
Update on Psychiatric Workforce Issues 
 
I have had ongoing concerns about the professional future of our junior colleagues, and more so for those in 
psychiatric residency training or planning on soon choosing that path. 
 
I brought this issue up two years ago, presenting the brief summary of the National Council Medical Director 
Institute (see other summary attachment), at which time Dr Mawhinney correctly observed that we did not 
have an APA council or committee with a remit to address this issue. 
 
There are current shortages of psychiatrists: We are of course still hearing about psychiatrist shortages for 
the present and near-term (which I do not doubt; most of which is driven by population growth and aging, but 
also increased addiction problems and the hopeful potential for expansion of insurance coverage). However, 
besides the increasing deployment of collaborative care to address access to mental health care, there is the 
larger issue of the rapidly increasing number of psychiatric nurse practitioners being trained, each of whom 
may be paid perhaps 2/3 of a psychiatrist’s salary, making their use to replace psychiatrists very popular now. 
There are also licensed PAs, but these individuals choose to practice in mental health less frequently (however, 
the 2019 update to the AAMC report referenced below predicts that if current trends continue, the number of 
licensed PAs will more than double by the year 2032-p.22). 
 
The relatively rapid growth in numbers of NPs: The American Association of Nurse Practitioners website 
reports that there were now more than 270,000 nurse practitioners licensed in the US, with more than 26,000 
completing their academic programs in 2016-2017. 95.7% prescribe medications, and in 2018 the mean full-
time base salary for NPs was just $105,903. There are a lack of current national standards for nurse practitioner 
training programs, and their training is certainly several years less than that of our psychiatry residents. I am 
not sure how our residents feel about those with less training being given equivalent privileges and status. 
 
Current workforce projections for the next 13 years: The 2019 update of the American Association of 
Medical Colleges report “The Complexities of Physician Supply and Demand: Projections from 2017 to 2032” 
(prepared by HIS Markit Ltd) continued to project that by 2032 there will still be physician shortages, the 
numbers varying according to the assumptions in the various models explored. It was noted that if current 
trends continue, the number of NPs will be projected to nearly double by 2032 (from the 248,000 that were 
estimated to be licensed in 2018). Of course, most NPs were not working in behavioral health, but an 
increasing number certainly are doing so, and the number of NP graduates is clearly growing very robustly. 
This report suggested that there was an estimated shortage of 5,906 psychiatrists in 2017, and there would be 
an estimated shortage of 3400 psychiatrists in 2032. This particular report is influential as its modeling 
approach and data sources are also those used by the federal government (which also contracts with the same 
independent consultants who produced this report). The National Center for Workforce Analysis report 
“Projecting the Supply of Non-Primary Care Specialty and Subspecialty Clinicians: 2010-2025” (US 
Department of Health and Human Services Health Resources and Services Administration) noted that the 
supply of physician FTEs in all non-primary care is expected to grow by 21% between 2010 and 2025, while 
the supply of non-primary care APNs is expected to grow by 141% overall during this period (note that 
psychiatrists are included as a non-primary care specialty). The FTE supply of psychiatrists was predicted to 
grow by 5% during this period (44,200 to 46,500), while the FTE supply of psychiatry APNs was predicted to 
grow by 156% (from 7,000 to 17,900).  
 
Even if these workforce projections are accurate for the next 13 years, that is not long enough to guide 
our junior colleagues: Given that our trainees give up significant years of their life working intensely in 
college, medical school and residency, with substantial debt incurred and long hours limiting normal 
expectations for their personal lives, they should be looking at a career that will be economically and 
professionally viable for the following 35 or even 40 years in return. This time frame is much longer than the 
usual workforce projections I have found. Psychiatrists are found to be experiencing burnout at disturbing 
percentages not much different than other primary care specialties, but financial pressures may lead them to 
continue working in their field for longer hours and for more years than they would like. If current trends 



continue past 2032 with the expansion of available NPs, for example, one would think this alone would reduce 
employment opportunities for psychiatrists, and drive down psychiatrist salaries. 
 
We should do something: I don’t feel that we are paying adequate attention to these issues. I don’t find any 
dialog or guidance regarding it. We certainly acknowledge that many of our members work alongside or 
themselves employ nurse practitioners. We applaud when more residency training programs open up, and 
when more medical school graduates are choosing psychiatry. But I don’t hear adequate discussion about what 
our junior colleagues can really expect in their professional lives. We talk about burnout, but I don’t feel that 
we are addressing core issues that fuel it; we only try to give advice on how to handle the increased pressures 
and often decreased satisfactions of modern practice. 
 
To my mind this issue is not receding, and deserves some attention from the psychiatrists’ national 
professional organization, ie, the APA. Perhaps having been a residency training director, I may be more 
sensitive to such concerns, but professionally and ethically I feel that our younger colleagues should expect us 
to do this for them. 
 
My ask is that we might have an AEC workgroup convened to initially review this issue, not expecting said 
workgroup to necessarily reflect deep expertise in this area, or to produce million-dollar studies, but to rely on 
our experience and maturity to consider what we might do next to acknowledge and helpfully address our 
junior colleagues’ futures. 
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