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The collection of papers on recruitment in the April 2017 issue
ofAcademic Psychiatry provides a wealth of practical wisdom
and helps us appreciate that we face two very different prob-
lemswhen considering recruitment into the field of psychiatry.
Although at times these problems overlap and certainly are
intertwined, we can think of these two problems first as input
into the residency system (recruitment) and then as output of
the residency system (workforce).

The distinct nature of these problems is most apparent in
that although the recruitment rate of US graduates going into
psychiatry is fairly low, we nonetheless fill all our general
psychiatry programs and go on to graduate these psychiatry
residents as part of the physician workforce. Simply increas-
ing recruitment or the percentage of US students who make
psychiatry their first choice specialty in the National Resident
Matching Program (NRMP) would not automatically address
the workforce challenges faced by our field.

Our task is to ask—and begin to answer—two questions:
How successful are we in producing cohorts of psychiatrists to
meet the population health needs of local communities, the
country, and even the world? To accomplish this goal, how

successful are we in attracting medical students into
psychiatry?

The papers in this collection provide excellent perspectives
on these questions. In terms of workforce needs, Verduin [1]
outlines the problem succinctly. The population of the USA,
Verduin notes, has been growing rapidly, but the rate of
growth of psychiatrists has not come close to the same pace.
Verduin cites the estimate of the Association of American
Medical Colleges that within 10 years we will have a deficit
of 20,000 to 30,000 psychiatrists [2]. One way of understand-
ing the workforce shortage is to recognize that in the past
20 years we have seen approximately a 37% increase in pop-
ulation with only a 12% increase in number of psychiatrists
(interestingly, the number of physicians overall has increased
by 45%) [3]. Another aspect of the shortage is that the total
number of psychiatrists does not provide the whole picture
when it comes to access to care because it can be far more
difficult for some patients to find psychiatrists who are pro-
viders for specific insurance plans, particularly Medicaid [4].

When considering workforce, we need to not only appre-
ciate the growth of the population but also consider the pop-
ulation’s current unmet psychiatric needs. The lifetime preva-
lence of psychiatric disorders worldwide is approximately
24% [5]. The fact that almost one in four individuals will
experience a psychiatric disorder requires an additional look
at our workforce, in terms of not only overall graduates but
also our training of primary care physicians and allied health
professionals and our collaboration with them in a wide range
of settings. The current situation is particularly acute for the
mental health needs of children, adolescents, and transitional
youth. Estimates indicate that 50% of psychiatric disorders
begin before age 14 and about 75% begin in transitional age
youth (ages 14–26) and that 14–20 million youth have severe
psychiatric disorders. We currently have approximately 8000
child and adolescent psychiatrists across the entire country to
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meet the needs of our population. This workforce shortage
results in undertreatment of youth, and if psychiatry is also
mandated to work toward prevention and early intervention,
we fall far short of the mark needed to provide optimal care.

Similar deficits in workforce have been described in the
United Kingdom, and there are even more severe shortages
in developing countries [6]. As Harper and Roman [7] note,
the increase of psychiatry slots in the match (31 more in 2016
than 2015) will come nowhere close to filling the gap in the
USA. As Walaszek [8] notes, the aging of the population is
inevitably further increasing the demand for geriatric exper-
tise, which is unlikely to be met by the output of geriatric
fellowships, even if a greater proportion of the psychiatry
cohort select to train in geriatric psychiatry. In other words,
we are at a greater psychiatrist deficit than the raw numbers
likely indicate for certain populations.

Some academic psychiatrists may find it hard to square
these realities with their experiences because many of us work
in major metropolitan areas where the workforce problem is
less in evidence. Because most psychiatrists are trained in
major cities, cities tend to be where most graduates find their
initial employment. Although geographic spread may occur
over the years, we are left with staggering disparities of psy-
chiatrist availability in urban versus rural environments.
Thomas et al. [9] found that around 75% of counties across
the USA have a shortage of prescribing mental health clini-
cians, including most prominently psychiatrists. For example,
in Texas (home to two of the authors, AB and JC), 10% of the
population lives in counties that have no psychiatrists whatso-
ever. Sixty-three percent of all psychiatrists in the state work
in the five most populous counties, leaving the remaining 207
counties with a ratio of 21,000 citizens per psychiatrist; con-
servative estimates set an adequate ratio at approximately
4000 people per psychiatrist [9]. Other states, like Hawai‘i
(home to one of the authors, AG), have obvious geographical
barriers that further isolate populations away from available
psychiatrists.

