric population with medical illness as
well as the evidence base and clinical skills for nonphannacologic treatments such as
cognitive-behavioral therapy (CBT), dialectical-behavioral therapy (D8T), family, and group
interventions.

Interventions with the parents and families of pediatric psychosomatic patients are strongly
emphasized based on our recognition of the essential role of the family in the medically ill
child’s adaptation. The strong background in adult psychiatry training, which the pediatric
psychosomatic clinician possesses, translates into an important competency in the
assessment of parental coping and psychopathology. The pediatric psychosomatic trainee’s
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understanding of the systems and interventions available in adult psychiauy allows these
clinicians to effectively identify and refer parents for treatment when necessary. The
background of a full training in CAP allows the pediatric psychosomatic trainee to use his/
her competence in parent counseling achieved during a CAP fellowship to help parents
understand how poor parenting approaches (such as overindulgence, lowered expectations,
or developmentally inappropriate over-control of their child) can lead to the development of
psychological problems (such as poor self esteem, poor problem-solving, oppositionality,
poor social competence, or lack of achievement in their child).

The ACGME requirements for residency education in PM delineates that the curriculum
must include a combination of supervised clinical experiences and fonnal didactic
conferences. Didactic experiences are expected to include: the epidemiology of psychiatric
illness and its treatment in medical disease; the impact of co-morbid psychiatric disorders on
the course of medical illness; knowledge of treatment interventions for co-existing
psychiatric disorders in the medically ill; and knowledge of the nature and factors that
influence the physician-patient relationship.

MMC/AECOM CURRiCULUM
A schedule of didactic lectures, seminars, and workshops is an integral part of the training
year for the pediatric psychosomatic trainee. These include:

1. A weekly case conference attended by all PM trainees in which adult
psychosomatic consultations are seen and discussed with the medicine team.

2. A weekly Bioethics and Medical Humanities course culminating in a certificate.

3. A monthly joumal club, which covers topics in adult PM.

4. A weekly Pediatric Ombudsman’s rounds run by the program director (a child
psychiatrist with additional boards in PM) and co-led by rotating faculty in the
pediatric specialties including pediatric neurology, pediatric hematology/oncology,
adolescent medicine, pediatric endocrinology, pediatric transplant services,
pediatric rheumatology, and pediatric gastroenterology. The CAP residents and
pediatric psychology intems as well as trainees in psychiatry, pediatrics, and
pediatric neurology, and pediatric social work also attend this conference. The
pediatric psychosomatic trainee participates in this conference as junior faculty.
Cases are co-presented by pediatric residents and child psychiatJy fellows as well
as the pediatric psychosomatic resident. Cases are selected to emphasize complex
presentations in which comorbid psychiatric disorders have significant impact on
the relationship with the pediatric team and the course of the medical illness. In
addition, the assessment and management of complex conversion and somatofoml
disorders is discussed in this interdisciplinary conference.

5. monthly pediatric liaison journal club/seminar review in which topics in pediatric
PM are covered, attended by trainees in CAP, adolescent medicine, and child
psychology. The pediatric PM fellow acts as junior teaching faculty in this seminar.
Emphasis is placed whenever possible on evidence-based treatments in the
pediatric population with comorbid psychological symptoms.

6. Weekly seminar in DBT nm by attending psychologists and attended by members
of the mental health team at the affiliated Children’s hospital.

SUPERVISION
In the MMC/AECOM pediatric psychosomatic track, a combination of one to one
supervision and didactics satisfy this curriculum. The MMC/AECOM pediatric
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psychosomatic program has added a specialized reading list in pediatric PM including topics
of general interest to the pediatric psychosomatic consultant as well as literature on
evidence-based mental health treatments in pediatrics, which supplements the general PM
syllabus. This syllabus is appended at the end of this article (see Appendix 1).

