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Unmet needs of child and adolescent psychiatrists among Asian
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In the Western world, it is estimated that between one-third
to one-fourth of children and adolescents meet the diagnostic criteria for a mental disorder in their lifetime [1].
More recently, a meta-analysis of studies from 27 countries
reported the worldwide-pooled prevalence of mental disorders of 13.4% and the variability in prevalence estimates
were not explained by geographic location [2]. More than
half of mental health disorders in adulthood start by the age
of 14 years [3]. However, there are various limitations for

obtaining correct figures. Many child and adolescent mental
health (CAMH) surveys start with an inclusion cut-off age
of 15 or 25 years, there are concerns about privacy limiting the collection of sensitive information from young children, and school surveys miss out on the population that
are out of school, more so among low- and middle-income
countries [4]. Thus, an early disease onset, chronic disease
course, coupled with possible underestimation of the disease
estimates highlights the enormity of the global burden of
CAMH problems. While there has been growing awareness

Andre Sourander and Roshan Chudal shared first authorship.
* Andre Sourander
andsou@utu.fi
1

2

University of Turku and Turku University Hospital, Turku,
Finland
Norwegian University of Science and Technology,
Trondheim, Norway

13

Shantou University and Medical School, Shantou, China

14

Department of Psychiatry, National Hospital of Pediatrics,
Hanoi, Vietnam

15

Tel Aviv University, Tel Aviv, Israel

16

Donetsk National Medical University, Donetsk, Ukraine

17

Institute of Mental Health, Singapore, Singapore

18

Department of Psychiatry, Kasturba Medical College,
Manipal, Manipal University, Manipal, India

3

Arabian Gulf University, Manama, Bahrain

4

Interdisciplinary Center (IDC) Herzliya, Herzliya, Israel

5

Mahidol University, Bangkok, Thailand

19

Faculty of Medicine, Vilnius University, Vilnius, Lithuania

School of Medicine, National and Kapodistrian University
of Athens, Athens, Greece

20

University of Tromsø, Tromsø, Norway

21

Dr. Cipto Mangukusumo General Hospital-Faculty
of Medicine Universitas of Indonesia, Jakarta, Indonesia

22

Novosibirsk Regional Psycho-neurology Clinic for Children
and Adolescents, Novosibirsk, Russia

23

Department of Psychiatry, Helsinki University Hospital
and University of Helsinki, Helsinki, Finland

6

7

University of Zurich, Zürich, Switzerland

8

University of Basel, Basel, Switzerland

9

Capital Region Psychiatry, Copenhagen, Denmark

10

Institute of Physiology and Basic Medicine, Russia
Novosibirsk State University, Novosibirsk, Russia

11

Nagoya University, Nagoya, Japan

12

Child and Adolescent Psychiatry Department, Kanti
Children’s Hospital/Child Workers in Nepal Concerned
Centre (CWIN), Kathmandu, Nepal

13

Vol.:(0123456789)

