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Abstract

Objective—Pediatricians report many barriers to caring for children with mental health (MH) 

problems. The American Academy of Pediatrics (AAP) has focused attention on MH problems but 
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the impact on perceived barriers is unknown. We examined whether perceived barriers and their 

correlates changed from 2004 to 2013.

Methods—In 2004, 832/1600 (52%) and in 2013, 594/1617 (36.7%) of randomly selected AAP 

members surveyed responded to Periodic Surveys, answering questions about socio-

demographics, practice characteristics, and 7 barriers to identifying, treating/managing and 

referring child/adolescent MH problems. To reduce non-response bias, weighted descriptive and 

logistic regression analyses were conducted.

Results—Lack of training in treatment of child MH problems (~65%) and lack of confidence 

treating children with counseling (~60%) did not differ across surveys. Five barriers (lack of 

training in identifying MH problems, lack of confidence diagnosing, lack of confidence treating 

with medications, inadequate reimbursement and lack of time) were less frequently endorsed in 

2013 (all p<.01), although lack of time was still endorsed by 70% in 2013. In 2004, 34% of 

pediatricians endorsed 6 or 7 barriers compared to 26% in 2013 (p<.005). Practicing general 

pediatrics exclusively was associated with endorsing 6 or 7 barriers in both years (p <.001).

Conclusion—Although fewer barriers were endorsed in 2013, most pediatricians believe that 

they have inadequate training in treating child MH problems, a lack of confidence to counsel 

children, and limited time for these problems. These findings suggest significant barriers still 

exist, highlighting the need for improved developmental and behavioral pediatrics training.

What’s New—This study compares reported barriers from the 2004 and 2013 Periodic Surveys. 

Although pediatricians report fewer barriers in 2013, 66% continue to report lack of training in 

counseling or medication of children with MH problems, suggesting deficits in developmental and 

behavioral pediatrics training.
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Introduction

Mental health (MH) problems in children and adolescents are prevalent (US range 9%-13%) 

and produce immediate and long lasting morbidity.1, 2 However, despite increased 

recognition of these problems in pediatric primary care,1, 3 the majority of youth with MH 

problems go undiagnosed and untreated.1, 4 , 5

Early studies suggested that provider characteristics, such as training and confidence,6-8 

physician specialty, self-rated knowledge of the child and family, 9, 10 perceived lack of time 

and availability of MH services, 6-8 as well as family characteristics and severity of the 

child’s problem,10, 11 affect recognition and management of youth MH problems. In 2004, 

the American Academy of Pediatrics (AAP) fielded a Periodic Survey (PS) to examine the 

perceived barriers to care for child MH problems and the physician, patient, practice and 

organizational issues related to different types of barriers.4 Results from that survey 

suggested that barriers to identifying and managing children’s problems fell into three areas 

(organizational issues, maternal issues and child issues) with child barriers most often 

endorsed. Additional analysis of these data12 identified that while 80% of pediatricians 
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agreed that they should be responsible for identifying youth MH problems and 70% agreed 

that they were responsible for treating/managing ADHD, few pediatricians agreed that they 

were responsible for treating/managing other MH problems. The only predictor of endorsing 

treatment across the 7 MH problems in the survey was whether a pediatrician practiced 

general pediatrics exclusively.12

In 2007 the AAP, as a part of its Graduating Residents’ Survey, assessed attitudes towards 

and training in MH issues.13 Although more than 90% of graduating residents completed a 

rotation (usually 4 weeks) in developmental and behavioral pediatrics (DBP), fewer than 

half rated their competencies as very good or excellent. As the length of DBP rotation 

increased, residents were more likely to rate their competence as high, and self-rated 

competency increased if residents reported being trained in a specific skill area. Similar to 

the 2004 PS, residents often agreed that they should be responsible for treating/managing 

ADHD (67%) but rarely agreed that they should be responsible for treating/managing the 

other MH problems.13

Recognizing the prevalence of MH problems, their importance for children’s optimal 

functioning and pediatricians’ unique strengths for identifying and managing MH problems, 

the AAP has focused considerable attention on these issues over the past 15 years.14-17 

However, the impact of these efforts on perceived barriers for caring for MH problems is 

unknown. Thus, the AAP again surveyed members on the diagnosis and management of 

children’s MH problems in 2013. Using data from the 2004 and 2013 PSs, this study sought 

to answer two questions: (1) Have perceived physician-child barriers changed between the 

two PSs? (2) Have the physician, patient and practice/organization characteristics associated 

with endorsing physician-child barriers changed over time?