The workforce problem is compounded further by the
“graying” of physicians, including psychiatrists, and a recog-
nition that a sizeable proportion of the workforce will soon
retire [10]. Walaszek [8] notes that psychiatry is now the third
oldest specialty in the USA. A 2013 Substance Abuse and
Mental Health Services Administration [11] report found that
the median age of psychiatrists was 55.7 years, and most trou-
bling, 46% were over 65 years old. We are fortunate that we
are in a specialty where clinicians do not “peak” young, and
they may continue to develop their knowledge and clinical
wisdom in their 50s, 60s, or beyond. Nevertheless, it is not
realistic to expect that most older psychiatrists will continue to
practice for many decades to fill in gaps in service.

Now, let us turn to the question of recruitment. From the
NRMP data, the percentage of matched positions that went to
psychiatry has been roughly consistent at 5% over past years.

Since the total number of matched positions has increased, so
too have the number of positions in psychiatry, from 1117 in
2012 to 1384 in 2016.

How did our field do in filling these positions? Overall,
very well. In 2016, 99.2% of positions (1373) were filled in
the match. Only 61.4% of positions were filled by graduating
US medical students, however. As Verduin [1], Harper and
Roman [7], and Walaszek [8] describe, numerous reasons
likely contribute to this situation in which many slots are filled
by physicians who did not graduate from USmedical schools.
The admissions criteria at many medical schools may not be
favorable to individuals interested in psychiatry. Not only may
we be skewing our sample of future physicians through the
admissions process but we also may need to appreciate that
considerable stigma against psychiatry remains within the
medical community [12]. Despite increasing recognition of
the mental health needs of children and adults, many medical
students are steered away from psychiatry. This bias is both
overt and covert.

The total percentage of US psychiatry residency positions
filled has trended up over the past 5 years, from 96.7% in
2012. The percentage filled by fourth-year US medical stu-
dents has varied over the past 5 years, ranging between a low
of 51.8% in 2014 and a high of 61.4% in 2016. The trend has
been steadily upward, however, when considering the percent-
age of fourth-year US medical students who chose to match
into psychiatry in the past 5 years, from 3.9% in 2012 to 5.0%
in 2016. This rate of recruitment of fourth-year US medical
students to psychiatry is still, however, much lower than the
rate of 10% that occurred in the 1960s.

Is the relatively low rate of recruitment of US medical
graduates to psychiatry a problem if we are succeeding in
filling the remaining positions with qualified international
medical graduate (IMG) physicians? The argument has been
made that IMG physicians fill a crucial role, because they are
more likely to provide care for patients in the public sector and
therefore in underserved populations, an important area of
mental health care disparity [13, 14]. Unfortunately, invoking
this benefit of IMG physician recruitment may only amount to
robbing Peter to pay Paul when we broaden our perspective to
global psychiatry. Katschnig [6] argues that we may be unin-
tentionally supporting a brain drain from developing coun-
tries, citing a World Psychiatric Association Task Force report
that raises concern that when deficits of psychiatrists in indus-
trialized countries are filled by international medical gradu-
ates, the severe deficits of psychiatrists in less developed na-
tions become even worse.

