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A Survey of Early-Career Child and Adolescent
Psychiatrists: Professional Activities and Perceptions

DOROTHY E. STUBBE, M.D., AND W JOHN THOMAS, J.D., M.P.H.

ABSTRACT

Objective: To assess the career paths and work perceptions of early-career child and adolescent psychiatrists in the

United States. Method: Analysis of survey data of 392097 (49.2%) of all U.S. child and adolescent psychiatrists grad­

uating from training in 1996-1998 and on the mailing list of the American Academy of Child and Adolescent Psychiatry.

Results: Slightly more than half of those surveyed were women, and most were in their late thirties, white, married, and

living in the geographic area in which they trained, with a median income for full-time workers between $121,000 and

$150,000. Those with educational debt owed an average of $69,741. The sample was generally very satisfied with their

work. They identified clinical work, variety, autonomy, and making a difference as the best aspects, and managed care,

paperwork, and overwork as the least desirable aspects. The bulk of hours worked were in solo private practice, public

sector, and group practice, with children and adolescents making up 73% of patients treated. The most common treat­

ment modality was medication management. Conclusions: The present study uses a database approach to defining

current practice and workforce issues among early-career child and adolescent psychiatrists. These data may facilitate

objective discussion about public policies concerning workforce priorities, barriers, and facilitators to recruitment in this

understaffed field. J. Am. Acad. Child Ado/esc. Psychiatry, 2002, 41 (2): 123-130. Key Words: child and adolescent psy­

chiatrist, career, workforce, practice.
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Child and adolescent psychiatry is a shortage specialty
that has been enormously affected by the vicissitudes of
national and regional children's physical and mental health
policy and reimbursement for care (Beresin, 1997; Council
on Graduate Medical Education, 1990; Graduate Medical
Education National Advisory Committee, 1980; Philips
et al., 1983; U.S. Department of Health and Human
Services, 1999). As with all medical specialties, rapidly
changing scientific discoveries and socioeconomic influ­
ences have profoundly altered the skills required and the
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practice patterns of child and adolescent psychiatrists.
Burgeoning research on neurodevelopment and develop­
mental psychopathology, psychopharmacology, systems
of care, and psychotherapeutic interventions have been
added to the previous knowledge base (Leckman et al.,
1989). Medical economic forces change annually, as the
country as a whole, and some regions in particular, strug­
gle to contain costs while continuing to provide adequate
mental health care (Stout, 1998; U.S. Department of
Health and Human Services, 1999).

Early-career child and adolescent psychiatrists are in
tremendous demand and face increasing expectations to
assume high-level administrative and leadership positions
in children's mental health settings (Gabel, 1998). It has
been recently estimated that 6 to 9 million children and
adolescents in the United States (9%-13%) suffer from
serious emotional disturbances (Friedman et al., 1998;
Lavigne et al., 1996), many of whom are not receiving
the critical mental health services they require (Burns
et al., 1995; Leaf et al., 1996). The child and adolescent
psychiatrist is a crucial member of the mental health teams
involved in prevention, identification, assessment, and
treatment of the enormous number of children and fam-
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ilies in need. Because of this shortage, time and expertise
among child and adolescent psychiatrists is in limited sup­
ply. Managed care has added to the nonclinical duties of
physicians. Burdensome reviews, paperwork, and tedious
billing procedures may lead to dissatisfaction and nega­
tively affect the clinical time available to care for the large
numbers of children who require services (Domino et aI.,
1998; Schowalter, 1998; Stuart, 2000; Ware et al., 2000).
In this climate, the early-career child and adolescent psy­
chiatrist has both a tremendous opportunity to make a
critical difference in the care of ill children and adoles­
cents and the mental health systems that serve them, as
well as the potential for disillusionment and frustration
by the financial disincentives and bureaucratic hassles.