Methods

Periodic Survey (PS) Administration

The study populations consisted of the US non-retired members of the AAP in 2004 

(N=50,818) and 2013 (N=54,491) (www.AAP.org). The PS has been conducted multiple 

times yearly since 1987 to inform policy, develop new initiatives or evaluate current 

projects. Each questionnaire was pretested for clarity and approved by the AAP Institutional 

Review Board.

The 2004 questionnaire was sent 7 times to 1600 randomly selected members beginning in 

March 2004 with the final mailing in August 2004. An email reminder was sent to those 

with and email address and a postcard reminder was sent to those without one. The 2013 

questionnaire was sent 7 times to 1617 randomly selected members beginning in July, 2013 

and ending in December, 2013. An email reminder was sent with a link to an electronic 

version of the survey. Neither the sample selection process nor the survey administration 

procedures changed between the two surveys. Samples are selected randomly based on the 

last three digits of the AAP Membership identification numbers that are also randomly 

assigned. In 2004, 832 (52.0%) responded and in 2013, 594 (36.7%) responded. These 

analyses included only pediatricians who completed their residency training and provide 

patient care (687 in 2004 and 510 in 2013).
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Survey Questionnaires

Both surveys asked questions used in previous PSs about socio-demographic characteristics 

(e.g., age, sex, race/ethnicity, years in practice) and practice characteristics (e.g., type of 

practice, percentage of time spent in general pediatrics, number of ambulatory visits per 

week, patient race/ethnicity and insurance). Questions were asked about child, adolescent 

and adult MH, including residency and fellowship training, interest in further education in 

identifying and treating common MH problems, and availability of MH services in their 

community. Also included were 7 questions with responses on a 5-point Likert scale ranging 

from strongly agree to strongly disagree to assess physician’s perceptions of barriers to 

identifying, treating/managing and referring common MH problems in children and 

adolescents, originally developed for the Williams et al and Olson and colleagues 

studies.18, 19

Measures

For each of the 7 items measuring perceived barriers to identifying, referring and treating/

managing child/adolescent MH problems, pediatricians who responded strongly agree or 

agree were coded as endorsing the barrier. Pediatricians who endorsed many barriers, 

defined apriori as 6 or 7 barriers, were compared to those who endorsed 0-5 barriers. 

Pediatricians who reported completing a fellowship in DBP, child psychiatry, adolescent 

medicine, and/or behavioral sciences were coded as completing a fellowship in a child MH-

related area. Physicians were coded as providing MH services to children/adolescents in 

2004 if they answered “yes” to a yes/no question about whether they provided medication, 

counseling or psychotherapy to children/adolescents. In 2013, physicians were coded as 

providing child/adolescent MH services if they reported usually treating/managing/co-

managing ADHD, child or adolescent depression, behavior management problems, learning 

disabilities, anxiety disorders, substance abuse, and/or eating disorders.

Analysis

Although both samples reflect the AAP membership at the time of the surveys (data not 

shown; samples are extremely similar to the full membership on sex, age and region), non-

response was considerable. For each survey, sample weights were created to minimize 

potential bias due to differential non-response and to ensure that the respondents were 

representative of the membership. Logistic regression was used to estimate the probability of 

responding to each survey to create a propensity score; auxiliary information available for 

both responders and non-responders were included as predictors (age, sex, region, and 

membership status). The methods used to create the sample weights for the 2004 survey are 

described elsewhere.4 For the 2013 survey, the final logistic regression model included the 

three-way interaction of age, sex, and region as well as their two-way interactions and main 

effects; those who did not respond were more likely to be younger females practicing in the 

Northeast or Midwest. Ten groups were created using deciles of the propensity score 

distribution, and the average propensity score ( ) was calculated for each group. The 

inverse of the average propensity score ( ) for each group was used to create the sample 
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weights. For each survey, the sample weights were rescaled such that the average was 1 and 

the sum was equal to the analytic sample size.

