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Abstract
Background: Profound clinical, conceptual and ideological differences between child and adult mental health
service models contribute to transition-related discontinuity of care. Many of these may be related to psychiatry
training.
Methods: A systematic review on General Adult Psychiatry (GAP) and Child and Adult Psychiatry (CAP) training in
Europe, with a particular focus on transition as a theme in GAP and CAP training.
Results: Thirty-four full-papers, six abstracts and seven additional full text documents were identified. Important
variations between countries were found across several domains including assessment of trainees, clinical and
educational supervision, psychotherapy training and continuing medical education. Three models of training
were identified: i) a generalist common training programme; ii) totally separate training programmes; iii) mixed
types. Only two national training programs (UK and Ireland) were identified to have addressed transition as a
topic, both involving CAP exclusively.
Conclusion: Three models of training in GAP and CAP across Europe are identified, suggesting that the harmonization
is not yet realised and a possible barrier to improving transitional care. Training in transition has only recently been
considered. It is timely, topical and important to develop evidence-based training approaches on transitional care
across Europe into both CAP and GAP training.

Background
Young people with psychological, emotional or behavioural problems who fall through the care gap when
negotiating the transition boundary between child and
adult mental health services are at risk of poorer mental
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health outcomes [1]. They may develop more serious
mental disorders than those who experience a smooth and
purposeful transition [1]. Referred to as “mental health
service transition”, the move of young patients from child
and adolescent mental health services (CAMHS) to adult
mental health services (AMHS) is now understood to be
more than an ‘event’ or a simple transfer [2]. It is a
process, requiring therapeutic intent which prepares the
adolescent for transition and includes a period of handover or joint care, transition-planning meetings and transfer of case notes or information summaries [3]. The
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importance of transitional care has been identified in
young people with other chronic conditions such as
congenital heart disease, juvenile arthritis, epilepsy
and diabetes both at the individual and service
provision levels [4–6].
Like the description of transition in physical medicine,
transition in Mental Health Care (MHC) has multidimensional and multidisciplinary aspects [7–9]. The
goal in transition is to maximize lifelong functioning
and potential of young people through the provision of
high-quality, developmentally appropriate health care
that continues uninterrupted as the individual moves
from adolescence to adulthood [8]. Appropriate transition is crucial for young service users and transition-related discontinuity of care is now considered as a major
socioeconomic and societal challenge for the European
Union (EU).
The EU-funded research program ‘MILESTONE project’ aims to improve transition of young patients from
CAMHS to AMHS through a collaborative project
involving eight different countries (www.milestone-transitionstudy.eu/) [10]. One of the MILESTONE work
packages is specifically dedicated to training as a potential avenue for improvement. The rationale of this topic
relies on previous findings having identified poor
communication between CAHMS and AHMS, differences in care models and organization between CAHMS
and AHMS, overload of services and absence of specific
training as main obstacles to transition [11]. This has
been confirmed by first findings from the MILESTONE
consortium: Signorini and al. (2017) [12] identified lack
of connection between CAMHS and AMHS, poor specific competencies and absence of systematic assessment
and procedures for transitioning as targets for improvement. Implementation of specific evaluations and protocols will require specific training. Further training issues
are the knowledge and skills required for planning
transition, awareness of developmental needs, multidisciplinary collaboration and working with young
people and families [1].
With the aim of developing and implementing training
models and training procedures for clinicians across the
EU, this work package is responsible for exploring how
transition processes and outcomes might be related to
the training of professionals working in mental health
services in Europe. To the best of our knowledge, no
study or review has addressed the training of professionals working in mental health services with a
specific focus on transition between CAMHS and AMHS.
As a prerequisite for further studies about relationships
between transition and training, we conducted a systematic review of the structure and content of General
and Adult Psychiatry (GAP) and Child and Adolescent
Psychiatry (CAP) training in Europe. The aims were: 1/ to
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describe the organization and structure of current training
across Europe in GAP and CAP, as defined by the
European Union of Medical Specialists (UEMS) [13]; and
2/ to assess if and how transition is addressed in any of
the European GAP and CAP training programs.

