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Abstract

There is great cultural diversity across Europe. This is reflected in the organisation of child and adolescent mental health (CAMH)
services and the training of the respective professionals in different countries in Europe. Patients and their parents will want a high
quality, knowledgeable, and skillful service from child and adolescent psychiatrists (CAPs) wherever they see them in Europe. A
European comparison of training programs allows all stakeholders in different European countries to assess the diversity and to initi-
ate discussions as to the introduction of improvements within national training programs. Major issues to be addressed in comparing
child and adolescent psychiatric training programs across Europe include: (1) formal organisation and content of training programs
and the relationship to adult psychiatry and paediatrics; (2) flexibility of training, given different trainee interests and that many
trainees will have young families; (3) quality of governance of training systems; (4) access to research; and (5) networking. The Child
and Adolescent Psychiatry—Study of Training in Europe (CAP-State) is a survey of training for child and adolescent psychiatrists
(CAPs) across European countries. It aims to revisit and extend the survey carried out in 2006 by Karabekiroglu and colleagues.
The current article is embedded in a special issue of European Child+ Adolescent Psychiatry attempting to for the first time address
training in CAP at the European and global levels. Structured information was sought from each of 38 European and neighboring
countries (subsequently loosely referred to as Europe) and obtained from 31. The information was provided by a senior trainee or
recently qualified specialist and their information was checked and supplemented by information from a senior child and adolescent
psychiatry trainer. Results showed that there is a very wide range of provision of training in child and adolescent psychiatry in dif-
ferent countries in Europe. There remains very substantial diversity in training across Europe and in the degree to which it is subject
to national oversight and governance. Some possible reasons for this variation are discussed and some recommendations made.
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Are undergraduate medical students exposed to CAP?
Many doctors make their career choices at this stage, so this
is important for recruitment. In Europe, CAP is regarded as
a specialty in its own right or as a sub-specialty of another
major medical specialty, usually adult psychiatry. The status
of CAPs in each country as separate medical specialists may
affect how they are seen by other medical specialists and by
stakeholders such as hospital administrators and politicians.

How are candidates selected to train as CAPs? Once
selected, how are they trained as CAPs across Europe and is
there substantial variation? Do the different patterns of train-
ing lead to specialists who are able to provide a breadth and
standard of service in their own countries? Can they meet
the standards required in other countries in Europe to be
appointed in competitive interviews? What are their employ-
ment prospects if they select CAP as a career? To begin to
answer these questions, there has to be a much clearer idea
of what happens in CAP training in the countries of Europe
and whether this is changing over time.

Training CAPs in Europe has become a hot topic in recent
years. There is increasing awareness of the challenges in
training faced by trainees and trainers. There is also grow-
ing awareness of different systems of training, and inter-
country collaboration. This work is led by organisations such
as European Union of Medical Specialists Section for Child
and Adolescent Psychiatry (UEMS-CAP), International
Association of Child and Adolescent Psychiatry and Allied
Disciplines (IACAPAP), European Federation of Psychiat-
ric Trainees (EFPT), and European Society for Child and
Adolescent Psychiatry (ESCAP), which support training
for trainees at the international level. This study takes place
against the backdrop of an increase in free movement of
workers, trainees and professionals in the EU. There is an
increasing realisation of the importance of the framework
within which teaching occurs, its governance, and the need
to support trainers, none of which have been adequately
researched to date.

The nomenclature used in the endeavour to raise knowl-
edge and skills can be confusing. Training requirements
for medical specialties are set nationally in Europe as each
nation designates its specialists. Training standards can bea-
greed by any competent body. Usually, they are set by spe-
cialist organisations nationally. International organisations
such as the UEMS can only lead to guidelines for training,
as each state decides its own requirements. Confusingly,
UEMS produces and refers to “education training require-
ments” (ETR) for each medical specialty. In reality, these are
guidelines, as they cannot be enforced.

There has been increasing effort to understand training
differences, to drive up training standards and to harmonise
training requirements through persuasion of nation states.
While this is not a new endeavour, it has evidently become
a more pressing issue. Several groups have looked at the
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current state of European training [1-5]. Associated with
these, there have been initiatives to agree training stand-
ards across Europe and encourage a contemporary, relevant
training. For example, the UEMS-CAP Section has repre-
sentatives from all the European Union countries. It has
supported training by developing a curriculum framework,
i.e., guidelines for topics and skills to be covered within
which national curricula can be set. It has also provided a
model log book [6]. This also supports trainees in advocat-
ing for the realisation of these standards, a project in which
the EFPT has been active. MindEd has developed online
training resources with substantial material appropriate for
trainees [7]. IACAPAP has developed an evidence-based
textbook [8], readily available internationally. Several inter-
national groups have advocated improving training standards
and the use of competencies 7—10]. Others have focused on
key clinical areas providing guidelines for practice and train-
ing in specific areas [11-14].

Aims of this study

Given the rapid changes in CAP services and training in
Europe and the advent of new UEMS-CAP training require-
ments in 2014 [15], this study aims to provide an updated
and enlarged 10 year follow-up of the previous research on
CAP training in Europe, completed in 2006 [16]. We report
on changes over the last 10 years. We explore a broader and
deeper understanding of the complex issues highlighted in
the 2012 paper [10] by the EFPT through exploring trainers’
situations, training institutions, and build on work surveying
trainees regarding training initiatives and needs [10, 17].

As the UEMS-CAP curriculum framework [15] has been
agreed by senior CAPs appointed as representatives across
Europe and ratified by UEMS in 2014, this offers a template
against which to understand the findings in this study.

The value that each country places on its future health
may well be reflected in its spending on some groups of
more vulnerable citizens including its children and young
people. There is a considerable and increasing interest in
and awareness of the importance of child mental health in
Europe, e.g., [18]. There is some realisation of its economic
costs if not adequately addressed. This study also offers an
opportunity to examine the variability of investment in child
mental health across Europe.

Materials and methods

The CAP-STATE project was initiated by the ESCAP
Research Academy. One motive was the formation of a
research network among the attendees of the 2015 meeting
of the Academy in Madrid. Three international core group
members (Barrett, Hergiiner, and Klasen) coordinated the
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design and data collection. A trainee or recently qualified
child psychiatry specialist from each ESCAP member state
in attendance participated. Where there was no attendee
from a European country that had participated in earlier
studies, see Table 1, these were recruited through ESCAP
member organisations. They were asked to collect the data
on CAP training for their country. Co-authors provided data
in a representative capacity (they were instructed to check
national curricula and consult with residents and trainers
from various university and peripheral training schemes to
collect reliable data on CAP training throughout their coun-
try). This strategy has been used in the previous surveys.
They were required to cross-check information with a senior
colleague familiar with national training standards (such as

the university chair of child and adolescent psychiatry, a
regional or national training director) who would co-sign
the final data submitted. The respondent and the supervising
respondent were aware of the need to check final responses
for accuracy. Where a representative stated that there were
significant variations within their country, they were asked
to describe these.

