Early onset of child mental illnesses is predictive of lower school achievement, an increased
burden on the child welfare system and greater demands on the juvenile justice system,
resulting in an annual economic cost of $247 billion in 2007 (IOM, 2009).

Child and Adolescent Psychiatry Workforce Crisis:
Solutions to Improve Access to Care

• Allocate payments for both direct medical education and indirect
medical education funding for child and adolescent psychiatry.
• Expand the definition of a “children’s hospital” to include a freestanding
psychiatric hospital with 90 percent or more inpatients under the age of 18.

The Solution
We can only improve the lives of children and adolescents
suffering with mental illnesses if we have an appropriate
workforce in place. For over a decade, Congress and other
health care agencies have failed to recognize the continuing
critical shortage of child and adolescent psychiatrists.
To provide full funding for child adolescent psychiatry
residency programs just like pediatrics and any other
specialties, AACAP recommends Congress and the Department
of Health and Human Services address the following in the
Medicare GME Program:
• Remove the graduate medical education cap to allow for an increase in
the number of child and adolescent psychiatry residents permitted under
the Medicare Graduate Medical Education Program.
• Extend the board eligibility period for child and adolescent psychiatry
residents and fellows from four years to six years.

AACAP is a medical membership association established by child and
adolescent psychiatrists in 1953. Now more than 7,500 members strong,
the AACAP is the leading national medical association dedicated to
treating and improving the quality of life for the estimated 7-12 million
American youth under 18 years of age who are affected by emotional,
behavioral, developmental and mental illnesses. AACAP supports
research, continuing medical education and access to quality care. Child
and adolescent psychiatrists are the only medical specialists fully trained
in the treatment of mental illness in children and adolescents.
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• Support funding for an Accreditation Council for Graduate Medical
Education approved program that would allow for pediatricians to
complete 36 months of additional training to be eligible for specialty
certification in both adult psychiatry and child and adolescent psychiatry.
To encourage more medical students and general psychiatry
residents to enter child and adolescent psychiatry training, the
AACAP recommends Congress and the Department of Health
and Human Services:
• Provide loan repayment and scholarships for all children’s mental
health professionals.
• Designate child and adolescent psychiatry as a National Health Services
Corps primary care specialty service.

“The most common inquiry we receive at the
Child and Adolescent Bipolar Foundation is
where to find a child psychiatrist.”
Susan Resko, Executive Director of the Child and
Adolescent Bipolar Foundation.
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At least one in five children and adolescents has a mental health disorder (The Surgeon
General, 1999).

The Concern

Practicing Child and Adolescent Psychiatrists 2009

For over a decade, numerous reports and studies have
shown that the paucity of children’s mental health
professionals affects access to early intervention and
mental health services. The IOM (2009) and the Annapolis
Coalition on the Behavioral Health Workforce (2003)
reported that the lack of mental health workforce is a
major factor to accessing services and specifically that
“workforce shortages are even worse for specialty areas,
such as children’s mental health.” More specifically,
in 1999, the Surgeon General report on mental health
indicated, “There is a dearth of child psychiatrists...
Furthermore, many barriers remain that prevent children,
teenagers, and their parents from seeking help from the
small number of specially trained professionals….this
places a burden on pediatricians, family physicians, and
other gatekeepers to identify children for referral and
treatment decisions.”
A child and adolescent psychiatrist is a physician who
specializes in the diagnosis and the treatment of
disorders of thinking, feeling and/or behavior affecting
children, adolescents, and their families. A child and
adolescent psychiatrist offers families the advantages of
a medical education, the medical traditions of
professional ethics, and medical responsibility for
providing comprehensive care. Child and adolescent
psychiatry training requires 4 years of medical school, at
least 3 years of residency training in general psychiatry
with adults, and 2 years of additional specialized training
in psychiatric work with children, adolescents, and their
families in an accredited residency program.
The serious undersupply of child and adolescent
psychiatrists has resulted in children receiving
inadequate care from mental health professionals and
primary care physicians who lack the necessary training.
The devastating reality is that youth with untreated
mental illnesses have a greatly diminished future to live
independently. Unidentified and untreated early-stage
mental illnesses in children and adolescents are
associated with school failure, teenage childbearing,
unstable employment, substance use, violence and high
risk of developing co-occurring mental disorders (NIMH,
June 2005). The adverse impact on youth and their
families cannot be overstated.

Number per county

The Demand for Child and Adolescent
Mental Services
• Only about 20% of children and adolescents with mental illnesses receive some kind of
mental health services (the Surgeon General, 1999), and only a small fraction of them receive
evaluation and treatment by a child and adolescent psychiatrist.
• In 2000, the U.S. Bureau of Health Professions reported that the demand for the services of
child and adolescent psychiatry is projected to increase by 100 percent between 1995 and 2020
(Department of Health and Human Services).
• An April 2009 Health Affairs study reported that pediatricians were more likely than other
primary care physicians to be unable to refer their patients to outpatient mental health services
due to a shortage of providers.

The Undersupply of Child and
Adolescent Psychiatrists
• There are currently 7,418 child and adolescent psychiatrists practicing in the U.S. (AMA, 2009).
• There is a severe maldistribution of child and adolescent psychiatric services in the U.S., with
children in rural areas and areas of low SES having significantly reduced access. The ratio of
child and adolescent psychiatrists per 100,000 youth ranges from 3.1 in Alaska to 21.3 in
Massachusetts with a national average of 8.7 (Thomas & Holzer, 2006).
• The Council on Graduate Medical Education reported that the nation would need more than
30,000 child and adolescent psychiatrists by 2000 (COGME, 1990).

“Children who need specialized psychiatric care are suﬀering because of the lack of child and adolescent
psychiatrists. As a result of this critical shortage, a greater stress is being placed on our already
overburdened schools, social services and primary care system.”
Michael Brody, M.D., Child and Adolescent Psychiatrist.
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One in four parents finds it diﬃcult to obtain specialized mental health services for their
child. Locating a specialist, long waits for an appointment and higher out-of-pocket costs are
frequent barriers (Mott, CS 2008).
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Funding and Recruitment Challenges
• The Balanced Budget Act of 1997 reduced direct graduate medical education
(GME) funding by 50% for subspecialty training, hence requiring teaching
hospitals to pay the remaining 50% or cut back on the number of residents.
As a result, subspecialties like child and adolescent psychiatry, a residency
after general psychiatry was specifically hard hit.

• About 20% of U.S. medical schools do not sponsor child and adolescent
psychiatry residency programs and the majority of U.S. medical students have
minimal or no clinical clerkship experience in child and adolescent psychiatry.
With only about 25% of medical students taking a clerkship rotation in child
and adolescent psychiatry, a growing critical void exists in the recruitment and
education of future physicians (Dingle, 2008).

• Increasing educational debt, pressure and incentives to pursue a primary
care career in the 1990’s, a long training period, further specialization of
medicine including psychiatry subspecialties and reimbursement problems
in the managed care era are some of the factors that discourage medical
students in choosing a career in child and adolescent psychiatry.

“When traveling four and a half hours each way
(when the roads are good) we feel that we have
to choose which child to support - the one left
at home with a ball game or the one you need
to take on a road trip for mental health
services.”

• The average debt for a young physician once they complete residency training
is between $151,342 for public school graduates and $205,707 for private school
graduates (AAMC, 2007).

Amy, mother from Wyoming, member of the National
Alliance on Mental Illness.
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