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About 20% of children in the United States (US) have a diag-
nosed mental health disorder; half of them did not receive
treatment from a mental health professional pre-pandemic
[1]. The COVID-19 pandemic has exacerbated pre-existing
mental health burden and healthcare disparities [2].
Improving pediatric mental health outcomes positively im-
pacts educational and judicial systems, family functioning,
and future employment, and decreases caregiving costs [3].
But access to care has been partly limited by the workforce
shortage in child and adolescent psychiatry (CAP). We de-
scribe some possible solutions to this workforce shortage in-
cluding introducing innovative shortened training pathways
and tapping global trends in CAP training that efficiently ad-
dress population needs.

About 8300 physicians practice CAP in the US [4]; their
distribution is skewed. Massachusetts has as many child and
adolescent psychiatrists as Oklahoma, Indiana, Georgia,
Mississippi, and Tennessee combined, though 5 times as

many children live in these states [5]. A bottleneck in the
workforce pipeline exists; only 10–20% of psychiatry resi-
dents choose CAP as a subspecialty. Despite efforts to in-
crease recruitment, only 60% of CAP training spots fill al-
though nearly all general psychiatry residency spots have
filled for the last several years [6]. In 2020, there were 140
CAP training programs in the US with a total of 911 trainees
inclusive of both fellowship years. Other contributory factors
to workforce shortage include low financial compensation
compared to other specialties, longer duration of training re-
sulting in burgeoning trainee debt, perceived “lower” profes-
sional status, and stigma [7].

Introducing CAP earlier in medical training, and for under-
graduate and school students, has been proposed as an up-
stream measure to increase interest and recruitment [8].
Some key initiatives to address workforce shortage include
loan forgiveness programs, increasing the number of training
positions, efforts to enforce parity in compensation, and inno-
vative healthcare delivery systems (e.g., telehealth, integrated
care) and decreasing training duration (“fast tracking”) while
retaining essential training components [9].

Role of Child and Adolescent Psychiatrists
in the US

Child and adolescent psychiatrists treat children in the context
of their families, schools, and communities using a biopsycho-
social approach in various care settings (outpatient, inpatient,
residential, day treatment, managed care, or government orga-
nizations). They also serve as educators, researchers, policy
developers, and advocates for mental health. Child and ado-
lescent psychiatrists play a consultant role in schools, hospi-
tals, courts, state agencies, and related healthcare entities (e.g.,
pediatrics, social service, foster care). These settings benefit
from their consultative skills in quality review, oversight of
health plans, administrative and clinical leadership, design of
intervention programs including niche areas (e.g., custody
evaluations, neurodevelopment, addiction), and for public
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agencies [10]. While knowledge of the distribution of child
and adolescent psychiatrists across specific work settings
would inform training considerations in the US, this data is
limited. Amongst American Academy of Child and
Adolescent Psychiatry (AACAP) members who report this
information, 53% work in solo private practice, 10% in aca-
demia, 12% in community settings, 4% in groups or managed
care, and 21% in other settings (AACAP membership data,
2021).

Current US Training

The first CAP licensing examination was administered in
1959 [11]. CAP training in the US currently requires 4 years
of medical school, at least 3 years of residency training in
medicine, neurology, and general psychiatry, and 2 years of
specialized training with children, adolescents, and their fam-
ilies in an accredited program. General psychiatry training
focuses on competence in the fundamentals of the theory
and practice of psychiatry. CAP training expands on general
psychiatry training and emphasizes developmental and sys-
temic factors, the diagnosis and treatment of childhood onset
mental illness, and consultation to other professionals includ-
ing physicians, schools, and community agencies.

The current Accreditation Council for Graduate Medical
Education (ACGME) core competencies for CAP training in
the US are those of all medical specialties: patient care, med-
ical knowledge, professionalism, system-based practice,
practice-based learning and improvement, and interpersonal
and communication skills [12]. The knowledge, skills, atti-
tudes, and other “milestones” for each of the ACGME com-
petencies are organized in a developmental framework to
measure performance from entry into fellowship through
graduation. The Patient Care and Medical Knowledge core
competencies are divided into CAP-specific sub-competen-
cies and milestones. The other four core competencies have
been “harmonized” to align across medical specialties. On
completion of training, the trainee is eligible for a subspecialty
certification examination in CAP through the American Board
of Psychiatry and Neurology (ABPN) [13].