National data collectors were provided with a web link
to the survey. Several reminder emails were sent to partici-
pants. Following completion of the data collection question-
naires, the core group members reviewed all responses and
providedsupport regarding queries. Final opportunities to
review all data were provided to participants in January 2016
prior to data analysis. An additional opportunity to check

Table 1 Number of child and

R Country No. of CAP special- GDP-IMF nominal  Child popula- Ratio CAP to
adolescent psy Ch.latI'lStS. mn ists (best estimate) tion under 18  under 18 popula-
European and neighboring tion
countries in relationship to
population size (including the Albania 19 13,001 856,000  1:45053
‘égileé:fz ﬁfﬂdgtlaﬂjﬁiﬁ: Austria 191 416,845 1,588,130 1:8315
Monetary Fund) Belarus 120 54,436 1,789,677 1:14,914

Belgium—Flanders 298 494,733 2,317,885 1:7778
Bosnia and Herzegovina 10 17,457 789,500 1:78,950
Bulgaria 22 56,943 1,172,208 1:53,282
Croatia 25 54,516 900,000 1:36,000
Cyprus 14 21,310 185,170 1:13,226
Czech Republic 90 213,189 1,900,000 1:21,111
Denmark 273 324,484 1,531,000 1:5608
Estonia 25 25,973 269,000 1:61,240
France 800 2,583,560 14,782,241 1:18,478
Germany 2502 3,684,816 13,906,219 1:5558
Greece 300 200,690 1,266,888 1:4223
Ireland 75 333,994 1,200,000 1:16,000
Israel 200 350,609 2,900,000 1:14,500
Italy 1230 1,937,894 11,224,060 1:9125
Latvia 50 30,319 365,169 1:7303
Lithuania 100 47,263 524,500 1:5245
Macedonia 10 11,416 440,400 1:44,040
Netherlands 386 825,745 3,626,854 1:9396
Norway 263 396,457 1,258,899 1:4787
Poland 280 524,886 7,021,000 1:25,075
Portugal 120 218,064 1,904,000 1:15,867
Romania 120 211,315 3,953,800 1:32,948
Serbia 27 41,471 1,427,242 1:52,861
Slovenia 22 48,868 352,800 1:16,036
Spain 359 1,313,951 8,773,249 1:24,438
Sweden 725 538,575 2,093,420 1:2887
Switzerland 623 678,575 1,650,000 1:2648
Turkey 588 849,430 25,381,351 1:43,166
Ukraine 400 109,321 7,614,700 1:19,037
United Kingdom 700 2,624,529 13,644,000 1:19,491
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data for accuracy as applying to the data collection window
(June 2015-January 2016) was given to all participants after
the initial analysis of the data and again during the write up
stage. Each co-author was responsible for the accuracy of the
data reported for their own country. Changes that had taken
place subsequent to the survey window were not included.
Some clarification of answers was undertaken subsequently,
but the data all related to this collection period. During the
analysis, outlying data in relation to the length of training
was checked with the submitting nation’s co-author. Its accu-
racy was confirmed, and the data were included.

Participants

The invited participants in this study were 31 national socie-
ties in ESCAP, six countries which are not in ESCAP, but
participated in the 2006 survey, and one country that pro-
vided a representative, but is not yet part of ESCAP (Mac-
edonia) [19]. Thus, a total of 38 countries were asked to
participate in CAP-STATE: Albania, Austria, Belarus, Bel-
gium, Bosnia and Herzegovina, Bulgaria, Croatia, Cyprus,
Czech Republic, Denmark, Estonia, Finland, France, Ger-
many, Greece, Hungary, Iceland, Ireland, Israel, Italy, Lat-
via, Lithuania, Macedonia, Netherlands, Norway, Poland,
Portugal, Romania, Russia, Serbia Slovakia, Slovenia, Spain,
Sweden, Switzerland, Turkey, Ukraine, and UK.

Data from five countries (Finland, Hungary, Iceland,
Russia, and Slovakia) could not be included in the analysis,
as there were no responses to the survey. The information
from Spain and Cyprus has been excluded from most of the
analysis, because there was no separate specialty or sub-
specialty of CAP recognised at the time of the survey in
Spain, despite ongoing efforts to achieve this and Cyprus
had no CAP specialist training scheme on the island. Some
basic information was provided, and where this represented
the current situation at the time of the survey rather than
future plans, this was included.

Respondents were trainees (21, 58%), early career CAPs
(9, 25% within 3 years of completion of training) or were
more senior consultants (6, 17%). All recorded their super-
vising consultant, i.e., the person with whom they cross-
checked the answers for their country. One respondent was
a clinical psychologist (Macedonia) who verified her input
with the head of department of CAP.

Tool: the survey questionnaire

Following review of recent publications, an online survey
tool exploring key areas was developed by the core team
using encryption and a designated weblink. It was initially
piloted amongst some participant countries. The survey
questionnaire included both quantitative and qualitative
aspects regarding the training of CAPs, the training centres
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and the trainers in each country. During the pilot phase, all
co-authors reviewed the survey tool to ensure that they fully
understood the questions and provided feedback regarding
the survey. Following this pilot, a revised questionnaire was
circulated to all participant country representatives. The
final questionnaire consisted of 69 items (available as sup-
plementary material).

Items were for the most part categorical data (e.g., is
a logbook utilized? yes/no/recommended) and in some
instances continuous (e.g., what is the required length of
training in months?). Qualitative questions enabled partici-
pants to give a more detailed description of certain aspects
of their training and add to the topics covered in quantitative
questions (e.g., “Please describe how psychotherapy training
is organised in your country”).

The survey covered the following subject areas:

1. country information regarding numbers of child and
adolescent psychiatry specialists and population of each
country;

2. undergraduate exposure to CAP;

separate specialty vs. sub-specialty;

4. 1initial recruitment to CAP and duration of training,

e

(a) recruitment and selection,
(b) training duration,
(c) part-time training.

5. training composition,

(a) components of training,

(b) theoretical knowledge,

(c) practical skills,

(d) research,

(e) international exposure/ conference opportunities,
(f) supervision,

(g) assessment,

(h) skills to practice child and adolescent psychiatry.