There is a dearth of literature about the child and ado­
lescent psychiatry workforce and the effects of the current
fiscal and mental health care environment on the practice
and on job satisfaction. We are unaware of any similar
systematic surveys that examine the nature of practice pat­
terns and highlight the subjective experiences of early­
career child and adolescent psychiatrists. This paper focuses
on a characterization of the population of early-career
child and adolescent psychiatrists, the nature of their prac­
tice, priorities in choosing their positions, the impact of
educational debt, and the physicians' reports on their sat­
isfactions and dissatisfactions with their work. Objective
assessment of the actual experiences and perceptions of
practitioners will allow for a more informed discussion
about national policy affecting the role of the child and
adolescent psychiatrist. It will also assist in identifying the
facilitators and barriers to recruitment of physicians into
the field of child and adolescent psychiatry.

METHOD

Study Sample

We developed a survey instrument to assess a number of issues rel­
evant to present professional activities and training experiences. The
survey questionnaire had three sections: (1) demographic informa­
tion, (2) work environment, and (3) training experiences in child and
adolescent psychiatry residency. The findings from the relevant first
two sections of the survey are presented here.

The survey questionnaires were mailed to all U.S. child and ado­
lescent psychiatrists who graduated from training programs in 1996,
1997, and 1998, were living in the United States, and were listed on
the American Academy of Child and Adolescent Psychiatry (AACAP)
membership mailing list. A total of 897 surveys were sent. A cover let­
ter on AACAP letterhead explained the purpose of the survey, and a
prestamped envelope was provided. A first mailing was done in January
of 1999, and a second mailing was completed in August of 1999. To
a random 75% of surveys in the second mailing, we attached a hand-

written note encouraging the recipient to complete the survey and
return it.

Several factors complicated the sample response rate calculations:
(1) The mailing list contained a number of invalid addresses. Although
some of these surveys were returned by the post office, other improp­
erly addressed surveys may not have been returned. (2) Some surveys
were returned with a note that the respondent was a medical studenr,
a residenr, or was not a child and adolescent psychiatrist, making them
ineligible. Other ineligible recipienrs, however, may not have returned
the survey. (3) Thirty-one surveys were ineligible because the respon­
dent did not graduate from child and adolescent psychiatry rraining
during the years 1996 through 1998. Of the 897 surveys mailed, 100
came back as wrong addresses or ineligible (e.g., medical studenrs,
residents, nonphysicians, or graduated outside the target training
years). Of the remaining 797 surveys, the first mailing generated 22')
responses. The second mailing generated another 167 responses. Thc
total responses numbered 392, producing a response rate of 49.2%.
Nonresponders were not significantly different from responders with
regard to the geographic area of their mailing address (t = 1.8, P= .2).

Measures and Procedures

The survey questionnaire was four pages (2 two-sided pages). Survey
data included both forced choice and numeric data. The survey also
contained three open-ended questions about job satisfaction: (1) II
you have changed jobs, why did you leave your last position(s)? (2)
What do you like best about your present work? (3) What do you like
least about your present work?

The survey sought demographic data about location, ethnicity, agt',
gender, and family constellation. Work environment questions tapped
information about the number of hours worked weekly, type of pm'
tic;e, age of patients treated, considerations of job choice, income, alld
job satisfaction ratings. The survey also queried respondents regard
ing amount of educational debt.

All numeric and forced choice data were entered into Excel. Descriptiv('
statistical analyses were performed, including means and percentagc"
for all appropriate data. A correlation analysis was run between amou Il'
of educational debt and current income.

We surveyed all open-ended narrative comments (0-4 answers P(,I

survey question). An initial reading of half of the survey commeOI"
revealed natural clustering of answer categories. In a second readill!:
of all surveys, we assigned the responses to one of the defined Call'
gories. We rated as "other" any comments that did not naturally Ii,
into one of the defined categories.