Methods
The review was carried out following the standards of
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) [14].
Search strategy and data source

Two investigators (FR, VH) searched the literature
through the following databases: PsycInfo-Esbco (Psycinfo,
Eric, PsycARTICLES, Psychology and Behavioral Sciences
Collection), PubMed and the revue collection Science
Direct (Fig. 1). The review regarded organization and
structure of training of CAP and GAP in Europe and was
performed using subject headings with the following
algorithm: (Psychiatr* AND Training AND Europ*); and
(Psychiatr* AND Training AND [Name of 39 European
countries]). These two algorithms were used in the
following search sections: in “abstract” for PsycInfo-Esbco;
in “title and abstract” for PubMed; in “Title, abstract and
keywords” for Science Direct. Only references published
after January 2000 were considered because there was no
point in considering older articles due to reforms regularly
implemented in psychiatry training. The search was
conducted in March 2018.
The same investigators searched for the grey literature
using various online sources for each country (e.g. medical
associations, scientific societies, and universities), focusing
on national psychiatry training programs and expert
papers. Additional information was searched for by
scanning the reference lists of identified papers. Authors
were contacted if the full-text paper was not available.
Data selection and quality assessment

The titles and abstracts of articles were screened for
relevance by two reviewers (FR, AS). Potentially relevant
articles were obtained in full and further screened to
determine if they met the eligibility criteria detailed in
Table 1. Authors were contacted when a full paper was
not available. When a full paper was unavailable, the
corresponding abstract was included if it provided
relevant information about psychiatry training (Table 1).
Expert papers, opinion papers and narrative reviews
were included only if they met minimum standards
according to JBI Critical Appraisal Checklist for Narrative,
Expert Opinion and Text or JBI Critical Appraisal Checklist
for Systematic Reviews and Research Syntheses [15] (Assessment Table available on request). For quantitative studies, the Hawker checklist [16] was used for critical
appraisal. This checklist includes nine items. For every item,
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Fig. 1 Flow chart: Systematic review on GAP and CAP Training in Europe

each study was given a quality score of 1 (very poor), 2
(poor), 3 (fair) or 4 (good), and finally granted a summed
general score, with a maximum potential score of 36. Reviewers made their screening and assessments independently. In case of discrepancy in the screening, a consensus
was searched. In case of discrepancy in the assessment, research papers were appraised jointly to reach an agreement.
Data extraction and analysis

Two data extraction forms (Additional file 1: Tables S1
& S2) were designed to collate information about GAP

and CAP training for each European country according
to the main aspects mentioned in the UEMS recommendations [13]: training program, structure and duration,
quality control and assessment. Terms were defined
according to the glossary established by UEMS [13]
(Additional file 1: Appendix 1).

Results
Forty-seven references were identified following the
search regarding GAP and CAP training in Europe
(Fig. 1). The quality scores of the 17 quantitative studies
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Table 1 Eligibility criteria (Inclusion and exclusion criteria)
Population

Europe as a continent
39 European countries (Albania, Austria, Belgium, Bosnia,
Bulgaria, Czech Republic, Cyprus, Croatia, Denmark, Estonia,
Finland, France, Germany, Greece, Hungary, Ireland, Iceland,
Italy, Latvia, Lithuania, Luxembourg, Malta, Moldavia,
Montenegro, Netherlands, Norway, Poland, Portugal,
Romania, Russia, Serbia, Slovakia, Slovenia, Spain, Sweden,
Switzerland, Turkey, Ukraine, UK)

Interventions

Psychiatry: General adult psychiatry, child and adolescent
psychiatry, psychiatry in general or other psychiatry
specialities if GAP or CAP were mentioned.

Topic

Training: all information related to specialist education
after medical school (postgraduate training)
Transition of patients from CAHMS to AHMS: identified as
a process aiming to support young patients who move
from CAHMS to AHMS - any kind of information
concerning training to transition during specialist
education.