6. training centres: organisation and oversight,

(a) requirements of supervisors,

(b) appointing training centres,

(c) facilities for trainees,

(d) trainee supervision ratios,

(e) monitoring of schemes,

(f) perceived variation within countries,

7. Employment prospects following training.

Gross domestic product (GDP) was taken from the Inter-
national Monetary fund data for 2017 [20].
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Analysis and data presentation

Data were captured and stored using industry standard
encryption technology. Statistical analysis was descriptive
using SPSS for Windows, version 17.0 and SPSS 24.0 (SPSS
Inc., Chicago, Illinois, USA). All percentages are rounded
to the nearest whole number. Pearson correlation was used
for continuous variables; univariate analysis of variance was
used as appropriate.

To examine the overall level of provision of CAP spe-
cialists in relation to the wealth of countries across Europe,
univariate analysis of variance was employed using SPSS.
To account for varying child populations as a proportion of
the whole country’s population, the provision was primarily
related to the population under age 18, information provided
for each country by the respondent to the survey.

Results

Full or nearly complete data sets were received from 31
countries.

1. Country information numbers of CAPs, population size,
and GDP
There was considerable variability in the number of
specialist CAPs in the 31/31 countries for which we had
this data, ranging from 10 to 2502. Relating these to
the population aged < 18 years, there was a very wide
range from 2648 (Switzerland) to 78,950 (Bosnia and
Herzegovina) per child and adolescent psychiatrist with
a median value of 15,867 (Table 1).
The number of CAPs was calculated for each coun-
try’s Gross Domestic Product per size of the non-adult
(< 18 years) population. For the 31 countries, where an
estimate of the number of CAPs was available, univari-
ate analysis showed that GPD per child under 18 pre-
dicted the number of CAP specialists in the country.
(F=17.37, p=0.017). This relationship also held when
GDP was related to the total population (F=11.8,
p=0.006).
2. Undergraduate exposure to child and adolescent psychia-
try
For 23/31 countries (74%), there was a formal require-
ment to teach CAP at undergraduate medical school;
a further seven countries recommended this nationally,
but it was not a requirement of medical schools. Only
11/31required clinical exposure of the undergraduate
medical students to CAP, with another nine countries
recommending this. Electives with increased exposure
to CAP were offered in 17/31 (55%) of the countries.
3. Speciality vs. sub speciality

24 (73%) of 33 responding countries recognise CAP
as a separate specialty in medicine. In a further eight
countries, it is recognised as a sub-specialty of psychia-
try including Bosnia Herzegovina, where CAP is either
a distinct specialty or a sub-specialty depending on the
region. In one country (Spain), CAP was not recognised
as either a separate specialty or as a sub-specialty of psy-
chiatry when this survey was carried out (see “Materials
and methods™).

Recruitment and selection, training duration, and flex-
ible training in child and adolescent psychiatry.

(a) Recruitment and selection

After basic medical qualification, the stage
of entry to postgraduate training in CAP varied
(Table 2). So did the criteria used to assess the
candidates for CAP specialist training and whether
the entry was organised to a national standard,
a regional standard or at the level of individual
training centres.

(b) Training duration and location

There were significant variations in the length
of required training after basic medical training to
qualification as a specialist in CAP, whether any
adult psychiatry training was a necessary part of
training, and the obligatory time in this or other
fields such as paediatrics (Fig. 1).

The minimum mean time postbasic medical
qualification including training in psychiatry, pae-
diatrics, or other fields to achieve a CAP specialist
role was 4.7 years. The shortest and longest over-
all training times were found in Ukraine (6 months
from qualification to specialist status) and in Ire-
land and the UK (8 years). The mean training time
in CAP itself among the countries surveyed was
33 months (range 5-63 months) with the shortest
trainings in Ukraine (5 months) and Bosnia Her-
zegovina (12 months) and the longest in Austria
and Denmark (63 and 58 months, respectively).
Both the length of post-qualifying training time
to be a specialist CAPs (F=9.3, p=0.005) and of
the specialist training time in CAP itself (F=12.8,
p=0.001) were related to the GDP per child under
the age of 18 years.

(c) Part-time training

Part-time training was definitely possible in
7/30 (23%) countries; it was not possible in 19
(63%) countries and could be achieved with dif-
ficulties in the remaining 4 (13%) countries.

With regard to appointable applications, the 25
countries that gave clear responses split more or
less evenly into three groups of those with (a) too
few training places; (b) more training places avail-
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Table 2 Selection to train as CAPs

When are trainees selected to train as CAPs?

Immediately after medical degree  After medical/surgical/other internship ~ After experience in adult psychiatry training ~ Other Total
13 (43%) 8 27%) 7 (23%) 2(7%) 30
Selection of child psychiatry trainees occurs
Nationally Regionally Locally Other
15 (48%) 4 (13%) 10 (32%) 2 (7%) 31
Experiences used as criteria in selecting candidates to train as CAP specialists
No Yes Total
Prior experience in CAP is a criterion 20 (65%) 11 (35%) 31
Prior experience in adult psychiatry is a criterion 19 (61%) 12 (39%) 31
Undergraduate examination is a criterion 16 (52%) 15 (48% 31
Postgraduate examination is a criterion 17 (55%) 14 (45%) 31
Research an entry criterion, e.g., higher research degree 24 (77%) 7 (23%) 31
Work in another medical discipline, e.g., paediatrics 21 (68%) 10 (32%) 31
Possible responses: always or a key requirement; usually; sometimes; not usually (the data was recoded to combine to two categories)
Fig. 1 Length of postgraduate Postg ra d u ate Tra i n i ng
medical training
United Kingdom s
Ireland
Sweden IEEE———
Switzerland e —
Latvia I——
DENINEIQEE .
LAUNGERES
Slovenia FEE———
Portugal P s
Poland I —
Norway T —
Macedonia I —
Israel e —
Greece NN ——
Germany I
Estonia IE———"
Czech Republic
Cyprus
Croatia I e —
Bosnia and Herzegovina
Belgium - Flanders ( Northern, e —
Netherlands s —
Turkey
Serbia I —
Romania s
Lithuania I —
Italy
Bulgaria I ——
Albania L —
France I
Belarus s
Ukraine .
0 20 40 60 80 100 120

M Specialist training time as a CAP (months) B Total time to train as a CAP after qualify as doctor (months)

able than applicants; and (c) a balance between
number of appointable applications and places.
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The perceived balance of training posts to demand
for training did not vary significantly with the
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number of under 18 years in the population on
univariate analysis (F=0.474, p=0.498)

5. Training composition

(a)

(b)

()