RESULTS

Demographics of Early-Career Child and

Adolescent Psychiatrists

The mean age of the sample was 37.1 years (range
30-65 years). Fifty-three percent (n = 209) of the respon
dents were female; 47% (n = 183) were male. The sam
pie's ethnicity distribution was 73% white, 13% Asian,
6% Mrican American, 5% Hispanic, and 3% other. TIl\"
location of the training institution and present hom\'
location (as determined by mailing address) are shown
in Table 1. The Northeast had the largest percentage of
trainees, as well as the largest percentage of respondel1l\
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Characterization of Practice Patterns

Area of Country Present (%) Training (%)

TABLE 1
Geographic Location: Present vs. Location of Training

The average weekly work hours reported was 43.5.
Seventy-nine percent of the sample reported working

full-time, with that population averaging a work week of
49 hours. Twenty percent of the sample reported work­
ing part-time, with part-time workers averaging 25 hours
weekly. One percent of the population was not working
outside the horne.

The median income for all child and adolescent psy­
chiatry respondents was between $91,000 and $120,000.
As shown in Figure 1, the median income for part-time
workers was $51,000 to $90,000, whereas the median
for full-time workers was $121,000 to $150,000. The
majority of full-time workers (79%) earned between
$51,000 and $150,000. Only 1% earned more than
$250,000. Current pay level correlated with educational
debt (r = 0.256, 95% confidence interval = 0.16-0.35,
df= 391), suggesting that those with the most cumber­
some debt level sought higher paying positions.

Table 2 lists the reasons that early-career child and ado­
lescent psychiatry respondents have changed jobs since
graduation. Thirty-six percent (n = 136) of all respon­
dents reported one or more job changes. Of those who
changed jobs, the largest percentage (40%) reported
changing positions because they were unhappy in the
work environment (e.g., unpleasant job politics, type of
work, expectations of the position that were viewed as
untealistic or inappropriate, too much work, managed
care influences). Other reasons for job changes included
advancement, family-related issues, pay, military obliga­
tion, location and clinic closings.

Figure 2 depicts the types of practice settings in which
the early-career child and adolescent psychiatrists were
working. This figure reports the percentage ofworkforce
hours in each practice setting, as compared with the per­
centage of practitioners who were involved in any man­
ner in the settings specified. Settings in which physicians'

36
20

5
17
16
6

33
18
9

15
18
7

Note: N = 391 (99.7%) of respondents.

Northeast
Southeast
South
Midwest
Southwest
Northwest

currently in residence. Most respondents remained in the
general geographic location of their training. The largest
change in location between training and present location
was 4%; 5% of the respondents trained in the South and
9% currently reside there.

A high percentage (79.0%) of the sample was married,
with a mean number of children of 1.2. The mean age of
the youngest child was 4.4 years (range = one month to
36 years).

Educational Debt

Fifty-seven percent ofsurvey respondents reported edu­
cational debt, with an average overall debt amount for all
respondents of $39,800. For those with debt, the range
was between $5,000 and $200,000 owed. The average
amount owed for those with educational debt was $69,741.
This corresponds very closely to the reported average
amount of $69,059 owed by graduating medical students
with educational debt in 1995 (Kassebaum et al., 1996).
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Note: N = 136 (36%) of all respondents reported a job change.

combined workforce hours were the highest included sin­
gle-practitioner private practice (16% of all workforce
hours), public sector (15% of all workforce hours), group
practice (13% of all workforce hours), and hospital inpa­
tient (13% of all workforce hours). Single-practitioner
private practice, academics (including voluntaty clinical
faculty), public sector work, consultation, and hospital
inpatient practice each had over 25% of respondents
reporting some work in these settings. Administrative
roles were part of the duties of 23% of respondents but
accounted for only 4% of workforce hours.

Figure 3 depicts the ages of the respondents' patients.
The majority of patients were children or adolescents
(73%), with most of those patients (60%) being between
the ages of7 and 17. Over one fourth (27%) of patients
were adults. As shown in Figure 4, an average of 61% of
patients (although not of workforce hours spent) received
psychopharmacology assessment and treatment. Thirty
percent of all patients were treated with both psychotherapy
and medication, and 9% of patients received psy-

7-12 13-17 18-29 >30
Age (years)

Fig. 3 Percentage of parients creared in each age caregory.

chotherapeuric services without concomitant medication
treatment. Ten percent of all patients treated had a devel­
opmental delay or handicap.