Like the analyses for the 2004 survey, weighted means and standard errors were used to 

summarize continuous measures, while weighted proportions were used to describe 

categorical measures. Bivariate comparisons were assessed using weighted linear regression, 

weighted logistic regression, and the Rao-Scott chi-square test. Multivariable weighted 

logistic regression was used to examine physician and practice characteristics associated 

with endorsing 6 or 7 barriers to caring for child/adolescent MH problems. After fitting 

models by survey year, we tested whether physician and practice characteristics associated 

with endorsing 6 or 7 barriers differed in 2004 and 2013 by including data for both years and 

examining two-way interactions with survey year. The results are summarized using odds 

ratios (OR) and 95% confidence intervals, and statistical significance was set at p<.05. 

Analyses were performed using procedures appropriate for survey data in SAS version 9.3 

(SAS Institute, Inc., Cary, NC).

Results

Compared to respondents in 2004, significantly more respondents in 2013 were female (52% 

in 2004 vs. 61% in 2013), practicing in an urban area (44% vs. 52%), spent no time 

practicing general pediatrics (18% vs. 27%), had <100 ambulatory visits per week (50% vs. 

70%), and had <80% of patients with private insurance (51% vs. 62%). Additionally, 

significantly fewer respondents in 2013 compared to 2004 were in a 1-2 physician practice 

(2004 vs. 2013: 15% vs. 9%) or reported that >75% of their patients were Caucasian (31% 

vs. 19%).

In 2004 and 2013, about 60% of physicians reported providing MH treatment to children/

adolescents, and over 80% reported referring at least one patient for MH treatment in the 

past year (Table 2). In 2013, more physicians reported that children’s MH services in their 

communities were either not available or they did not know the availability of these services 

(10% in 2004 vs. 22% in 2013). Compared to physicians in 2004, a smaller proportion of 

physicians in 2013 reported completing a fellowship in a MH-related area (child psychiatry, 

behavioral sciences, adolescent medicine) (27% in 2004 vs. 5% in 2013) or having attended 

a lecture/conference on child MH in the past 2 years (56% vs. 39%). A lower percentage in 

2013 reported that they were very interested in further education on identifying (65% in 

2004 vs. 44% in 2013) or treating/managing/co-managing (56% vs. 40%) child MH 

problems, and those who reported that they were not at all interested doubled from 7% to 

15% for identifying and from 12% to 24% for treating/managing.

Fewer respondents in 2013 compared to 2004 endorsed 6 or 7 child barriers to identifying, 

treating/managing and referring child/adolescent MH problems (34% in 2004 vs. 26% in 

2013, p=.005) (Table 3). Examination of the individual child barrier items revealed that 

fewer respondents in 2013 compared to 2004 endorsed 5 of the 7 barriers: lack of training in 

identifying, lack of confidence in diagnosing, lack of confidence in treating with medication, 

lack of time to treat, and inadequate reimbursement for treating child/adolescent MH 

problems (all p-values < .01), though the absolute percentages remained >50% for lack of 
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time and lack of confidence in treating with medicines. The proportion of respondents in 

2004 and 2013 was similar regarding endorsing lack of training in treatment with counseling 

or medications (65% in 2004 vs. 66% in 2013) and lack of confidence treating with 

counseling (62% vs. 58%) as barriers.

As shown in Table 1 (right side), physician and practice characteristics that were positively 

associated with endorsing 6-7 child MH barriers in 2004 were: practicing for 5-9 years, 

suburban practice, pediatric group practice, practicing general pediatrics exclusively, having 

≥100 ambulatory visits per week, and <75% of their patients are Caucasian. In 2013, the 

only physician/practice characteristic that was positively associated with endorsing 6-7 

barriers was exclusively practicing general pediatrics.

Child/adolescent MH experiences that were positively associated with endorsing 6-7 child 

barriers in both 2004 and 2013 were referring at least 1 child for MH treatment in the past 

year and not completing a fellowship in a child MH-related area (Table 2). Additionally, in 

2013, there was a positive association between reporting providing MH treatment to children 

and endorsing 6-7 child barriers.