Components of training

Many countries mandate the time spent in
some CAP practice settings and in adult psychia-
try. For example, 94% of countries require outpa-
tient CAP experience. The time required varied
widelybetween 4 months and 30 months (mean
16.4 months, SD 8.4) among the 19 countries that
specified a minimum time in outpatient settings.
Nearly, all countries required inpatient experience;
among the 23 countries that specified a minimum
time for this experience, the length varied widely
(1-60 months, mean 14.6 months SD 12.4). 29
countries specified a period of training in adult
psychiatry. The range was between 1 month and
36 months (mean 13.2 months SD 9.6).
Theoretical knowledge

Of the topics suggested in the UEMS-CAP
curriculum framework, there was broad cover-
age of knowledge for core clinical topics such as
diagnosis, epidemiology and aetiology, pharma-
cotherapy, and the psychotherapies (Table 3). For
7 out of 21 areas of the curriculum framework,
more than 80% of countries provided theoretical
teaching “usually or always”. For four areas of the
curriculum framework, the teaching reached this
level in 50-80% of countries, while in seven areas,
it fell below 50%.
Skills in practice for child and adolescent psychia-
trists

(d)

The range of practical skills training focused
on clinical skills including interviewing (diag-
nostic and treatments) and pharmacological skills
(Table 4). Management, leadership, and teaching
skills were much more sparsely taught (around
one-third of the 31 countries). Trainees were
required to observe senior colleagues’ clinical
practice in 11 countries (36%); it was specifically
recommended in 16 (52%) and not required in the
remaining four countries (13%).

28 countries reporteddata on training for any of
the psychotherapies. 12 required practical train-
ing in individual psychotherapy with children and
seven recommended it (68% combining the cate-
gories). The type of individual psychotherapy was
not specified. 27 countries reported training on
systemic therapy. Six countries required this train-
ing and a further five countries recommended it;
this represented a combined percentage of 41% of
those reporting figures. With regard to supervision
of psychotherapy, four countries required supervi-
sion if the trainee undertook psychotherapy even
though it was not required for the training. On the
other hand, seven countries did not require super-
vision of psychotherapies, even though they were
required or recommended for the training.

In 94% of respondent countries, trainees can
initiate medication during their training.
Research

Of the 31 countries reporting, 14 (45%)
required the trainee to undertake a research pro-
ject; a further nine countries (29%) recommended
this, while eight countries (26%) had no research
specified element in the training.

Table 3 Topics taught by percentage of countries (based on valid responses from 31 countries)

Topic is 80% or more often ‘always taught or a
key requirement or usually taught’

Assessment according to ICD (87%)
Assessment of child development (100%)
National legal framework (97%)
Epidemiology and aetiology (100%)

Course and prognosis of CAP disorders (100%)
Acute child psychiatry (94%)

Pharmacological treatment (100%)

Psychotherapies—theory (90%)

Drug and alcohol misuse (81%)

Environmental influences (81%)
Child maltreatment (87%)

Between 50 and 80% this is ‘always taught
or a key requirement or usually taught’

Assessment according to DSM (58%)
Adult psychiatric conditions (71%)
Prioritisation of mental health needs (55%)
Evidence-based medicine (77%)

Topic is less than 50% ‘always taught or a key
requirement or usually taught’

International legal framework (10%)
Management (36%)

Leadership (29%)

Teaching others — theory (23%)
Research theory (48%)

Medical education and teaching skills training
(29%)

Quality improvement including audit (26%)
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Table 4 Practical skills training

Practical skill is 80% or more often ‘always
taught or a key requirement or usually taught’

Form and maintain therapeutic relationship

(94%)

Interview skills with children, families, groups

(94%)

Use of semi-structured diagnostic tools (84%)

ally taught’

Neurological examination (87%)
Psychoeducation (94%)
Psychopharmacology skills (100%)
Professionalism (84%)

Ethical standards (87%)

Practical skill—between 50 and 80% this is
‘always taught or a key requirement or usu-

Written communication skills (77%)
Weekly supervision (77%)

Communication skills (67%)

Practical skill is less than 50% or more often
‘always taught or a key requirement or
usually taught’

Transcultural awareness skills (45%)
Leadership skills (29%)

Managerial skills (29%)
Teaching skills (32%)
Appraisal of other team members (42%)

(e

®

(2)

Opportunities for international conferences and
electives

In 72% of the countries surveyed, trainees could
attend international conferences in employer’s
paid time with funding. 27% could not attend such
meetings, for lack of study leave and/or funding.
International experience could be provided by
21% of countries with ease, while 71% of coun-
tries had difficulty offering this.
Supervision

All trainees received some clinical supervision
(Table 5). This was regulated in most countries,
but the amount of formal and informal clinical
supervision varied widely across Europe (see
Table 4). Several countries appear to offer infre-
quent supervision only.
Assessments of trainees

A variety of approaches are used across Europe
to assess trainee progress formally (Table 6). Writ-
ten examinations during or at the end of training
were undertaken in 12 (39%) of the 31 countries
responding. Oral summative examinations were
required in 23 countries (74%). Six countries
(31%) required trainees to take written, oral and
clinical examinations, while seven countries relied
on structured assessments of trainees’ practice

Table 5 Clinical supervision

during of training. The nature, timing, and content
of these oral and written examinations was quite
variable. Equally, there was considerable variation
in whether they were organised locally, region-
ally, or nationally. Four countries recommend or
require the use of Objective Structured Clinical
Examinations (OSCEs), 24 countries use case dis-
cussions as part of a summative assessment, while
nine countries recommend or require the use of
review of video material (29%).

19 countries (61%) have a system to provide
feedback to a trainee who is struggling with the
training, while 13 countries (42%) have a formal
process to support a trainee in difficulties with the
training. Respondents were also asked to provide
written information on the feedback process for
struggling trainees. The nature of review, support,
and action was depicted as very variable between
training schemes and between countries ranging
from additional supervision through having to
repeat a year of training, to being counselled out
of training.

On successful completion of specialist, training
22 countries (71%) maintain a national specialist
register, for which the trainee is eligible.