35
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Ratings of Job Satisfaction and Job Choice Factors

Figure 5 shows the ratings of job satisfaction on a 6­
point Likert scale, with a ranking of one representing
being "very dissatisfied" and a ranking of 6 representing
being "extremely satisfied." Overall, the respondents
seemed quite satisfied in their work, with a rating of '5
being endorsed the most frequently (42%), and ratings
of4, 5, or 6 accounting for 84% of all responses. Primary
considerations in taking the present position were rank
ordered by respondents in the order of importance. Thl'
reason most often the cited as the number one reason for
choosing the position, was "other" (mean ranking of 1.6).
which included military assignment or loan repayment/

%

40
17
16
12
8
4
3

55
23
21
16
11
6
4

No.Reason

Unhappy in work environment
Advancement
Family-related
Pay
Military obligation
Location
Closing of clinic

TABLE 2
Reason for Job Change

AC 0 CGC RES CON ADM PHP HMO

Practice Settings
HI

32

PP PUB GP
o

40r--------------------==--------------,
_Total workforce hours

~ Respondents reporting some work
2930

Fig.2 Percentage of roral workforce hours spent in each pracrice serring versus percenrage of physician respondents
reporring some work in each work serring. PP = solo pracritioner privare pracrice; PUB = public secror; GP = group
practice; HI = hospiral inparient; AC = academics; 0 = orher; CGC = child guidance clinic; RES = research; CON =

consul rations; ADM = adminiscrarive; PHP = parcial hospiral program; HMO = healrh maintenance organizarion.
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80 ,------------------,

Fig. 4 Modalio/ of therapy of parients [feared. Therapy Only = psychorherapy
only; Therapy + Meds =psychorherapy wirh medicarion; Meds Only =med­
ication evaluarion and rrearmenr only.

forgiveness, presence of a psychoanalytic institute, and
various family issues. Respondents ranked "hours and
lifestyle" and "job satisfaction" as the next most impor­
tant factors in choosing the present position (mean rank
of 2.0 each). Respondents cited location (mean ranking
of 2.6) and economic considerations (mean ranking of
3.0) least often as primary factors in choosing the pre­
sent work position. However, it is of interest that most
respondents remained in the same region of the country
as their training location and that those with greatest edu­
cational debt tended to assume higher paying positions,
despite the fact that, for the sample overall, these factors
were ranked as contributing least often to job choice.

Table 3 summarizes the answers to the open-ended
question, "What do you like best about your present work?"
Three hundred seventy-seven (96.2%) of respondents
answered the question, with an average of 2.0 answers per

%

45
21

18
13
37
11
10
8
7
7
4
2

32
30
(16)

(9)
(5)
6

22

9
6
4
4
3
2
1

27
16
7
6
3
2

169
79
68
49

141
41
38
30
26
26
IS
8

120

113
(60)
(34)
(l9)

23
83
34
22
16
15
II
8
4

102

60
26
23
11
8

No.

TABLE 3
Best Aspects of Current Job

Note: N = 377 (96.2%) of respondents answered the question.

There was an average of 2.0 answers per survey for this question.
Asterisks highlight the first four most endorsed items.

Category

Self-determinatio n
Variety**
Autonomy***

Flexibility/lifestyle
Work environment

Colleagues/staff
Working as team
Hours
Pay/benefits

No managed care
Minimal call
Supportive atmosphere

Patient characteristics
Clinical work*

Working with children

Psychothetapy
Working with families

Good patient mix

Job setting
Teaching
Academic

Community
Research
Administration
Consultation

Othet

Satisfying aspects of the job
Making a difference****

Challenging
Intellectual stimulation

Provide quality care

Respect

61

Meds
Only

Therapy
+ Meds

Therapy
Only

o

~
c 60
Q)

"'0
C

&. 40
C/)
Q)

cc: 20
cfl.

50,..---------------..