Findings from the weighted multivariable logistic regression models are shown in Table 4. 

The only physician/practice characteristic that was significantly associated with endorsing 

6-7 child barriers in both 2004 and 2013 was exclusively practicing general pediatrics. For 

the 2004 survey, the odds of endorsing 6-7 barriers were significantly higher for physicians 

practicing in a suburban setting compared to an urban setting (OR=1.84, 95% CI: 1.24, 2.74) 

and for physicians who referred at least one child for MH treatment in the past year 

(OR=3.04, 95% CI: 1.45, 6.39), and significantly lower for physicians who provide MH 

treatment to children (OR=0.60, 95% CI: 0.40, 0.88). For the 2013 survey, attending a child 

MH lecture/conference in the past 2 years (OR=0.65, 95% CI: 0.42, 0.98) was associated 

with significantly lower odds of endorsing 6-7 barriers. Results from the regression model 

that included data from both survey years showed that in 2013 but not in 2004, pediatricians 

practicing in a pediatric group practice had significantly lower odds of endorsing 6 -7 

barriers compared to those practicing in other settings (2013 OR=0.42, 95% CI: 0.27, 0.65). 

Associations of the other physician and practice characteristics with endorsing 6-7 barriers 

did not significantly vary by survey year.

Discussion

These data on perceived barriers to the identification and management of child MH 

problems collected about a decade apart show considerable change in pediatricians, their 

practices, their perceptions of barriers and the factors related to perceived barriers. The 

changes in pediatrician and practice characteristics are consistent with those reported by the 

AAP. 20 There was a substantial decline in self-reported fellowship training in any child 

MH-related area, including DBP (27% vs. 5%). The lack of fellowship training in any child 

MH area may be due to the fact that 57% of individuals surveyed in 2013 (compared to 33% 

in 2004) completed residency in 1998 or after, when the four week rotation in DBP became 

mandatory, thus theoretically not requiring any post residency training to gain basic skills in 

DBP. It also could be due to pediatricians with this subspecialty aligning with other 
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professional organizations rather than the AAP or that DBP fellowship training, which 

formerly could be 1 to 3 years, is now mandated to be 3 years. Finally, prior to formal DBP 

fellowship training, pediatricians reported any number of fellowships in MH areas, the 

content of which is undefined.

The results of this survey also point to declining pediatrician interest in child MH problems 

even though they are prevalent and debilitating problems affecting health and optimal 

functioning.1 In 2013, significantly fewer pediatricians reported attending a lecture or 

conference on child MH in the past two 2 years or being very interested in further education 

in identifying or treating/managing child MH problems. Furthermore, the percentage of 

pediatricians who were not at all interested in these problems doubled. This suggests that 

although the AAP has strongly emphasized the unique position of pediatricians to address 

MH issues in both children and their families, and MH issues as the most prevalent 

problems seen by pediatricians,16 practicing pediatricians have not yet either fully embraced 

the importance of MH problems in the lives of their young patients or their potential role in 

identifying and treating these issues.

Endorsing 6 or 7 barriers decreased from 34% in 2004 to 26% in 2013, suggesting that 

pediatricians perceived somewhat fewer impediments to addressing these issues, but many 

barriers are still reported. The decrease in the barriers, lack of time to treat and inadequate 

reimbursement for treating, is likely due to changes in practice and patient characteristics. 

More pediatricians report serving fewer than 100 patients weekly which may be related to 

the decrease in endorsement of the perceived time to treat barrier. Regardless of the 

decrease, lack of time to treat MH problems remains the single most endorsed barrier in both 

surveys. The decrease in endorsement of the barrier of perceived inadequate reimbursement 

may be related to treating more patients insured by Medicaid. Although there are 

documented differences in access for individuals insured by Medicaid,21, 22 on average, 

having any insurance , public or private, improves access.23-25 The remaining barriers that 

pediatricians perceive as less important in 2013 as compared to 2004 may reflect the impact 

of DBP residency training and the efforts of the AAP to address child MH issues. Fewer 