Formal supervision (i.e., training requirement)

2 h or more weekly 1 h weekly 1-2 h each month None Total responses
12 (41%) 9 (31%) 3 (10%) 5 (17%) 29 countries
Informal supervision

At least 2 h per week 1-2 h per week Less than 1 h per week None

10 (37%) 14 (52%) 3(11%) 0 27 countries
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Table 6 Assessments of training

Required Recommended Not usually Total
(coun-
tries)
Seniors observe trainee practice 14 (47%) 11 (37%) 5(17%) 30
Seniors provide structured feedback using clear evaluated criteria 6 (19%) 8 (26%) 16 (52%) 30
Presenting cases to others assessed 19 (63%) 6 (20%) 5(17%) 30
Letter assessed 10 (33%) 6 (20%) 14 (47%) 31
Formal assessment by team members (360° assessment) 3 (10%) 12 (39%) 16 (52%) 31
Ongoing assessment of training for trainees 16 (52%) 9 (29%) 6 (19%) 31
Teaching others assessed 5(19%) 7 (23%) 19 (61%) 31
Court reports assessed 11 (36%) 7 (23%) 12 (40%) 30
Portfolio or logbook 22 (73%) 1 (3%) 7 (23%) 30
Formal annual review of trainee’s progress 11 (37%) 13 (42%) 7 (23%) 31
Formal OSCE clinical skills examination during training 1 (3%) 3 (10%) 27 (87%) 31
6. Training centres: organisation and oversight require trainees to have facilities to carry out a
physical examination. However, six countries
(a) Requirements for supervisors (19%) neither require nor recommend this.
Trainers have various measures applied in the (d) Appointing, funding, and monitoring of training
different countries across Europe to assess their schemes
ability to supervise trainees (Table 7). In most countries, the training is paid for by
(b) Trainees supervised public authorities, but in 10% (3/31) of the coun-
The survey requested information on the num- tries, some or all trainees have to pay a substantial
ber of trainees supervised by each training super- part or the full cost of the theoretical teaching they
visor. Of the 28 countries that provided informa- receive (other aspects related to organisation and
tion, 15 (48%) set the number of trainees for each oversight of training centres, see Table 8).
supervisor which usually ranged between 1:1 and (e) Perceived variation in training within countries
1:3, the latter in a few countries. One country Correspondents and their senior reference col-
reported a ratio of one supervisor to nine trainees. leagues were asked to agree on the degree of vari-
(c) Facilities for trainees ation in the training experience in different centres
Most countries (21/31) required the trainee to within their country. 13 countries (42%) regarded
have the use of a computer with internet access, training as consistent across their country, though
seven countries recommend, this but three coun- two of these countries only had a single training
tries (10%) are silent about the need of this for scheme; 16 countries (52%) described consider-
trainees. Virtually, all countries require or recom- able variation in the application of national and
mend access to a library in the training institu- European guidelines. The remaining two countries
tion (18 of 31 countries and 12 countries—58% perceived there to be a high variation with little or
and 39%, respectively). Twenty countries (65%) no use of national guidelines in training.
Table 7 Requirements of trainers
Trainer Yes Recommended No requirement Total
(coun-
tries)
Hold national qualification as CAP 27 (93%) 1 (3%) 1 3%) 29
Their core competencies have been assessed 11 (50%) 7 (32%) 4 (18%) 23
Have been trained in adult learning, supervision and appraisal 6 (29%) 8 (38%) 7 (33%) 21
Undertakes education-related continuing professional development (CPD) 4 (18%) 13 (59%) 523%) 24
Structured quality management of trainer performance 5 (25%) 5(25%) 10 (50%) 20
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Table 8 Appointing, funding, and monitoring of training schemes

Appointing and function of training centre (TC) Yes Recommended No requirement Total
(coun-
tries)

A formal process to become a TC 25 (83%) 1 3%) 4 (13%) 31

TC is assessed and certified 25 (81%) 2 (7%) 4 (13%) 31

TC overseen by nationaltraining body 20 (65%) 5(16%) 6 (19%) 31

A regional or local head of training 23 (74%) 2 (7%) 6 (19%) 31

TC follows nationally approved curriculum 28 (90%) 2 (7%) 1 3%) 31

Formal periodic national or regional audits of training 10 (32%) 8 (26%) 13 (42%) 31

Formal requirements for training opportunities 18 (60%) 7 (23%) 5(17%) 30

Trainee representatives included in feedback loop of training 8 (26%) 10 (32%) 13 (42%) 31

Monitoring of training Required Not required

Quality of training (QoT) regularly monitored 18 (62%) 11 (38%) 31

QoT externally audited 13 (48%) 14 (52%) 27

Formal measures of QoT used to monitor training 7(27%) 19 (73%) 26

7. Employment following training
25 countries (81% of trainees) report that most train-
ees in their country find a paid post at the end of train-
ing, while six countries (19%) found it difficult for newly
qualified trainees to find specialist work once trained.

Discussion

An interest in understanding the provision of medical
training across Europe is fairly recent. It has been given
impetus by the creation of the European Union. There has
also been a recognition of the need for high standards of
clinical practice. The increased mobility of professional
people in the modern world including specialties across
medicine has focussed interest in this topic. Other influ-
ences have probably included increased scientific contact
internationally, at a personal level, through collaboration
and joint publications. The issues are captured in the stat-
utes [21] of the Union Européenne Des Médecins Spé-
cialistes, an organisation created in 1958 to “Promote the
interests of each medical specialty; define European Medi-
cal Standards in each medical specialty and to promote
the highest standard of training at the European level.”
UEMS-CAP and ESCAP both work with these aims in
mind for Child and Adolescent Psychiatry in Europe. It
needs to be pointed out that little scientific data are avail-
able on what constitutes good training. However, there
is some convergence from unconnected training systems
in different parts of the world, e.g., the curricula in the
United Kingdom, Sweden, Australia, and New Zealand.
The current study represents an update and expansion of
the first significant survey of the education of CAPs under-
taken by ESCAP in 2006. It develops further questions
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raised by the international trainees’ organisation (EFPT) in
their study dated 2012 [10]. It attempts to look in greater
detail at recruitment of trainees and the composition and
delivery of training. It examines trainee experiences on the
ground, the supports for trainers and training institutions and
it aims to identify key challenges. Overall, the variability
of training throughout Europe is substantial, particularly in
comparison with, for instance, Australia (Rao et al., cur-
rent issue), China (Zhang et al., current issue), India (Sagar
et al., current issue), and the USA (Hunt et al., current
issue). Whereas this reflects the national diversity inherent
to Europe, we deem it important to foster close consideration
of differences in training and suggest that they need consid-
erable justification, where they differ across Europe. Such
efforts would be likely to raise the standards experienced by
patients and their families; furthermore, clinical and research
efforts would profit and render Europe more competitive in a
globalized world. Last but not least, this would foster cross-
national training programs [22].