Fig.5 Job sarisfacrion of physician respondents. Likert scale of 1 = very dis­
satisfied ro 6 = exrremely sarisfied.

questionnaire. Our categories of answers included "self­
determination," "work environment," "patient charac­
teristics," "job setting," and "satisfying aspects of the job."
Responses were counted with respect to category (num­
ber and percentage of respondents who reported one or
more responses in each category) as well as the more spe­
cific nature of the response within each category. Almost
half (n =169,45%) of respondents reported one or more
aspects of self-determination as the best aspect of their
work, followed by responses regarding one or more aspects
of the work environment (n = 141,37%) and patient char­
acteristics (n = 120,32%). The four most commonly cited
best specific aspects of the job were clinical work (work­
ing with children and families and providing psychotherapy;

6

42

101..--------1 2 345
Job Satisfaction

~ 40c:
Q)

-g 30
o
a.
~ 20

cc:
~ 10o

]. AM. ACAD. CHILD ADOLESC. PSYCHIATRY, 41:2, FEBRUARY 2002 127



STUBBE AND THOMAS
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Note: N = 376 (95.9%) of respondents answered the question.
There was an average of 1.5 answers per survey for this question.
Asterisks highlight the first four most endorsed items.

DISCUSSION

Child and adolescent psychiatrists graduating from
training programs within the past several years are faced
with a myriad of challenges and opportunities. The pre­
sent survey of early-career child and adolescent psychia­
trists highlights some important aspects of their work
and provides important data for public policy discussion.\
regarding how best to provide the workforce to care for
the burgeoning population of seriously emotionally ill
children and adolescents.

The early-career child and adolescent psychiatrists sur­
veyed perform a wide variety of services in multiple treat­
ment settings. The bulk of their work time is in solo private
practice, group practice, and public sector work. Psychiatril
services to institutional settings (inpatient, residential treat·
ment, and partial hospitalization) were the next larges'
proportion of physician time. These institutional posi.
tions are relatively common ones for practitioners to assume
as they complete training, and early-career child and ado
lescent psychiatrists likely have a larger percentage of work­
force hours in these positions than their more senior
colleagues. Respondents treated most of their patient.\
with only medication evaluation and medication therapy:
only a very small proportion of patients received psy
chotherapy as the only modality of treatment.

Academic endeavors accounted for 9% of all workforct'
hours. Full-time academicians frequently reported that clin·
ical and teaching demands absorbed an inordinate amoun I

of their work time, leaving little time for research into nell
ropsychiatric disorders. The need for a more thorough under·
standing of the etiology and course of neuropsychiatric
disorders in children, as well as effective, evidenced-based
treatments, is adversely affected by the shortage of researcher,
and the multiple functions and demands placed on nc\\'
investigators (Eyberg et al., 1998; Jensen et al., 1999:
Leckman et al., 1989; Shapiro et al., 1991).

Despite the low priority given to location as a reason
for choosing their current position, child and adolescelll

need for services and too much work (n = 52, 14%), lack
of resources for children and to appropriately perform thl'
job assigned (n = 45, 12%), and frustrating bureaucracy
and office politics (n = 39, 10%) were the other most fre­
quently endorsed areas of dissatisfaction. Frustrations dul'
to an inability to provide psychotherapy for patients becausl'
of payment or bureaucratic obstacles (n = 38, 10%) and
poor pay for services (n = 35, 9%) were cited next most
commonly.

]. AM. ACAD. CHILD ADOLESC. PSYCHIATRY, 41:2, FEBRUARY 2011'
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%

353
133
63
52
45
39
35
26
26
19
15
11
68
38
11
11
11
25
11
11
7

No.

TABLE 4
Least Desitable Aspects of Current Job

Category

Environmental challenges
Managed care/insurance*
Paperwork/billing**
Too much need/work***
Lack of resources****
Bureaucracy/politics
Poor pay
Long hours/stress
Isolation
Commute
On-call
Orher

Type of work
Lack of psychotherapy
No academic affiliation
Administration
Clinical teaching demands

Patient characteristics
Lack of progress
Lack of variery in population
Not enough children

n = 113, 30%), variety in job functions (n = 79, 21 %),
autonomy (n = 68, 18%), and making a difference in the
lives of patients (n =60, 16%). Flexibility and lifestyle fac­
tors, colleagues and staff, working in a multidisciplinary
team setting, and teaching were the next most commonly
cited aspects of the current job that contributed to job
satisfaction.