Alternative Training Pathways to Address
Workforce Shortage in the US

There have been several initiatives to improve access to pedi-
atric mental healthcare including the Task Force on the Crisis
in Recruitment created by AACAP in 2018. This group is
exploring CAP training directly from medical school in a
shortened pathway as one solution to address the workforce
shortage and increase recruitment of medical students into

CAP. Three specific models of a shortened pathway into
CAP training were developed.

A 3-year CAP training model would confer eligibility
for board certification only in CAP. It is modeled after 3-
year training programs in internal medicine, emergency
medicine, family medicine, and pediatrics [14]. A 4-year
combined psychiatry/CAP model of training directly after
medical school would confer board eligibility in both gen-
eral and CAP. This pathway is modeled after the ABPN-
approved rotations in the Post-Pediatric Portal Programs
(PPP) and Triple Board Programs [15]. Increased interest
and rationale for the proposed 4-year combined training
program was reflected in surveys of training faculty
through AACAP, American Association of Directors of
Psychiatric Residency Training (AADPRT) and American
Association of Directors of Child and Adolescent
Psychiatry and medical students (data presented at
American Psychiatric Association (APA) Annual Meeting
in 2021). This 4-year model emphasized that pediatric
training in CAP would create developmentally informed
experts with experience in working with families and fa-
cilitate the creation of post-residency research and subspe-
cialty tracks in autism spectrum disorder and intellectual
disability. Another proposed pathway into CAP post-
family medicine residency is modeled after the PPP and
the Triple Board Program in pediatrics, general psychiatry,
and CAP [11].

The AACAP Taskforce on the Crisis in Recruitment is
pursuing a pilot program of the 4-year model of training di-
rectly frommedical school. The proposal, which is in process,
will be initiated through the ACGME-Advancing Innovation
in Residency Education program and needs support from key
educational stakeholders in psychiatry, i.e., AADPRT,
ACGME, ABPN, and APA. Once accepted, this pilot will
be closely monitored and assessed over several years to deter-
minewhether this model of training should become the default
pathway into CAP.

An accelerated timeline for CAP training may require in-
creased efficiency at two stages: undergraduate medical edu-
cation (UME) and graduate medical education (GME). For
example, the accelerated psychiatry program at Penn State
eliminates some elective rotations at the undergraduate level
to prioritize brain content in the basic science curriculum,
creating an abbreviated 3-year medical school program; these
students need to pursue a psychiatry residency for a time sav-
ings of at least 1 year [16].

CAP Training Models Outside US

Globally, CAP training programs emphasize the principles of
development and family systems. Senior experts provide su-
pervision and training in psychopharmacology and
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psychosocial interventions and teach didactic sessions. CAP
training in many countries is fundamentally an apprenticeship
within clinical services. The balance between service and
training varies based on funding. In most European Union
(EU) countries and the US, CAP training is federally funded.
But in 10% of EU countries and in Argentina, trainees or
hospitals bear the cost [17, 18].

Benchmarking against international training models offers
innovative training opportunities that may improve access to
care in the US. For instance, the CAP section of the Union of
European Medical Specialists (UEMS-CAP) promotes har-
monization between CAP training programs in Europe and
could serve as a model for broader global collaboration [17].
One US initiative, the AACAP International, has facilitated
sharing of clinical and educational resources, communication
between international CAP organizations, and trainee partici-
pation in international events [19].

Global differences in CAP training are found in (1) dura-
tion of training; (2) duration of inpatient experience; (3) as-
sessment of trainees; (4) neurodevelopmental disorders; (5)
academic and research opportunities; (6) psychotherapy; (7)
transitional age youth; and (8) infant and perinatal psychiatry
(Table 1).

Duration of Training and Inpatient Experience

Although the required duration of CAP inpatient training in
the US averages 4–6 months, the 2-year Thai CAP training
has only 3 months of inpatient CAP experience. Since US
psychiatry residents have had two more years of training than
many overseas counterparts (who typically complete a com-
bined 6-year UME/GME program), there is potential to de-
crease the overall duration of CAP training. Shifting training
emphasis from inpatient to community treatment may enable a
shortened duration of inpatient CAP training and thereby the
overall duration of CAP training while retaining the integrity
of the experience.

Assessment of Trainees

Similar to the US, Brazil, Chile, and Uruguay confer the title
of CAP specialist after completing the training program; a
certification exam held by the country’s psychiatric associa-
tion is optional [18]. In India, board certification is mandatory
whereas in Singapore, Australia, and New Zealand CAP there
are no specific CAP exit examinations (although trainees take
rigorous general psychiatry examinations). The international
variability in the requirements for a certification exam sug-
gests that optimal assessment of CAP skills is yet to be de-
fined, thus presenting another area for innovation and poten-
tial shortening of the training-to-practice pipeline.