Clearly, this study shows that the number of CAPs on the
ground varies widely from country to country. For example,
the country ratios of the total number of CAPs per popula-
tion number of minors (< 18 years) varied widely from one
per 2648 in Switzerland to one for 78,950 in Bosnia and
Herzegovina (Table 1). Overall, these differences are poorly
understood. We assume that they likely impact on service
provision to young people and their families. Factors such as
funding, the nature of care provided, the availability of alter-
native service pathways (e.g., paediatricians, psychologists,
social workers trained in mental health care provision, etc.)
and socio-political commitments to the welfare of children
are beyond the scope of this study, but likely to be important.
A future survey, which does not focus on training, should
attempt to provide an overview of national mental health
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services for children and adolescents to better enable cross-
country comparisons and to provide a contextual framework
for national assessment of the ratios of the number of CAPs
per capita. Our data only allow a comparison for the field
of CAP, which has historically evolved in different ways
between countries and even within regions of a particular
country. We assume that these historically different roots
contribute to the observed variation of the ratios; we think
it unlikely that they provide a full explanation of the varia-
tion. It is perhaps encouraging that the GDP per child under
18 predicted the number of CAP specialists in the country;
this may hide under-provision in some countries. This topic
should be further explored in future studies.

The number of adult psychiatrists per 100,000 inhabitants
varies from 30 per 100,000 in Switzerland and 26 in Fin-
land to 3 in Albania and 1 in Turkey according to an article
focusing on training in adult psychiatry [23]. Despite adult
psychiatry being the largest medical specialty in Europe,
the authors similar to our own conclusions state that “by
no means yet are there common standards nor require-
ments for training and certification that are recognised and
implemented in all countries across Europe. The reasons
are diverse, but cultural and political insights and influences
account for these differences”. The authors stress the need to
particularly promote training in psychotherapy within adult
psychiatry across Europe. It is beyond the scope of this arti-
cle to assess if the variation across Europe in CAP training
is similar to or exceeds that in other medical specialties. A
comparison with adult psychiatry would appear of particular
interest to assess if the differences across Europe parallel
those observed for CAP.

Undergraduate exposure and recruitment into CAP

Recruitment into CAP remains an issue. Many physicians
understand the importance of exposure to a particular disci-
pline within medicine during undergraduate medical training.
It tends to influence later career choice/specialisation. Experi-
ence in CAP at medical school is variable across Europe. Only
about a third of the countries in the study required exposure of
medical students to clinical practice. This is likely to have an
impact on later recruitment relative to other specialties, where
experience is a universal requirement.

There are high levels of child mental health impairment in
society, running currently at ten to somewhat over 20% [24,
25]. Therefore, we need to clearly promote knowledge of
mental health disorders/issues in childhood and adolescence
among all medical students. In this context, the availability
of structures and personnel to achieve this goal within medi-
cal faculties is crucial. Though not specifically examined,
the limited exposure of medical students to CAP might sug-
gest that the teaching resources to achieve this are not in
place. Organising elective opportunities for medical students

should be further encouraged; comparisons of the availabil-
ity and type of these opportunities between countries may
help generate ideas for achieving this.

There were wide differences in national organisation of
selection, specification of criteria for selection and the appli-
cation of the respective criteria. These are likely to lead to
different groups of young doctors being selected to train in
different countries across Europe. With regard to selection,
the 25 countries that gave clear responses split more or less
evenly into groups with too few training places/those with
too many and with unfilled places/countries, where the per-
ceived number of appointable applications and places was
balanced. Several countries referred to there being unfilled
training opportunities and too few specialists in CAP for the
population. This suggests that the specialty is not attracting
enough applicants in a number of countries across Europe.
This might reflect overall problems of the respective national
health care systems, a relatively low status of the field of
child and adolescent psychiatry in medicine, to features of
the training itself or other influences.

Duration and composition of training

This survey points to a wide variation between countries in
the length of training to become a specialist in Child and Ado-
lescent Psychiatry. UEMS-CAP recommends a minimum of
36 months specialist training within CAP. Economic reasons
(GDP per person aged < 18) were associated both with the
time for full post-qualifying training and even more strongly
with the time spent in specialist CAP. It must be questionable
whether adequate specialist training can be safely achieved in
6—12 months. Countries with the longest specialist training
in CAP may wish to consider whether the additional time is
well spent. Some competencies might be met in a different
way, possibly as continuing professional development dur-
ing a specialist career. On the other hand, it does take time to
develop and integrate the range of skills that an independent
CAP specialist needs. The UEMS-CAP European Training
Requirements (ETR—i.e., the Europe-wide guidelines to
nationally mandated bodies), agreed by nationally appointed
senior CAP educational representatives from across Europe
are clear that “normally training in child and adolescent psy-
chiatry will take a minimum of 3 years of work with children
and young people. If training is proposed to take less time,
then this must be robustly and evidentially justified in terms
of the role of the consultant independent practitioner” [15].
The European Commission recognises Child and Ado-
lescent Psychiatry as a separate specialism within medicine,
separate from Adult Psychiatry and its sub-specialties [26].
This change in status was subsequent to the survey pub-
lished by Karabakiroglu et al. in 2006 when two-thirds of
34 countries recognised Child and Adolescent Psychiatry as
a separate specialism. Despite the legal change in 2005, the
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proportion recognising the specialty has not changed much
in the past decade. For a number of countries, it has contin-
ued to be recognised as a sub-specialty of psychiatry. Only
one country still did not recognise it as either a specialty
(Spain) or sub-specialty.

It is also striking that only a fifth of countries require
prior adult psychiatry experience before a trainee can spe-
cialise as a CAPs. There is an increasing understanding
of the roots of adult mental health difficulties in children
and youth. CAP trainees need to recognise adult psycho-
pathology for two reasons; the parents of their patients
may have difficulties. In addition, we know that much
of adult mental illness begins in childhood and adoles-
cence [27]. We, on the contrary, suggest that adult psy-
chiatrists should gain significant experience in training of
CAP. Their patients’ children are at greater risk of mental
health difficulties; an adult psychiatrist can encourage
their patients to establish a contact to a CAP. Accordingly,
an adult psychiatrist should have received some train-
ing as to normal and abnormal behaviour of children and
adolescents, all the more because mentally ill parents may
be experiencing stress related to their childrens™ behav-
iour. An understanding of neuropsychiatric developmental
disorders is increasingly recognised as important for all
trainees.

Where it is possible, we also see the value of other
experience, such as in paediatrics to improve the skills
of CAPs in the physical care of their patients. Numer-
ous psycho-somatic conditions come to the attention of
both specialties. Such experience helps to foster com-
munication and mutual understanding between child and
adolescent psychiatrists and paediatricians. We found
considerable variation between countries about whether
experiences in other specialties allied to CAP (such as
paediatrics and paediatric neurology) are required or
desirable in training. To some extent, this will be influ-
enced by the scope of allied medical specialties but the
extent and the reasons for this variation warrant careful
re-examination in each country.