Aside from the fundamental numbers, how well are we
doing in competing for the top US medical students that we
would most like to recruit? This is a very difficult question to
answer. If we look at academic credentials such as the United
States Medical Licensing Examination scores, Alpha Omega
Alpha Honor Medical Society membership, and number of
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publications, students who eventually matched into psychiatry
were below the national mean in each category [15]. If such
categories define the “best and the brightest,” clearly we have
work to do. Many would argue, however, that these metrics
are poor reflections of aptitude for psychiatry and also may
reflect stigma toward our specialty of medicine. Walaszek [8]
wisely suggests that membership in the Gold Humanism
Honor Society may be a more accurate indicator of the qual-
ities that make an effective psychiatrist. At this time, data are
lacking regarding how we compare to other specialties with
attracting these students. Nevertheless, none of these potential
indicators have been proven to predict outcomes for psychia-
trists related to clinical performance. We need to define what
“the best and brightest” really means for our specialty and
study the predictive value of the mentioned indicators in an
organized retrospective or prospective fashion.

Goldenberg and Krystal [16] provide an important service
in analyzing how well we are succeeding in attracting under-
graduate neuroscience majors among medical students. This
group would appear to include students with interests that
align with our field who may eventually assist with further
integrat ing neuroscience into our t ra ining [17] .
Unfortunately, Goldenberg and Krystal [16] noted that we
struggle to attract these students, with only 5.1% having se-
lected psychiatry at graduation. This percentage is roughly the
same as our recruitment rate among the general population of
US medical students. By contrast, psychology majors who
becomemedical students are three times more likely than their
peers to choose psychiatry. It remains to be seen whether the
growing pool of premedical students with neuroscience ma-
jors includes a significant number with an aptitude and interest
in treating patients with mental illness. And it remains to be
studied if students entering medical school with an interest in
psychiatry are driven away due to stigma, hidden curricula
that diminish the value of psychiatry, and/or by the low sala-
ries that may be expected in practice as a psychiatrist.

To develop a workforce resembling the wider society, psy-
chiatry must recruit students from racial and ethnic minority
groups, students whose parents have not attended college, and
students who have come from impoverished and low-income
backgrounds. The presumption is that psychiatrists with these
backgrounds are underrepresented in the workforce.
Moreover, these personal histories and identities should pro-
mote a diversity of ideas and assist in reducing disparities and
addressing important public health problems [18].
Anecdotally, many underrepresented minority medical stu-
dents who consider psychiatry maintain a strong interest in
community psychiatry and global mental health.

Having established that we have work to do in meeting the
challenges of workforce needs and recruitment, what strate-
gies are available to us, and how do the interventions poten-
tially overlap? Potential interventions can be grouped into
three types—those that address improving recruitment, those

that address workforce deficits, and those that potentially ad-
dress both.

The great deal of convergence in the recruitment recom-
mendations of Verduin [1], Walaszek [8], and Harper and
Roman [7] provides evidence for an expert consensus regard-
ing attracting students to psychiatry. This consensus approach
would include the following:

& advocating on admissions committees for the selection of
such students who might be inclined toward psychiatry,

& identifying interested students early in medical school and
offering quality enrichment programs and activementoring,

& ensuring clerkship length and quality comparable to other
major specialties and possibly introducing longitudinal
clerkships to better demonstrate the effectiveness of psy-
chiatric treatments,

& exposing students to faculty who are charismatic teachers
and who demonstrate that psychiatry is a fulfilling career
that supports the wellness of the clinician,

& actively rebutting the persistent stigma of a career in psy-
chiatry, and

& revising medical school curricula to integrate psychiatric
and psycho-social issues as crucial parts of the practice of
medicine.

Walaszek [8] and Verduin [1], furthermore, independently
echo the recommendation of Goldenberg and Krystal [16] that
there may be untapped recruitment opportunities at the under-
graduate (collegiate) level. Academic psychiatrists might con-
sider seeking out teaching positions in undergraduate neuro-
science, psychology, and the humanities to clearly illustrate
real-world applications of clinical interests and public health
priorities.

Because we are currently filling virtually all psychiatry
residency positions, the psychiatry workforce shortage clearly
is not an issue that can be adequately addressed simply by
recruitment efforts. Approximately 49,000 to 50,000 psychi-
atrists are currently in practice in the USA. If we assume that
an average psychiatrist will work 40 years after residency
training, the presently available number of residency slots—
approximately 1400—will only allow for the replacement of
the existing force. This formula does not consider that some
people, especially those involved in taking care of children or
older relatives, may not work full time or that some will retire
earlier than at age 70 (if psychiatrists routinely retired at age
65, we would not even be able to replace the existing
workforce).