Academic and Research Opportunities

Teaching and research opportunities within CAP training
vary around the world. In Sweden and Germany as in the
US, CAP training is centered around training in a university
department thereby offering access to academic environ-
ments and immersion experiences in translational research.
Nurturing academic and research opportunities is essential
to prepare future generations of CAP innovators, educators,
and policy makers.

Psychotherapy

In Australia, India, and New Zealand, CAP training mandates
psychotherapy training with children and families using vari-
ous psychotherapy models [20, 21], whereas a choice between
psychodynamic or cognitive behavioral tracks exists in
Singapore [22]. In contrast, few European countries meet all
the UEMS recommendations around duration, models, and
required competencies for psychotherapy. Psychotherapy
training is a substantial part of German and Swiss CAP train-
ing and the UK CAP training has mapped psychotherapy
competencies for trainees [23, 24]. Currently, there is consid-
erable variability within US programs and internationally.
Strengthening CAP psychotherapy training may provide ave-
nues for developing core skills in cultural humility and
trauma-informed care.

Transitional Age Youth

Australia, Singapore, and UEMS-CAP have well-developed
transitional-age youth training in CAP unlike the US.
Experience with transitional age youth for CAP trainees that
draws on developmental approaches has the potential to ad-
dress the current silos between CAP and adult services in the
US.

Infant Mental Health

Only a few US training programs (e.g., Children’s Hospital of
Philadelphia) offer this experience, in contrast to Australia and
New Zealand where infant psychiatry is an entrustable profes-
sional activity and psychotherapy experience with children
under 6 years is robust [20]. Training in the recognition and
treatment of mental health problems in children 0–5 years, the
unique individual and family developmental processes of the
perinatal period and early parenting align infant (and perina-
tal) psychiatry well with CAP training. This alignment offers
unparalleled opportunities for mental health promotion, pre-
vention of mental illness, and early intervention.
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CAP Training in the Twenty-First Century

With recent strides in genetics, brain imaging, and therapeutic
modalities, all informed by the social determinants of health,
CAP is anticipated to grow in four areas: (1) collaborative care
(CC), (2) population-based care, (3) integration of virtual, dig-
ital application-based psychotherapies and short-term inter-
ventions (1–4 sessions of psychotherapy), and (4) disaster
psychiatry.While considering these growth areas and the need
to optimize the duration of training, we need to adapt critical
elements of existing CAP training to new competency require-
ments; future training needs to be different, not longer.
Trainees need opportunities for practice of (1) telehealth and
virtual and in-person team-based CC as a primary and/or sec-
ondary consultant, supervision, and communicating with oth-
er professionals; (2) understanding public health, population
health, health policy, advocacy, and working within different
systems of care; (3) teaching, training, supervision, and
mentoring; and (4) systemic discrimination, cultural humility,
prevention, early intervention, and trauma-informed care [25].

CAP training should consider incorporating and expanding
educational research in adult learning, for interested residents,
to enhance program evaluation and allow for meaningful
trainee involvement in program decision-making, curriculum
development, and involvement in ACGME and ABPN. In the
US, trainees have hitherto been involved in the Program
Evaluation Committee of every fellowship program and in
the revision of ACGME Milestones. The European
Federation of Psychiatric Trainees (EFPT), a group of national
psychiatric trainee associations, exemplifies how trainees can
organize to influence their training regulations. The EFPT
works closely with UEMS-CAP to update the European
CAP Training Curriculum Framework by trainee representa-
tives joining working groups and providing feedback [22].
The EFPT also archives and annually updates records of psy-
chiatry training including CAP in member countries, which
map the evolution of CAP training across Europe and provide
data to guide its representative activities. The UEMS-CAP is
working with the EFPT to formalize a European Board
Examination for CAP. The EFPT structure and interface with
UEMS has strengths in its coordinated curriculum design and
review and may serve as a model for the involvement of US
trainees in committees such as ABPN and ACGME. CAP
training should also increase the involvement of consumers,
caregivers/parents, and others with lived experience. Further,
technological advances in education (e.g., videoconferencing)
could be utilized to create national and international teaching
and learning collaborative networks.