6

of the burden of CAMH in high-income countries, there
are huge unmet needs in low-income and middle-income
countries [5, 6]. Moreover, recent estimates of the numbers
of professionals working in child and adolescent psychiatry
(CAP) have been lacking, as the last available World Health
Organization (WHO) Child Mental Health Atlas is more
than a decade old [5].
The Eurasian Child Mental Health Study (EACMHS),
established September 2016, includes CAMH experts in
ten Asian and seven European countries: Bahrain, China,
Finland, Greece, India, Indonesia, Israel, Japan, Lithuania,
Nepal, Norway, Russia, Singapore, Switzerland, Thailand,
Ukraine and Vietnam [7, 8]. The overall aim of the group is
to conduct cross-cultural, multi-site research on the wellbeing and mental health of children and adolescents.
This editorial reports the ratios of child and adolescent
psychiatrists per population size of 100,000 children aged
14 years or younger. The age limit of 14 years was made to
ensure a uniform data source for children’s population as
the World Bank data provide information on children aged
14 or younger in these countries [9]. The countries were
arranged according to their ranking in the Human Development Index (HDI) 2016, put together by the United Nations
Development Programme (UNDP). The HDI summarizes
key dimensions of human development, including having
a long and healthy life, being knowledgeable and having a
decent standard of living [10]. The countries included in the
HDI list are sub-grouped into four categories in the declining
order of the HDI rank: (1) very high human development
(Rank 1–51), (2) high human development (52–105), (3)
medium human development (107–147) and (4) low human
development (148–188). Information about the numbers of
child and adolescent psychiatrists and training programs
(updated February 2017) was obtained from group members using a structured questionnaire (available on request).
Overall, the ratio of child and adolescent psychiatrists for
100,000 children aged 14.0 years or younger ranged from
0.01 in Nepal to 48.3 in Switzerland (Fig. 1). The three
European countries with the highest HDI rankings also
had the highest ratios of child and adolescent psychiatrists:
Norway (ranking 1, ratio 47.74), Switzerland (3, 48.30) and
Finland (23, 45.40). The rankings and ratios among the other
four European countries were Greece (29, 22.24), Lithuania (37, 13.77), Russia (49, 5.31) and Ukraine (84, 4.34).
The Asian countries with the highest HDI rank also had the
highest CAP ratios in the region: Singapore (5, 3.95), Japan
(17, 1.97) and Israel (19, 11.29). The ranks and ratios among
other high HDI ranked Asian countries were: Bahrain (47,
2.07), Thailand (87, 1.57) and China (90, 0.09). The ranks
and ratios among medium HDI ranked countries were: Indonesia (113, 0.07), India (131, 0.02) and Nepal (144, 0.01)
There were no child and adolescent psychiatrists in Vietnam
(115, 0).
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There was a wide variation in CAP training practices
among the countries. A specialized postgraduate training
in CAP was non-existent in only few countries (Vietnam,
Nepal). Among other countries, it varied between 3 months
(Ukraine) and 72 months (Finland, Switzerland). While
some countries had no inclusion of CAP during general
psychiatry training (China, Finland), the duration among
other countries ranged from 1 month (Ukraine) to 12 months
(Israel, Norway and Nepal). There have also been some positive developments in CAP training as countries like India
have recently started specialized training programs in CAP.
In addition, since 2017, a 3-month CAP course has been
started in Vietnam for general psychiatrists and clinical psychologists working with children and adolescents.
In the European countries, the child and adolescent psychiatrists ratio declined as the HDI fell. Although a similar
trend was also seen among the Asian countries, an important
observation was that several very high HDI ranked Asian
countries had much lower ratios than European countries
with similar ranks. For example, in the three European countries with the highest HDI, there was more than one child
and adolescent psychiatrist for every 2200 children up to the
age of 14, while in Singapore and Japan, two Asian countries
with a very high HDI and high-quality healthcare, there was
only one child psychiatrist for every 26,000 and 56,000 children, respectively, of that age. One of the most notable and
enormous discrepancies in the global availability of child
psychiatrists was that in two of the world’s most populated
countries, China and India, there were only one or two child
psychiatrists for over one million children.
CAP specialization currently lacks an international
standardized training program. This lack of uniformity in
the knowledge base, practice skills unique to the field, and
failure to timely adapt to the changing scenario of the science and practice of CAP has hampered achieving the best
possible results [11]. There have been some efforts at the
regional level to address these challenges with the European
Union of Medical Specialists Section on Child and Adolescent Psychiatry (UEMS-CAP) and The European Federation
of Psychiatric Trainees (EFPT) working in the direction of
creating a common European standard in CAP training [12,
13]. These efforts could be used as a framework for development of training programs in CAP in other countries.
There are a few limitations of this study that need to be
considered. First, the discrepancy in the ratio of child and
adolescent psychiatrists could be due to the fact that the
specialized training programs in CAP are non-existent or
have only recently started in several countries. It is likely
that in these countries, a significant proportion of mental
health needs of children and adolescents are addressed by
general psychiatrists, pediatricians and general practitioners.
Second, differences in the reimbursement for health care,
either through the availability of national health insurance
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Fig. 1  a Child and adolescent psychiatrists among European countries per 100,000 population younger than 14 years by Human Development Index (HDI) rank (in parentheses). b Child and adolescent

psychiatrists among Asian countries per 100,000 population younger
than 14 years by Human Development Index (HDI) rank (in parentheses)

schemes or out of pocket payments may to some extent act
independently of the HDI. Finally, the data were based on
information collected from a single or few CAP professionals in each country. The respondents have reported the most
accurate information on CAP in each country from available sources (e.g., psychiatric associations, publications,
etc.). However, possible differences in the accuracy of the
available updated information need to be considered while
interpreting the findings.
Our findings highlight the unmet needs in CAP in a large
number of countries globally [5]. In addition to the impact
of socioeconomic development and the HDI, possible effects
of sociocultural influences and geographic distribution of the
countries on the mental health workforce in CAP, particularly in Asia, need to be taken into account. When considering these findings, together with the fact that more than
half of the children are currently living in Asia, our findings also highlight the enormity of the problem. Especially

in low- and middle-income countries, there is an immense
need for more specialized training in child and adolescent
psychiatry.
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