pediatricians report that they perceive that they lack training in identifying children/

adolescents with MH problems, that they lack confidence in their ability to diagnose child/

adolescent MH problems and that they lack confidence in their ability to treat these 

problems with medication. These changed are likely due to the 4 week mandated DBP 

rotation. What has not changed over almost a decade is that the majority of pediatricians still 

perceive that they are not adequately trained in or confident in treating children and 

adolescents with counseling and medication. Given the short length of DBP rotations (4 

weeks), and the amount of practice necessary to become competent in evidence-based MH 

treatments, this finding is not surprising and suggests that if pediatricians are to become 

competent counselors for children/adolescents with MH problems, additional education will 

be necessary.

The multivariable models show different characteristics driving endorsement of physician-

child barriers across the two surveys. In 2004, practicing in a suburban versus urban 

location, having fewer than 75% Caucasian patients, practicing general pediatrics 

exclusively, not providing MH treatment, and referring at least one child for MH treatment 
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were related to high perceived barriers. In 2013, only two factors were related to high 

perceived barriers: attending a child MH lecture/conference, which was inversely related to 

high perceived barriers, and exclusively practicing general pediatrics, which was positively 

associated. It is likely that those who are interested in and more competent in child MH 

problems choose to attend child MH conferences and lectures and also are likely to perceive 

few barriers to addressing those problems. The model with data from both surveys confirms 

the importance of the relationship of working in a pediatric group practice to high perceived 

barriers. In both surveys, respondents practicing general pediatrics exclusively are 

significantly more likely to have referred at least one child for MH services in the last year, 

compared to those working part-time or not at all in general pediatrics (data not shown) 

suggesting that barriers are perceived when pediatricians try to arrange mental health 

services for children they believe need them.

These data have limitations. Both surveys have suboptimal response rates although they are 

not unusual for surveys of physicians.26, 27 Analysis of response bias in AAP surveys shows 

little non-response bias. 28 Examination of the survey samples and AAP membership shows 

no differences on a limited set of characteristics and both surveys were weighted for non-

response. However, it is unlikely that all of the non-response bias was corrected since we 

have only a limited number of characteristics on which to compare the responders and non 

responders and it is likely that those pediatricians interested in the topic were most likely to 

respond.29 Thus, we would anticipate that this study underestimates endorsement of child 

barriers. Additionally, an examination of early versus late responders, a common technique 

to estimate response bias in social science surveys found, with the exception that early 

responders were older, a factor adjusted for in the weights, no differences in pediatrician 

characteristics and no differences in the endorsement of barriers, the main outcome of 

interest. 30, 31 These data are cross-sectional with both correlates and barriers measured at 

the same point in time. Therefore, these results present associations and do not imply 

causality. Although many of the questions in the 2004 and 2013 surveys were identical, 

some had slight wording differences that could have influenced pediatricians’ responses and 

the content of the questions was not explained in detail. Thus, questions could have been 

interpreted differently by respondents. Lastly, given the possibility of response bias for 

professionally desirable behaviors, respondents may have overestimated some of the 

behaviors or actions asked about in the survey.

Conclusion

Although fewer pediatricians endorsed barriers to the diagnosis and treatment of children’s 

MH problems in 2013 as compared to 2004, nearly 66% of pediatricians continue to report 

that lack of training in treatment of children with MH problems with medication or 

counseling is a barrier, 58% lack confidence to treat children/adolescents with counseling, 

and 70% continue to report that lack of time to treat child MH problems is a barrier. These 

findings point to continuing problem of practice barriers (time) and considerable deficits in 

DBP training including the lack of interest in and direct diagnosis and management of child 

MH problems. Further, fewer pediatricians in 2013, compared to 2004, expressed interest in 

furthering their education on children’s mental health. These issues exist despite the 

emphasis that the AAP has placed on the importance of child MH for optimal growth and 
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development. An examination of both the content and length of the DBP residency training 

is warranted in order to improve the skills of those in training. For pediatricians in practice, 

there are several training models available, such as New York State’s Project Teach 

initiative, to encourage the interest of pediatricians in child MH problems, and to improve 

the detection and management of these important problems.32
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