Study designs All types of studies: Reviews (systematic or narrative);
Observational studies: surveys; Expert opinions; national
programmes.
Publications

English, French or Spanish peer-reviewed journals
Published from 01/01/2000

ranged from 17 to 30, out of a possible 36 (Table 2). The
aims, methods and major aggregated data are described
for full-text articles (Tables 3 and 4) and for abstracts
(Table 5).
General and adult psychiatry (GAP)

Available data regarding GAP training in Europe (absolute
values and percentages) are summarized in Table 6
(detailed for each country in Additional file 2: Table S3
and Additional file 3:Table S4). Mentioned percentages
were calculated on the total number of countries for
which data were available. An established national
standardized program with a mean duration of 4 to 6
years was evident in 76% of 34 European countries
(data missing for Cyprus, Iceland, Luxembourg, Moldavia,
Montenegro, and Ukraine). The compulsory and common

set of fundamental knowledge for GAP, as defined by the
UEMS [13] was largely followed by all countries, especially
in relation to addictions (97% of countries), CAP (96%)
and forensic psychiatry (88%), but less so in relation to old
age psychiatry (69%) and psychotherapy (66%). In terms of
common set of skills, placements in in-patient, outpatient
and emergency psychiatry were compulsory in all countries, while training in liaison and consultation psychiatry
was required in only 55% of countries. The evaluation of
trainees varied considerably between countries, from a
continuous examination during training by supervisor and
workplace based-assessment (WPBA) to only a single final
examination set by an examination board.
The following items address relevant issues regarding
training, but information was available only for some
countries or was aggregated in publications:
* Structured theoretical training was provided in 18/22
(82%) countries [19], including Belgium, France,
Germany, the Netherlands and Sweden [47], sometimes
with variations within countries regarding
implementation and content, for instance in France
[57] or in Spain [25].
* Regarding Adult Psychiatry as a topic in the training
program, the duration varied according to the training
model used, with longer training in countries with
separate specialities. Oakley & Malik [23] reported a
mean training time of 23 months in 5 countries with a
common training path (e.g. Bosnia, Croatia, Czech
Republic, Estonia and France) compared to a mean
training time of 39 months in 16 countries with
separate training for adult psychiatry (e.g. Germany,
Italy, UK).
* Training in psychodynamic psychotherapy, Cognitive
Behavioural Therapy (CBT), family therapy and
systemic therapy were the most widely available
therapy courses [23, 24]. The implementation of
training in psychotherapy has rarely been investigated.
Lee and Noonan [56] conducted a survey among 62

Table 2 Summary of quality score of the 17 quantitative studies
Good (rated 4)

Fair (rated 3)

Poor (rated 2)

Very poor (rated 1)

Total rated

Abstract and title

9

4

0

4

17

Introduction and aims

3

11

3

0

17

Method and data

0

12

5

0

17

Sampling

2

6

9

0

17

Data analysis

3

2

1

11

17

Ethics and bias

2

4

6

5

17

Findings/results

12

6

0

0

17

Transferability/generalizability

0

12

5

0

17

Implications and usefulness

5

7

0

0

17

Distribution of Total score (max score = 36)

1 × 17 – 2 × 19 – 1 × 20 – 1 × 24 – 3 × 25 – 1 × 26 – 2 × 27 – 1 × 28 – 2 × 29 – 3 × 30

Aim

To investigate the training in
psychiatry provided in Greece in
relation to the EBP recommendations

To provide a descriptive documentation
on Child and Adolescent Psychiatry
training in European countries

To evaluate the state of training in

Study

Margariti
et al., 2002 [17]

Karabekiroglu
et al., 2006
[18]

Lotz-Rambaldi

Table 3 Characteristics of selected full-papers: quantitative studies

Response rate: Part One = 22/31

- 37.9% of the countries: examination
to begin CAP training. In 64.7%:
examination to graduate. In 29.7%
countries: both cases are reported.