Table 4 summarizes the answers to the open-ended
question, "What do you like least about your present
work?" Three hundred seventy-six (95.9%) of respon­
dents answered the question, with an average of 1.5 answers
per questionnaire. Our answer categories included "envi­
ronmental challenges," "type of work," and "patient char­
acteristics." "Environmental challenges" were defined as
those aspects of a job that are related to the work envi­
ronment, rather than the job functions related to physi­
cian duties per se. Ninety-four percent of all respondents
reported one or more environmental challenges as being
the least satisfYing aspect of their present position. Respon­
dents most commonly cited managed care and insurance­
related tasks (n = 133, 35%) as the aspect of their jobs
they liked least. One respondent went so far as to write,
"Managed care dealings are the one reason I might quit
someday." Paperwork and billing (n = 63, 17%), too much



psychiatrists in practice tend to remain in the region of
the country in which they train. The northeast sector of
rhe United States has the bulk of the larger training pro­
grams, and the largest portion (about one third) of respon­
dents continued to live there after completing training.
The extreme shortage of child and adolescent psychia­
trists in rural areas (U.S. Department of Health and
Human Services, 1999) suggests that increased incentives
are required to motivate graduates to move from the loca­
tion of their training programs to areas with extreme
need. This also speaks to the importance of maintaining
the viability of training programs in child and adolescent
psychiatry in rural and underserved areas.

The median income of all early-career child and ado­
lescent psychiatrists in the study was between $91,000
and $120,000, and the median income of full-time work­
ers was between $121,000 and $150,000. This range is
considerably lower than the $164,000 median income of
all physicians in 1997, but it compares very favorably
with the median starting income of $80,000 for all physi­
cians in 1997 (Medical Group Management Association,
1998). A number of physicians in the survey commented
that they felt poorly compensated for their work, in light
of their long and extensive training and high educational
debt. A correlation between debt level and income after
graduation suggests that physicians with a higher level of
educational debt seek out higher paying positions.

Overall, the child and adolescent psychiatrists were
very happy in their careers. Despite concerns about the
negative aspects of the present medical climate, the child
and adolescent psychiatrists surveyed were generally quite
satisfied and optimistic about their careers. In contrast,
a recent survey of job satisfaction of Massachusetts pri­
mary care physicians reported that fewer than two thirds
were satisfied with most areas of practice in 1997
(Murray et al., 2001). The early-career child and adoles­
cent psychiatrists in the study cited clinical work with
children and families and making a positive difference in
their lives; the ability to provide the full range of thera­
peutic services (psychotherapy and psychopharmacology)
as appropriate for each patient; variety; autonomy; flex­
ibility; and a lifestyle that accommodated career, family,
and other interests as the most satisfYing aspects of their
work. The non-patient care aspects of their jobs were
most frustrating. Many physicians complained that deal­
ings with managed care, insurance companies, and paper­
work consumed an inordinate proportion of their work
time, leaving less time to care for the many children in

J. AM. ACAD. CHILD ADOLESC. PSYCHIATRY, 41:2, FEBRUARY 2002
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need of services. Respondents reported the desire to use
the full range of therapeutic skills for psychotherapy and
psychopharmacology as indicated. The vast need and lack
of resources for children and families were other frequently
mentioned sources of frustration in the work.

Clinical Implications

Recruitment ofchild and adolescent psychiatrists to meet
the needs of seriously emotionally impaired youth has
become a national priority, highlighted in the 1999 Surgeon
General's report on the srate of mental health services (U.S.
Deparnnent ofHealth and Human Services, 1999). Enhancing
recruitment into the field entails adding incentives to train­
ing programs to fill or increase their numbers (Beresin and
Enzer, 1990), loan payback, and other incentives to enter
the field and move to highly underserved areas. Policyrnakers
and providers alike must also devise a plan to help to ensure
that child and adolescent psychiatrists are able to spend the
bulk of their work time providing critically needed men­
tal health care services for ill children and their families.