The pediatric psychosomatic fellow receives supervision from six individual supervisors on
a weekly basis for hourly sessions. Three of these supervisors are experienced academic PM
boarded psychiatrists, one a boarded child psychiatrist with board certification in PM, the
second a dual boarded PM psychiatrist with additional boards in forensic psychiatty,
geriatric psychiatry, and addiction medicine, and the third a dual-boarded PM psychiatrist
with additional boards in forensic psychiatry, geriatric psychiatry, addiction, and pain
medicine (the latter two are available for supervision during the three adult PM months of
rotation). The fourth individual supervisor is a specialist in a pediatric field of particular
clinical and research interest to the trainee. A pediatric pain specialist and an academic
pediattic oncologist with research specialization in the psychosocial aspects of pediattic
oncology adherence and long-tem1 outcome have held this position so far. The director of
child psychology at MMC/AECOM, a specialist in DBT in adolescents, supervises the
clinical and research aspects of the training year, specializing on the manualization and
adaptation of the DBT curriculum for suicidal teens, to meet the needs of medically ill
children and adolescents. Finally, an attending child psychologist who is assigned fulltime to
the pediatric hematology/oncology service provides weekly supervision on the assessment
and treatment of this population.

CLINICAL EXPERIENCE
The pediatric psychosomatic trainee spends 3 months on the adult PM service and 9 months
on the Behavioral Consultation team at the Children’s Hospital at Montefiore (BCT-
CHAM).

During the 9-month rotation on BCT-CHAM, the trainee has the following clinical
experiences:

1. Weekly consultation to the inpatient units at the Children’s Hospital at Montefiore.

2. A weekly outpatient intake in the BCT-CHAM intake clinic. Under direct
supervision, the fellow sees a weekly intake, referred by the pediatric services, of
children with comorbid pediatric disorders and psychological/psychiatric
symptoms. This intake is 3–4 sessions in duration and includes psychiatric
assessment and diagnosis, brief interventions, and referral to alternative
interventions in community systems.

3. Consultation to the pediatric heart failure and transplant team at CHAM.

4. Co-leader with pediatric clinicians of DBT group for children with chronic
pediatric illnesses. These groups have included children with sickle cell anemia,
systemic lupus erythematosus, endocrine disorders, such as diabetes mellitus and
pediatric cancer. The DBT curriculum focuses on three major tenets of DBT:
mindfulness, distress tolerance, and emotional regulation. Patients are seen in 12-
week groups along with a parent. There are monthly “check-ins” with the group
leaders as well as individual sessions as needed.

5. Consultation to the pediatric hematology/oncology service, including assessments,
medication consultation, and long-tenn individual and family psychotherapy.

A sample schedule for the pediatlic PM trainee is appended at the end of this article (see
Appendix 2). The pediatric psychosomatic fellow sees, on an annual basis, approximately
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130 inpatient consultations, 35 outpatient evaluations, caries a caseload of 15 outpatients,
and leads two chronic illness groups.

ACADEMIC IMPLICATIONS
1) For training in CAP and pediatrics

The role of the pediatric psychosomatic physician includes the vitally important function of
teacher in pediatrics, CAP, general psychiatry, child and adolescent neurology, and PM. The
increased number of pediatric PM specialists will result in improved training of non-
psychiatlic clinicians in pediatrics, and enable them to refine their competence in the recogn
ition and treatment of common psychiatric disorders in children in the primary pediatric
setting.

2) Research including current evidence-based treatments
Development of pediatric PM as a track within PM programs will, in our view, have a
significant impact on the clinical care of medically ill children and their families but will
also spawn significant research in the field, as the brief experience at the MMC/AECOM
program has already demonstrated. Research at the interface of child psychiatry and
pediatrics as well as that of child psychiatry and child neurology will be promoted by the
addition of these highly trained specialists to the medical teams. It is a goal of the MMC/
AECOM pediatric PM program to train highly competent pediatric psychosomatic
practitioners who are also prepared to further the academic knowledge and research in this
field.