- Around one-third of the countries
have integrated structured research
training into the CAP training
programme.

- More than two-thirds of the
countries have started using logbooks
to structure the curriculum.

- Only half of the countries have
integrated a structured psychotherapy
training in the programme

- After medical school, minimum
training duration to become a CAP
specialist: between 12 and 96
(mean: 59.71 ± 17.1) months.

- CAP is a known specialty in 23 countries
and a subspecialty in 8 countries,
but 5 countries do not have any
structured CAP training. In 32.4%
of the countries, CAP is not a
specialty in its own right but is
mostly linked to general psychiatry.

In 2006, European countries still have
significant diversities in the structure
of CAP training. There is still a long
way to go for full harmonization across Europe.

Response rate: unknown/34 countries

- Evaluation of the training programs
not carried out by the national
authority responsible for training
centers (the Ministry of Health),
leaving this task exclusively to the
training centers themselves.

- The training provided shows great
variability among institutions.

- Lack of a detailed national training
plan

Response rate: 14/14 (100%) training
directors.

Results (aggregated data) and
authors’ conclusion

28

28

30

Quality
Score (/36)a

(2019) 19:204

Quasi-experimental (quantitative)

10 questions sent by email to
UEMS-CAP and EFPT
representatives of 34 member
countries of WHO -European
region

Quasi-experimental (quantitative)
study: Survey.

Quasi-experimental (quantitative)
study: Structured questionnaire
completed during an interview of
the training directors of 14
institutions recognized bythe
national authority as eligible to
provide full-time training
in psychiatry.

Methods
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psychiatry in each
member countries of UEMS and the
current state of
implementation of the UEMS
recommended training
requirements

et al.,

To make a point on educational
supervision (ES) as an essential
component of basic specialist
training in psychiatry in the UK, with
a focus on workplace-based
Assessments (WPBA) as a new tool

To evaluate the quality of the
current residency training in
psychiatry in Croatia using the
subjective evaluations of the
residency training that is being offered

Julyan, 2009 [20]

Kuzman et al. 2009 [21]

2008 [19]

Aim

Study

Quasi-experimental (quantitative)
study: Survey
Questionnaire to residents from
15 Croatian psychiatric hospitals,
clinics and wards in general hospitals

All junior doctors and their
educational supervisors in one UK
psychiatry training scheme were
surveyed both before (Data 1) and
after (Data 2) the introduction
of WPBAs

Quasi-experimental (quantitative)
study: Survey.

study: Survey.
Questionnaire: Part One to be
completed by the national
representative of each country in
the EBP; Part Two to be completed
by the chiefs of training and the
representatives of trainees in
training centres of the member states.

Methods

Table 3 Characteristics of selected full-papers: quantitative studies (Continued)

Response rate: 66/74 (89%) of all
residents in September and October
2006 in Croatia.
About a third of participants are only
partially satisfied with the residency
training that is being offered and its

The impact of reduced training time,
WPBAs and uncertainties over ES
structure and content should be
monitored to ensure that its benefits
are maximized by remaining tailored
to individual trainees’ needs.

- Around 50% of trainees and
supervisors used 25–50% of ES time
for WPBAs, with no impact on the
usefulness of ES or the range of
issues covered.

- ES was largely seen as useful.

- Around 60% reported 1 h of ES per
week or 3 times per month.

Conclusion: general agreement
between trainees and supervisors,
but some significant discrepancies.

Data 2 = 10 trainees and 10
supervisors (67%).

Response rate: Data 1 = 11 trainees
and 11 supervisors (73%);

(71%) national representatives; Part
Two = 409/923 (44%) questionnaires.
Conclusion: The training requirements
formulated by the EBP have been
partly introduced in Europe (e.g.
integration of psychotherapy) but the
training in Europe is still very
heterogeneous.
- System of rotation not mandatory
in most countries.
- Areas of theoretical training (e.g.
learning difficulties and mental
handicaps) often not included in
the compulsory common trunk of
national training schemes.
- No agreement within the EBP on
the criteria for the definition of a
sub-specialty.