The most obvious solution for addressing workforce defi-
cits—increasing the number of psychiatry residency slots—is,
of course, limited by available funding. An increase, especial-
ly in the current political climate, may be impossible.
Academic psychiatrists have an important role to play in join-
ing with professional organizations such as the American
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Psychiatric Association in advocating on behalf of our field
and our patients for increased residency funding. Although no
one can predict with certainty, it seems unlikely that we will
see a significant increase in federal funding for graduate med-
ical education through Medicare in the near future.
Nonetheless, other options remain. The Veteran’s
Administration has made funding available in recent years
for an expansion of residency positions at some of their hos-
pitals. State legislatures can also at times be convinced of the
need to act when workforce shortages become apparent local-
ly. Residency educators ideally will partner with health policy
institutions and experts and with major mental health em-
ployers to establish a body of evidence that demonstrates re-
gional hiring difficulty. State legislative bodies can then be
made aware that failing to fund an adequate workforce in
psychiatry is simply poor fiscal management, because the re-
sult is a greater accumulation of expense due to patients with
serious mental illness in crisis care and in the correctional/
justice systems. This kind of advocacy should not be viewed
as a “guild” issue. We need to remind our leaders that a 24%
lifetime prevalence of mental illness is not insignificant, that
we are in a national crisis in addiction, that suicide is the
second leading cause of death in our transitional age youth,
and that depression is the leading cause of the global burden of
illness. Without an adequate psychiatry workforce, we will
continue to drain our health care system and society of pro-
ductive individuals and add to the economic burden of psy-
chiatric illness.

We may also potentially address workforce deficits by
more effectively leveraging and deploying our current number
of graduates. This effort could mean, as Walaszek [8] de-
scribes, increasing our training of general psychiatry graduates
in areas such as addiction and geriatrics, and even child and
adolescent care, so that a higher percentage of general psychi-
atrists are available for the treatment of these growing popu-
lations. We could focus on multiplying the individual psychi-
atrist’s impact by emphasizing and standardizing training that
prepares psychiatry graduates to consult with primary care
doctors and to supervise other mental health practitioners.
Given the likelihood of persistent shortages, beyond our col-
laborating with other clinicians in medical homes and ac-
countable care organizations, we need to teach our current
and future psychiatrists to harness innovation, for example,
telepsychiatry, to a far greater extent for purposes of consul-
tation/liaison, evaluation, and treatment. Doing so, of course,
may require opening our ability to practice psychiatry across
state lines through licensure and reimbursement from insur-
ance companies to provide improved access to care, not sim-
ply for consultation but also for ongoing treatment.

Finally, potential interventions may have an impact on both
recruitment and the workforce. Verduin [1] and Harper and
Roman [7] discuss the potentially chilling impact that medical
student debt may have on the choice of psychiatry, which is a

relatively low-paying specialty option. Verduin [1] notes that
the average debt of medical school graduates is approximately
$180,000. Debt relief programs may therefore help with
recruiting, and these programs can be made contingent on
residency graduates working in areas of our field where the
workforce shortage is most acute. Currently, programs in
some states offer debt relief to psychiatry graduates who work
in the public sector. It may be wise to consider developing
similar programs to encourage service for specialty geriatric,
addiction, and child psychiatry patients, all of whom face
shortages that are likely to be even more severe than for gen-
eral psychiatry patients [19].

The collection of papers in the April 2017 issue of
Academic Psychiatry offer a valuable analysis of obstacles
and opportunities in psychiatry recruitment and provide many
examples of best practices for medical student and residency
educators. The authors help us appreciate that we cannot ap-
proach recruitment rationally without taking into account
workforce needs and trends in population mental health. As
we have seen, these two matters, recruitment and workforce,
are separate strands that must be woven together to provide a
stronger bridge into our field for the sake of our patients and
our potential patients.
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