Limitations

Limitations of the study include issues regarding the
representativeness of the sample of physicians returning
rhe survey, as just under half of all surveys were returned.
The results from surveys returned from the first mailing
and those returned from the second mailing were not sig­
nificantly different in demographics, implying that there
may not have been bias. However, there may be some
biases specific to those physicians that returned surveys.
Those who were happy (or particularly unhappy) with
their careers and training, for example, may have been
more likely to memorialize their feelings on a survey.
Graduates who had moved to other countries were excluded,
thus potentially decreasing the percentage of foreign med­
ical graduates who were eligible for the survey.

The time spent filling out the survey and complete­
ness of the surveys were variable, and thus there may be
some bias associated with individuals who provided a
higher number of answers on the open-ended questions.
As all answers were counted without prejudice as to the
number of responses per survey, individuals who pro­
vided a higher number of answers to a given question
influenced ratings more than individuals who gave only
one answer per question. Issues of the accuracy of the
mailing list may also have affected the results.

Despite the limitations, however, the large number of
completed and returned surveys (392) was somewhat
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unexpected and suggests a high level of interest by early­
career child and adolescent psychiatrists in issues of train­
ing and their experiences of their new career. The pauciry
of literature about child and adolescent psychiatry prac­
tice and perceptions in general, and early-career child and
adolescent psychiatry practice, perceptions, and financial
starus (debt and earnings) in particular, suggests that even
incomplete data are worthwhile in understanding the pre­
sent state of child and adolescent psychiatric ptactice.
The data should also be useful in helping to formulate
solutions to the child and adolescent psychiatric short­
age Issues.

Conclusions

This study is the first to focus explicitly on the demo­
graphic features, rypes of practice, financial status, and
subjective experience and perceptions of their jobs of early­
career child and adolescent psychiatrists. At a time with a
profound shortage of professionals in the field, this infor­
mation may be crucial in determining incentives and bar­
riers to recruitment and practice in child and adolescent
psychiatry. In particular, freeing the physicians to spend
more of their time treating patients, as well as consulting
and collaborating with other treaters and systems of care,
as opposed to paperwork and managed care tasks, would
likely improve morale and work satisfaction and increase
the effective services provided to children and families.
Public policy about mental health services for children
and adolescents should be guided by a database of need,
resources, and barriers and facilitators associated with
meeting the need. The data in this report may help steer
a productive discussion about the appropriate role of the
child and adolescent psychiatrist, as well as new and inno­
vative models of service delivery that utilize and optimize
the unique expertise and skills of the child and adoles­
cent psychiatrist. The information obtained about work­
force practices suggests that policymakers and providers
must create the means to ensure that child and adoles­
cent psychiatrists are able to spend the majoriry of their
work time doing what is needed most urgently and what
they love most---<:aring for emotionally ill children and
their families.

REFERENCES
Beresin EV (1997), Child and adolescent psychiaoy residency training: cur­

rent issues and conrroversies.jAmkadChildAdoksc Psychiatry 36:1339-1348

130

Beresin EV, Enzer N (1990), Conference issues and recommendations to

improve recruitment efforts. In: PreparingfOr the Future: Recruitment ill
Child andAdolescent Psychiatry: R<commendations From the 1989San Diego
Conference, Schowalrer J, ed. Washington, DC: American Academy or
Child and Adolescent Psychiatry, chaptet IV

Burns BJ, Costello EJ, Angold A et al. (1995), Children's mental health ser­
vice use across service sectors. Health Ajf(Millwood) 14: 147-159

Council on Graduate Medical Education (1990), Re-Examination oftheAcademy
of Physician Supply Mark in 1980 by the Graduate Medical Educatioll
NationalAdvisory Committee (GMENAC)fOr Selected Specialties Bureau 0/
Health Professions in SupportofActivities ofthe Council on Graduate Medical
Education. Cambridge, MA: ABT Associates