Results (aggregated data) and
authors’ conclusion

29

30

Quality
Score (/36)a
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Aim

To present a trainee perspective on
the major challenges in psychiatric
training in Europe

To establish the variations in the
pre-defined aspects of postgraduate
psychiatric training within the
member countries of the EFPT

To explore training and practice
of psychotherapy in ECPC members
(countries of Northern, Southern
and Western Europe)

Study

Nawka et al. 2010 [22]

Oakley and Malik, 2010 [23]

Fiorillo et al., 2011 [24]

- Training in psychotherapy is mandatory
in all of the 12 respondent countries,

Response rate: 12/13 (92%) ECPC
members.

- Psychotherapy training is only
compulsory in half the countries
surveyed.

- Five of the surveyed countries do
not even have nationally standardized
training schemes.

- Some countries have no examinations
or formal assessments, others have
no compulsory placements.

Conclusion: The challenge of
harmonizing training across Europe
remains very real.
- Wide variations in the length,
content and structure of
postgraduate psychiatric training
across Europe.

Response rate: 22/22 (100%) countries.

Major concern reported by trainees:
on the implementation of these new
programs rather than to the structure
or content of the curricula themselves.

Substantial differences in quality of
training exist across Europe. Educational
systems in some European countries
have undergone major reforms.

- Inadequate psychotherapy training.

- Insufficient training opportunities.

Implementation of new postgraduate
curricula in a number of countries
(for example, the UK, Ireland, and the
Netherlands)

Response rate: 28 /31 (90%) countries.

They feel that most problems lie on
the lack of practical psychotherapy,
the inefficiency of the mentorship
system and the lack of funding
resources.

application in practice.

Results (aggregated data) and
authors’ conclusion

30

27

27

Quality
Score (/36)a

(2019) 19:204

Quasi-experimental (quantitative)
study: Survey (Letter to editor)
Online 16-item questionnaire on:
quality of psychotherapy training,

Quantitative: Survey
Structured questionnaire to delegates
(trainees) at the EFPT 2008 forum

Quantitative: Survey
Survey of the 31 member countries
of EFPT (trainees) about the 3 most
important issues facing postgraduate
training

Methods

Table 3 Characteristics of selected full-papers: quantitative studies (Continued)
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Aim

To know the psychiatry resident’s
opinion and level of satisfaction
on provided training

To get an overview of trainees’
wishes as regards research training

To assess the problems in the
implementation of psychiatric training
curricula and the quality control
mechanisms available in European
countries

Study

Gómez-Beneyto et
al., 2011 [25]

Van Effenterre, 2011 [26]

Kuzman et al., 2012a [27]

Response rate: 29/ unknown total of
countries
- In 13 countries (45%), trainee
representatives reported some differences
between the psychiatric curriculum on

Representatives from EFPT member
countries filled in a country report
survey form. They were asked to

- Lack of information on available
possibilities in research during
residency. Only 12% of residents think
they were well informed. Tutorship
would be a solution.

- 25% of trainees achieved a research Master

Response rate: 45% trainees.

- A small but substantial percentage did
not comply adequately with the
program, as regards: training in
psychotherapy, research methodology,
old age psychiatry, neurology and
general medicine.

- Level of satisfaction is fair.

- The majority of residents had complied
with the National Program for Psychiatric
Training requirements.

Response rate: 216 (60%) residents.

Main barriers in accessing training in
psychotherapy: difficulties to get time
away from other duties, lack of supervisors,
and lack of funding.

- Psychotherapy competencies are
evaluated differently, with no clear
guidance regarding trainees’
evaluation in 15 countries.

- Dedicated supervisor for training in
psychotherapy not available in 5
countries out of 12.

- Training in other therapies (systemic,
interpersonal, supportive and
psychoeducational, dialectical-behavioral)
only in a few countries.

- Training in psychodynamic and
cognitive-behavioral therapies is
available in almost all countries.

except Belgium and France.