CLINICAL IMPLICATIONS
Advances in medical technology such as chemotherapy, transplantation, and gene therapy
have increased survival rates and changed the lives of sick children and their families. These
improvements in the care of chronically ill children have led to changes in the hospital
environment and have necessitated changes in the training of healthcare professionals.
Treating children medically and psychiatrically requires a wide range of additional skills and
knowledge, including consideration of differences in pathophysiology, understanding
developmental issues such as cognitive and communication difficulties, wlderstanding
family interactions, and studying different pharmacokinetics. Clinicians must be competent
to recognize normal responses to stresses in children with chronic physical illnesses and be
able to discern when these responses become impairing and pathologic. This recognition can
lead to early interventions and suggestions for prevention of psychopathology. Pediatric PM
clinicians are prepared to provide this type of new training for clinicians taking care of
chronically youth and their families.

CAREER PATHS AFTER COMPLETION OF TRAINING
Currently, the MMC/AECOM Pediatric PM training program has graduated five residents,
one annually since 2008. These graduates have entered a variety of positions in the field,
including: consulting child psychiatrist on a pediatric pain team in a children’s hospital;
child psychiatrist hired to design and run a pediatric palliative care service; inpatient child
psychiatry attending; academic child psychiatrist and director of a pediatric C-L service, and
child psychiatlist to develop and run a new pediatric C-L service in an wlderserved
community hospital. We are currently designing a survey to all graduates of the program to
assess their opinion of the training and their career paths. The results of this survey will be
presented in a future report.

Walker et al. Page 6

Psychosomatics. Author manuscript; available in PMC 2013 May 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



FUTURE DIRECTIONS/CONCLUSION
Pediatric PM is the integrated future of psychiatry and pediatrics. The interaction between
our genetic endowment and variations in environmental experiences such as illness, medical
evaluations, and treatments begins at birth, and is shaped throughout the lifespan. By
understanding how illness and stress create emotional distress and how humans adapt to
medical illness, we can properly understand and treat psychiatric conditions in the medically
and surgically ill. By training and collaborating across disciplines, we hope to create the best
possible environment for children with serious medical illness.
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APPENDIX 2
Pediatric Psychosomatic Medicine Fellowship Sample
Schedule

Monday Tuesday Wednesday Thursday Friday

8–10 CHAM inpatient
consults
 (9–1 PM)

8:30–10:30 Pediatric
 hematology/oncology
 clinic

9: 15–10 AM Pediatric
 neurology/child
 psychiatry
 conference; First
 Wed of month
 Pediatric

8–9 AM
Pediatric
 cardiology
 rounds
(Q.O.
 week)
Pediatric

psychosomatic

Ombudsman’s
 rounds (9–
10:00
 AM)

BCT–CHAM
inpatient
 consults (all
day)

10–11 Adult CL
 Ombudsman’s
 rounds (10:30–
 12:30)

10–11:
Palliative
 care
meeting
 Psychiatry
grand
 rounds
(10:30–
 12 noon)
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Monday Tuesday Wednesday Thursday Friday

11:00–12:00 Group
 psychopharmacology
 supervision

12–1 Literature review
 seminar, adult CL

1–2 2:45–3:45 Peds
 heme/one patient
 care conference

Hematology/oncology
 process lunch

1–2 PM
CHAM-
 BCT staff
 meeting

Group supervision

2–5 Outpatients (2–3 PM)
 DBT/CBT groups
for
 chronically
medically
 ill.

1–5 PM CHAM
 consults

2–2:30 Sickle cell
 rounds Outpatients
 hematology/
oncology
 (2–5 PM)

CHAM–BCT
 Intake
clinic
 (2–3 PM)
 CHAM
consults

Special Assignments: (I) Adult psychosomatic rotation months: November, December, April. (2) Dialectical behavior
therapy training: July/August.

BCT–CHAM = behavioral consultation team at the Children’s Hospital at Montefiore; CBT = cognitive behavioral therapy;
CHAM = Children’s Hospital at Montefiore; CL = consu ltation liaison; DBT = dialectical behavior therapy.
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