The 2017 AACAP Presidential Initiative on Integrated
Care underscores CC models as a means to improve access
to care. CC models use an integrated behavioral health con-
sultation model; the CAP consultant housed within the pedi-
atric primary care home supports primary care providers in

addressing mental health needs via in-depth consultation by
CAPs. About a third of US CAP training programs offer di-
dactic teaching and/or clinical exposure to integrated care
models; trainees gain experience functioning as a consultant
to multidisciplinary professionals to hone communication,
consulting, and system analysis skills [26]. Optimizing the
duration of traditional pediatric-inpatient-based consultation-
liaison model [27] could carve out time for learning skills in
CC consultation with schools, pediatricians’ offices, and com-
munity agencies. Australia, EU, and New Zealand are
pivoting to train CAPs in (1) for direct clinical and secondary
consultation to other professionals in a stepped care system,
(2) clinical leadership in some specialist services, (3)
balancing patient-centered care with population-based care
including the sharing of resources, and (4) training and men-
torship to improve the capacity of other professionals, and
healthcare system management skills. Associated competen-
cies are being delineated, for instance, training in specific
consultation skills (e.g., written and summary skills for other
professionals), the ability to review treatments, training and
supervising others, and leadership in clinical systems.

Current US funding models limit implementation of CC
curricula in CAP training. The expectation that fellows pro-
vide revenue-generating service at sponsoring institutions, dif-
ficulty getting faculty supervision at community agencies, and
the reluctance of community agencies to make a “visiting”
trainee a team leader presents obstacles to utilization of these
sites for training [26]. Rethinking funding mechanisms and
service system design allows flexibility regarding trainee
placement to achieve necessary experience, ensures adequate
supervision, and provides leadership opportunities for trainees
in the broader consultative role. For example, in Australia,
recent mental health reform and expansion allow for novel
training settings for youth mental health and enable a greater
experience in CC for CAP trainees. These shifts in policy,
funding, and service system design are bolstered by specific
training initiatives with separate funding streams, to enable
training in non-traditional settings outside hospitals.

The COVID-19 pandemic has compelled the fusion of tele-
health and CC to address increasing need especially in minor-
ity youth. During the pandemic, more CAP training programs
used telepsychiatry (compared to approximately 60% pre-
pandemic), teletherapy, app-based therapies, short-term inter-
ventions, and CC [28]. Innovative web-based transdiagnostic
therapies are both feasible and acceptable in youth [29].
Trainees can also provide valuable input for their own training
as they likely receive their own healthcare via telehealth and
may have lived experiences as minorities. Formal training in
telepsychiatry, teletherapy, CC, and diversity-equity-inclusion
(DEI) that teaches basic clinical skills and ethical and legal
issues in these modalities is critical to modern CAP training
[27, 30]. DEI can be integrated into the curriculum longitudi-
nally as an underlying principle of clinical learning starting

Acad Psychiatry (2022) 46:75–81 79



with UME without increasing the length of training.
Telehealth and CC can be built into existing consult-liaison
and outpatient rotations such that a part of the rotation uses
telehealth and outcomes/measurement-based care. Telehealth-
enhanced curricula can facilitate teaching infant-toddler de-
velopment via remote access to nurseries, preschools, Head
Start, etc.

Recent disasters both natural (e.g., the pandemic) and
manmade (e.g., climate change, migration, wars, terrorist
attacks) have impacted pediatric mental health significant-
ly. Competence in the basics of disaster psychiatry in
CAP training would help address evolving public health
crises. The migrant crises in Europe, the Middle East, and
Africa have prompted the call to provide culturally sensi-
tive pediatric mental healthcare to survivors of war, tor-
ture, persecution, or natural disasters. Changes in family
structure caused by these events and the unique vulner-
abilities of unaccompanied minors demand a contextual
understanding of biopsychosociocultural issues. CAP
trainees need to learn essential culturally informed child-
rearing practices, behavior expectations, communication
patterns, and coping skills to avoid diagnostic pitfalls
and promote engagement. CAP training in public health
analysis, advocacy skills, and the skills of collaborative
approaches with stakeholders help develop patient-
friendly care systems and spearhead innovation in pediat-
ric mental health and environmental justice.

In conclusion, the dual goals presented here attempt to
address the workforce crisis – optimizing training by imple-
menting various competency-based models and new path-
ways while preparing CAP fellows in emerging areas to meet
the challenges of the 21st century. An inevitable tension arises
between improving efficiency while requiring additional con-
tent. The answer lies in creative solutions that harness national
and international innovations in training, clinical service, and
systems of care. Careful monitoring and assessment of new
approaches will define the path ahead to ensure that CAP
meets the mental health needs of children and families in the
US and the world.
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