Results (aggregated data) and
authors’ conclusion

29

21

24

Quality
Score (/36)a

(2019) 19:204

Quasi-experimental (quantitative)
study: Survey (letter to editor)

Quasi-experimental (quantitative)
study: Survey
Questionnaire to members of the
French association of trainees in
psychiatry

Quasi-experimental (quantitative)
study: Survey Questionnaire to 363
trainees in 3rd and 4th year

organizational aspects of psychotherapy
training, satisfaction with training in
psychotherapy, self-confidence in the
use of psychotherapy

Methods

Table 3 Characteristics of selected full-papers: quantitative studies (Continued)
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Aim

To describe the structure and quality
assurance mechanisms of
post-graduate psychiatric training
in Europe

Study

Kuzman et al., 2012b [28]

Quasi-experimental (quantitative)
study: Survey.
Self-reported questionnaire completed
by members of EFPT. The questionnaire
consists of 20 questions: 10 on the
structure of training program and
the methods of assessment of trainees;
10 on the methods of quality
assurance of the training programs.
In order to ensure the reliability of
the data, the respondents were
asked to provide an official reference
source) to be contacted in case of
ambiguous responses.

rate the differences between the
psychiatric curriculum on paper and
the curriculum in practice in their
countries as significant, existing to
some extent or not existing. They
were also asked to explain their
understanding of such discrepancies
in open ended questions

Methods

Table 3 Characteristics of selected full-papers: quantitative studies (Continued)

- In 25/29 countries, official quality assurance

21

Quality
Score (/36)a

(2019) 19:204

- In 25/29 countries, trainees are evaluated
several times during their training, with a
final exam at the end.

- In 19/29 countries, the duration of the
training programme is 5 years or
more. - 26/29 countries have adapted
a basic training programme that
includes the ‘common trunk’ (according
to UEMS definition) or a modified
version of it.

Psychiatric training programmes and
assessment methods are overall compatible
in Europe but quality assurance
mechanisms vary significantly.

Response rate: 29/ unknown total of
countries

- In the countries with quality control
(22/29), main mechanisms are:
commissioned questionnaire reviews
of placements, trainers/ supervisors and
working conditions.
Conclusion: several problems still influence
the correct implementation of training
curricula in practice. Establishing adequate
quality control mechanisms for all national
training programs is identified as one of
the crucial steps in the improvement and
harmonization of psychiatric training
in Europe.

- Most commonly reported reasons for
discrepancies: lack of time for teaching
activities (n = 11), lack of appropriate
rewards for trainers (n = 9), lack of
quality control measures (n = 9), and
general shortage of supervisors (n = 7).

- Placements considered as most problematic:
psychotherapy (n = 13), research (n = 12)
and addictions (n = 5).

- In only 7 (24%) countries the curriculum
was in line with training in practice.

- In 9 countries (31%) significant differences
were reported.

paper and curriculum in practice

Results (aggregated data) and
authors’ conclusion
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Aim

To investigate trainee experiences of
CAP training across Europe in
2010–2011 in three domains: structure
and organization of training; training
quality and content; and working
conditions and recruitment

To describe Portuguese psychiatry
trainee’s opinion about their training
and the modifications they would
want to witness in the near future

To study the current situation of the
academic training of French psychiatry
trainees in psychotherapy during
their residency

To study the teachers’ point of view
on psychiatric training in France
(weaknesses and strengths of the

Study

Simmons et al.,2012 [29]

Pinto Da Costa et al., 2013 [30]

Van Effenterre et al., 2013 [31]

Van Effenterre et al., 2014 [32]

Quasi-experimental (quantitative) study:
Survey

Response rate = 79/125 (63%) teachers.

29

26

29

30

Quality
Score (/36)a

(2019) 19:204

- Only 51% trainees have supervision, with
large disparities between regions. All
major therapies are represented.

- Different satisfaction rates across
universities.

- Training is insufficient for 75% trainees
(much higher than in other countries).