Within child and adolescent psychiatry training, the bal-
ance between inpatient and outpatient experience also varies
widely between countries across Europe. This may reflect
the historical availability of services, but it may not repre-
sent an optimal approach to training future specialists. In
well-developed, integrated services, the substantial majority
of practice occurs in outpatient child psychiatry settings. It
is appropriate that trainees gain significant experience of
inpatient child and adolescent psychiatry. It is not appropri-
ate that the majority of their training takes place in such
settings.
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Composition of training and curricula in practice

There remains huge variability around duration and compo-
sition of training. In particular, logbooks and demonstration
of competency is not a requirement in all countries, exami-
nation systems are highly variable. Most but not all countries
now have a national curriculum for training CAPs. There
are too many neglected areas of the curriculum currently. It
is also surprising that direct observation of seniors at work
and by seniors directly viewing the skills development of
trainees are not yet used routinely across Europe among
training methods.

Perhaps, now, in the 21st century, each country should
consider developing a national CAP curriculum. In some
countries, there may be an argument to vary this by region
on the basis of very real cultural differences. In such cases,
we would argue that each region should carefully consider
the variations and should bring their training into line with
the European level agreed curriculum framework [6, 15].
A competency-based curriculum provides the trainee with
the scope of what is to be learned, the trainer and training
organisation a clear guide to what they have to teach and
develop the trainee’s skills. Finally, and most importantly,
it guides the public on what knowledge and skills that they
can expect of a CAPs. It seems that there is still consider-
able scope for increasing harmonisation of national curricula
to the UEMS-CAP curriculum framework [15], whose use
should help to develop national curricula and contribute to
harmonisation of standards in training across Europe.

There are also real risks of harmonisation of training
to some countries, in that their doctors may wish to travel
to other parts of Europe or elsewhere inpursuit of higher
income and/or a different lifestyle. This creates a very real
cost for the nation that has trained the specialist and dif-
ficulties staffing their own services. Perhaps, other means
of retaining specialists could be used other than making the
training incompatible with practice elsewhere and possibly
of a lower standard. For example, there might be a require-
ment to practice in the home country for a period or face
repaying the costs of the training that the young specialist
has received. Many countries struggle to provide sufficient
CAPs for their needs. Some respond by accepting a poorer
level of service provision.

There are several areas within the UEMS-CAP cur-
riculum framework, where only a minority of countries
provides teaching of theory. Three that seem particularly
important are leadership and management training, teaching
others, and research theory. Both theoretical teaching and
skill-based teaching appear deficient in more than half the
countries surveyed that are training future specialists. Most
CAPs are likely to take on leadership or management roles
during their career and it would be wise to introduce them
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to training in this area early in their careers. Similarly, CAP
trainees are likely to have teaching roles. They may teach
and support future psychiatry trainees or teach other profes-
sions. Much is now known about adult learning and teaching
skills. These are taught in fewer than 25% of European coun-
tries. Because many countries in Europe have difficulties in
recruiting CAPs into research, it would seem important to
include research theory into the curricula.

Teaching of practical skills

This survey has provided a more detailed picture of skills
teaching than the 2006 Karabekiroglu survey [16]. For
clinical skills, the coverage of the UEMS-CAP curriculum
framework [15] across European countries is mostly accept-
able. However, when it comes to other skills such as teaching
about management skills, leadership and the knowledge, and
skills to teach adult learners, the teaching is much less com-
prehensive. This should be improved across many European
countries. These authors recognise that teaching these skills
can be difficult given the sensitive nature of significant parts
of managerial work and thus limited opportunity to shadow
those in management positions. More thought and creativity
can provide good management training to equip a specialist
to be effective in the systems in which they will practice. It
is also perplexing that teaching skills are not widely taught.
This is difficult to achieve without adequate support and nec-
essary resourcing of trainers and training centres. There are
limited numbers of CAPs in many European countries; a
specialist is likely to have to support a range of professional
disciplines in a variety of settings to work with this young
population.

Research training is not universal, perhaps surprisingly.
To support evidence-based practice and understand the
role of research in clinical and academic practice, as a
profession, we must consider whether research skills (its
strengths and its limitations, and appraisal of same) should
be a mandatory part of training. We believe that this would
support trainees to support their patients and their parents
with judicious evidence-based approaches based on reli-
able information, where it is available, rather than on the
basis of historical precedent. An early exposure to research
training may help to boost the number of young CAPs
willing to actively participate in research. Furthermore,
the substantial national differences in research output [28]
might be reduced. For these reasons, there are many refer-
ences to the importance of understanding research in the
UEMS-CAP Curriculum Framework, e.g., “The doctor
will have the knowledge, skills and experience to analyse
and appraise the research literature in child mental health
and will undertake a piece of work to demonstrate this to
an academic standard” [6].

Supervision, international exposure,
and supporting trainees on the ground

It is encouraging that over 70% of countries now require
formal supervision at least weekly. However, some coun-
tries still rely on informal arrangements. Given the impor-
tance of supervision for clinical development and help-
ing trainees to think about their training and careers, the
remaining countries should be encouraged to put in place
formal supervision arrangements, so that trainees do get
at least an hour weekly of supervision from a qualified
CAPs. This time should be devoted to the needs of the
trainee(s); it should be provided in addition to indirect
training such as during rounds [15], p 7. This study has not
further explored links with burnout and training, though
this area merits further exploration—lack of supervision
has been associated with trainee-reported burnout [29].

It is still quite difficult for trainees to gain international
experience. This is probably a missed opportunity and
short-term electives abroad would be likely to enhance
training if the language difficulties can be surmounted.
The ESCAP Research Academy [30] tries to bridge coun-
tries by providing young investigators throughout Europe
and beyond with an opportunity to follow-up on cutting
edge science and to form a network among the attendees
(this article provides an example the potential of such net-
works to perform cross-country comparisons with respect
to CAP). The EFPT Exchange Program offers around 65
vacancies across 16 countries in all major fields of clinical
psychiatry, including child and adolescent psychiatry [31].

Many countries still do not offer the opportunity to train
part time/in a flexible way. This is important, especially
as CAP tends to have more women as specialists. Current
training requirements may interfere with a couple’s abil-
ity to start or manage a young family. Unfortunately, the
UEMS-CAP current training requirements are silent on
this matter [15].

Assessment

The assessment of trainees during their training again
showed considerable variability. Just over half of countries
mandate that their trainees’ clinical casework is assessed;
when countries that recommend this are included in the anal-
ysis, the proportion rises. There were still several countries,
where this did not occur.