Domino ME, Saldever OS, Zarin DA, Pincus HA (1998), The impact of man­
aged care on psychiatry. Adm Policy Ment Health 26: 149-157

Eyberg SH, Schuhmann EM, Rey J (1998), Child and adolescent psychiatry
research: developmental issues. J Abnorm Child PsychoI26:71-82

Friedman RM, Katz·Leavy JW; Manderscheid RW; Sondheimer DL (1998),
Prevalence of serious emotional disturbance in children and adolescentS:
an update. In: Mental Health, United States, 1998, Manderscheid RW,
Sonnenschein MA, eds. Washington, DC: U.S. Government Priming
Office, pp 110-112

Gabel S (1998), Leadership in the managed care era: challenges, conflict,
ambivalence. Adm Policy Ment Health 26:3-19

Graduate Medical Education National Advisory Committee (1980), Report
to the Semtary, Vol 1-7 (DHHS Publication HRA 18-651-657). Washington,
DC: US Government Printing Office

Jensen PS, Bhatara VS, Vitiello B, Hoagwood K, Feil M, Butke LB (1999),
Psychoactive medication prescribing practices for US childten: gaps between
research and clinical praccice.JAmkad ChildAdolesc Psychiatry 38:557-56~

Kassebaum DG, Szenas PL, Schuchen MK (19%), On rising medical studenr
debt: in for a penny, in for a pound. Acaa'Med 71: 1123-1134

Lavigne JV, Gibbons RD, Christoffel KK et al. (1996), Prevalence rate and
correlates of psychiatric disorders among preschool children. JAm Acad
Childlldolesc Psychiatry 35:204-214

Leaf RT, Alegria M, Cohen P et al. (19%), Mental health service use in the
community and schools: results from the four-community MECA study.
JAm Acad ChildAdolesc Psychiatry 35:889-897

Leckman JF, Elliott GR, Anders T (1989), Research on Children andAdokscems
\'Vith Mental, Behavioral and Developmental Disorders. Washington, DC:
National Academy Press

Medical Group Management Association (1998), Physician Compensation and
Production Survey: 1998 Report Based on 1997 Data. Englewood, CO:
Medical Group Management Association

Murray A, MontgomeryJE, Chang H, Rogers WH, Inui 1; Safran DG (2001),
A comparison of physician satisfaction in different deliver}' system ser­
tings, 1986 and 1997.J em Intern Med 16:451-459

Philips I, Cohen RL, Enzer NB (1983), Child Psychiatry: A Planfir the Coming
Decades. Washington, DC: American Academy of Child Psychiatry

Schowalter JE (1998), Some early lessons from the rise of managed behavioral
health care in the United Stares. IsrJ Psychiatry Relat Sci 35: 165-173

Shapiro T, Mrazek P, Pincus HA (1991), Cunent status of research activity in
American child and adolescent psychiatry: part 1. JAm Acad ChildAdo/esc
Psychiatry 30:443-448

Stout M (1998), ImpaCt of Medicaid managed mental health cate on deliv­
ery of services in a rural state: an AMI perspective. Psychiatr Serv 49:961-963

Swan H (2000), Access to physician treatment for a menral disorder: a regional
analysis. Soc Psychiatry Psychiatr EpirkmioI35:61-70

U.S. Depanment of Health and Human Services (1999), Mental Health: A
Reportofthe Surgeon General Rockville, MD: U.S. Depanment of Health
and Human Services, Substance Abuse and Mental Health Setvices
Administration, Centet for Mental Health Services, National Institutes of
Health, National Institute of Mental Health

Ware NC, Lachicone WS. Kirschner SR, Cones DE, Good BJ (2000), Oinician
experiences of managed mental health care: a rereading of the threat. Med
Anthropol Q 14:3-27

J. AM. ACAD. CHILD ADOLESC. PSYCHIATRY, 41:2, FEBRUARY 2002

~"iiiII "_"----------------------$~"••