Response rate: 869/1334 (65%) residents.

Changes claimed for: length and type of
obligatory and optional placements,
psychotherapy (who is obligatory in their
training), easier access to research and
clinical training opportunities abroad.

Structured questionnaire of 26
questions sent by email to Portuguese
trainees

Quasi-experimental (quantitative) study:
Survey
Anonymous questionnaire sent to all
French psychiatrist trainees through
their local trainee association

Response rate: 80/193 (41.5%) psychiatry
trainees.

- Subspecialty experience is extremely
variable.

- Research training is obligatory in 8/28
countries (29%).

- Psychotherapy training is mandatory in
19/28 countries (68%).

- Educational supervision is available in
13/28 countries (46%).

- In 19/28 countries (68%), supervision occurs
at least weekly.

- No official CAP training programme
in 6/28 countries. Training standards are
implemented in practice to a variable
extent.

- 7/28 countries (25%) have a core common
trunk in general psychiatry before
specialization in CAP.

Training experiences in CAP varies widely
across Europe

Response rate: 28/34 (82%) countries.

mechanisms exist. However, results
demonstrate great variations in their
implementation.

Results (aggregated data) and
authors’ conclusion

Quasi-experimental (quantitative) study:
Survey

Quasi-experimental (quantitative) study:
Survey
Questions collated into a survey and
addressed via email to CAP trainee
representatives in 34 countries in
Europe, using the EFPT email list

Methods

Table 3 Characteristics of selected full-papers: quantitative studies (Continued)
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94 trainees identified as interested in
working in CAP

Quasi-experimental (quantitative) study:
Online survey

Emailed questionnaires sent in
April 2012 to 125 academic professors
and hospital practitioners (PU-PH)

training, recent improvements and
problems) and to compare with
residents’ opinion

To evaluate the current situation
experience of trainees interested
in CAP involved in general psychiatry
training.

Methods

Aim

- Wide variability, from trainees being in CAP
placements for 3 months to others being
there for almost 2 years

- Time spent in CAP (mandatory
placement + elective rotation): 3–20 months,
median = 8 months

- CAP can also be a clinical elective rotation

- mandatory CAP placement

- 4-month mandatory training in CAP
included in the GAP programme

Response rate: 55/94 (59%) trainees

- Suggested areas of improvement: training
in psychotherapy and research, access to
supervision. Crucial need to implement an
efficient supervision during residency.

- Length of the training is a more
controversial aspect.

- Almost all suggested the implementation
of an assessment of teaching and a formal
mentorship program.

- A majority of PU-PH (78%) willing to
maintain a single training pathway
including AP and CAP within a single
diploma.

Results (aggregated data) and
authors’ conclusion

25

Quality
Score (/36)a

(a) See Table 2 for details
Abbreviations: UEMS CAP Union Européenne des Médecins Spécialistes section of Child and Adolescents Psychiatry, EFPT European Federation of Psychiatry Trainees, WHO World Health Organization, WPA World
Psychiatric Association, EBP European Board of Psychiatry, ECPC Early Career Psychiatrists Committee, CAP Child and Adolescent Psychiatry, AP Adult Psychiatry, ESCAP European Society of Child and Adolescents
Psychiatry, GAP General and Adult Psychiatry

Fàbrega Ribera
& Ilzarbe, 2017 [33]

Study

Table 3 Characteristics of selected full-papers: quantitative studies (Continued)
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Aim

To describe the structures of the
Denmark and UK psychiatry training

To review the current status of
psychiatry in selected countries
of Central and Eastern Europe:
Bulgaria, Croatia, Czech Republic,
Hungary, Poland, Romania, Russia,
Slovakia and Slovenia.

To compare and contrast
psychiatry residency training in
the USA, in Canada and selected
countries in South America
(Chile, Brazil), Europe (UK, Sweden,
Czech Republic), and Asia (India,
Korea and China).