There has been an increase in the use of examinations as
the route or a component of recruitment (35-45% of coun-
tries) to child and adolescent psychiatry training. The use
of an exit examination on completion of training has not
changed much, but this survey indicates that the majority
of these assessments are by oral examination alone, data
that were not sought in 2006 [16]. There is some question
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as to whether this situation is adequate, given some limita-
tions of the oral examination approach [32]. There may be
better ways to assess clinical competence. Viewed from the
perspective of parents and patients, this patchy provision of
assessment across Europe seems unsatisfactory. Would par-
ents and families want or expect all trainees to be assessed to
similar clinical standards across their country or even across
Europe?

Training centre oversight, organisation,
and thoughts about support

Overall, the majority of European countries identified much
variation within countries in the delivery of training between
training centres. This suggests that there is at least consider-
able flexibility in the national oversight of training schemes
and in their governance. It may reflect an insufficient level
of national oversight. It is likely that CAP will be subject
to similar levels of oversight or the lack of it as may exist in
other branches of medical specialist training in a particular
country. Where this true, it could have wider implications for
the organisation of medical specialist training in countries
across Europe.

It is striking that 35% of the European countries surveyed
still have no monitoring system covering the courses and
organisation of the providers of specialist training in child
and adolescent psychiatry. In each country, there is a differ-
ent balance between the regulatory authorities for medical
postgraduate training, the universities, and clinical systems.
Perhaps, this contributes to the inconsistencies highlighted
with respect to assessment systems. It also likely affects vari-
ous different organisational arrangements of training systems
in the different countries across Europe. There is a perception
that there is considerable variation in training between centres
within countries as well as between countries. Again, this is
likely to reflect the variability in levels and types of monitor-
ing of the training schemes. It would be useful to try to iden-
tify structures that result in improved quality of training [33].

In the light of the differences found in training across
Europe, it would appear desirable to develop an online cur-
riculum accessible to CAPs in training throughout Europe.
Lectures available online would help to improve knowledge
and practice throughout Europe.

Are variations justifiable on the basis of cultural
and societal differences?

The UEMS-CAP Curriculum Framework [6] page 5 clearly
states that CAP training should aim for a high level of skill in
“5) The doctors will take into account issues of culture and
diversity as they affect individual children, adolescents and
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families in the particular society in which they live”. A ques-
tion arises as to whether this justifies some of the wide vari-
ation in extent and style of training currently seen in Europe.
To these authors, this seems questionable. Can it be justified
that most of training in some countries still takes place in
inpatient services? It could be argued that this is where child
psychiatry is provided in these countries, so that it is cultur-
ally appropriate. UEMS-CAP training requirements state “An
ongoing caseload of 25-35 cases is normally appropriate dur-
ing training with an annual number of assessments of about
75 cases as a guideline. In inpatient settings, the caseload
will be lower. Trainees should aim to see at least ten cases of
each common disorder and five cases of each of the less com-
mon disorders during their training”. It is unlikely that these
required levels of experience can properly be achieved with
trainings provided largely in inpatient settings.

Strengths and limitations

Strengths of the CAP-STATE study include that it is a follow-
up of countries that participated in the original study 10 years
prior to this study, the consistency with previously reported
results and the breadth of the data set. It has recognised the dif-
ference between stated curricula and training in practice due to
its foundation on data provided by trainees. In contrast to the
previous work, it has included wider issues such as trainers and
their qualifications, standards required of training institutions,
and national supports such as the availability of a curriculum.
It provides a toolbox to support practical outcomes. Practicali-
ties such as the availability of part-time training, resourcing of
supervision etc., are explored. Last but not least the financial
support of training is explored. This study has begun to search
correlational patterns between factors related to CAP organisa-
tion of care on one hand and CAP training on the other hand.

Limitations to the study include that the data were col-
lected by one trainee or recently qualified specialist working
with a senior trainer in each country. As co-authors and data
collectors, they received instructions to collect information
throughout their country and to check with national curricula
and other published information. There was, however, no
prescribed methodology on how data collection per country
should be performed and the methods used to obtain accu-
rate data in each country might differ to a certain extent. The
questionnaire was in English, so that there is a possibility that
there will have been language misunderstandings. Attempts
to minimize bias included having a senior trainer as well as
a trainee or early career psychiatrist sign the submitted sur-
vey for accuracy of information. This is similar to approaches
taken in the previous studies.

The number of countries that submitted valid returns for
the CAP-STATE survey was slightly reduced from those
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of Karabekiroglu 2006 [16]. The method of data collection
varied in that the junior colleague in each country was not
necessarily the EFPT Child and Adolescent Psychiatry rep-
resentative, nor was the senior colleague the UEMS-CAP
representative, but the principle of using a relatively junior
and a relatively senior person from each country was used.

Recommendations
We recommend that:

1. CAPs should work towards recognition of CAP as a
specialty in its own right. This does not mean that we
recommend training CAPs in isolation from linked pro-
fessions, particularly adult psychiatry and paediatrics.

2. There should be an agreed national curriculum in all
European countries for which the UEMS-CAP frame-
work should serve as a template. This will require nego-
tiation and sensitivity, where there is regional variation.
If the focus is kept on patient and family needs, we think
that it is achievable and represents a worth-while pur-
suit.

3. It would represent a step forward to introduce online
training programs that were developed within a Euro-
pean collaboration between CAPs trainers; such an
endeavour would likely have the ‘side effect’ of reduc-
ing the substantial diversity in Europe and at the same
time form a more coherent European field of CAP.

4. Part-time training must become readily available to max-
imise the number of good, high-quality specialists in the
field.

5. Supervision should be weekly, provided on 1:1 basis and
become an integral part of training.

6. Supervision of psychotherapeutic skills, of whatever
style of intervention should be available. This is not only
a training issue, but also concerns patient safety.

7. Exchange of training ideas across Europe among trainers
and trainees should be fostered, e.g., building on cur-
rent initiatives of UEMS-CAP and the EPFT exchange
program).

8. Research training is essential, not to produce more CAP
researchers, although that too is needed, but to ensure
that all practitioners are research literate and can inter-
pret new research, as it is published and change their
practice if required. CAP will never become an evi-
dence-based undertaking without this.

9. Future research:

(a) Should assess if the countries that provide clinical
exposure to undergraduates better attract physi-
cians to the field of CAP.

(b) Comparison of the CAP-State results with those
in adult psychiatry and potentially other medical
fields.

(c) Identification of best practices for training in CAP
by promotion of cross-country studies.

(d) Should further explore correlations between the
organisation of care in Child and Adolescent Psy-
chiatry and the training of CAPs, e.g., in recruit-
ment, variation in training and its organisation, etc.
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