To describe training in psychiatry
and psychotherapy in Germany

Point of view about the current
modifications of the Continuing

Study

Hansen & Thomsen, 2000 [34]

Furedi et al., 2006 [35]

Zisook et al., 2007 [36]

Naber & Hohangen, 2008 [37]

Garret-Cloanec, 2010 [38]

The new system of CME in France is established
by the law, based on the analysis of

- Existing solution to face scarce funding for
psychotherapy training: several hospitals
providing a joint training programme for
several psychiatry departments.

- Special challenge: to offer psychotherapy
training and to introduce psychotherapy into
the classical spectrum of pharmaco and
sociotherapeutic tools.

- Principal aim of training in Germany: to
achieve a multidimensional approach to the
diagnosis and treatment of psychiatric disorders.

Since 1992, specialization in Germany is no
longer in ‘psychiatry’ but in ‘psychiatry and
psychotherapy’.

Worldwide, psychiatry training varies
considerably in different regions in terms of
the duration of training, structure of clinical
experiences, autonomy of trainee, didactic
structure, level of supervision and rigor of
evaluation. In some countries, training is much
less structured than in the USA (e.g. Sweden).
In others, it is somewhat more structured
(e.g., Korea). Differences appear to be lessening.

The systems of psychiatric training vary
across the region but there is an effort to
standardize national systems according to
the WPA and UEMS requirements. Psychiatric
training, pre-, postgraduate and continuous
medical education are gradually being
transformed.

Formalized training and supervision are sparse
in Denmark compared with the UK. Some
steps taken to harmonize the postgraduate
psychiatric training of doctors in Europe. Still a
very long way to go before trainees can move
freely between EU countries with full
recognition of their training.

The Danish system leaves the trainee in a
more individualistic position.

The UK postgraduate system puts greater
emphasis on structuring the academic and
clinical aspects of training.

Results (aggregated data) and
authors’ conclusion

NA

NA

NA

NA

NA

Quality Score (/36)

(2019) 19:204

Expert opinion: Editorial

Expert opinion: Editorial

Expert opinion
9 individuals intimately familiar with
psychiatry residency training in the
USA, with prominent positions, and
trained in other countries, describe
their past training programs and make
a comparison with USA training

Narrative review.
A group of psychiatrists from the
region evaluated the status of
psychiatry at the end of 2004 based
on data from their countries and
information available on WHO
homepages

Expert opinion

Methods

Table 4 Characteristics of selected full-papers: expert opinion and narrative reviews
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To describe the training and
examination requirements of the
new system in place in 2007 in
the Psychiatric training in UK

To describe the current state of
the Mental HealthCare Services
in Spain

To describe the panorama of
psychiatry in Portugal, including
training of professionals

To describe the state of psychiatry
in the Netherlands

Bobes et al., 2012 [40]

Palha & Marques-Teixeira,
2012 [41]

Van Schijndel et al.,
2012 [42]

Medical Education (CME) in France

Aim

Javed et al., 2010 [39]

Study

- Backbone of the system: only one specialty

Current programme developed and
disseminated as from 1 January 2011.

CAP is organized as an autonomous speciality
(since 1959) with its specific training
programme, rules and guidelines, as well as
practice domain.

The rationale of the training is focused on the
specificity of psychiatry on mental pathology,
in the consequences of medical and chirurgical
pathologies on the psychic system and in the
always-considerable importance of the psychic
system on the processes of human illness.

Heterogeneous training of the specialists in
charge of child and adolescent units is emphasized.

Child and adolescent psychiatry is not
recognized as a speciality.

The new programme in psychiatry lasts four years.

Specialist training programme in psychiatry
was updated in 2008.

- The establishment of Postgraduate Medical
Education and Training Board, Modernizing
Medical Careers, new recruitment processes
and changes in the curriculum and examination
structure are all having a major impact on the
future training and teaching programs in
psychiatry in the UK.
- Entry into psychiatry is becoming increasingly
competitive and progression in career is now
competency based in addition to the
examination requirements subject to an annual
review and regular appraisal.
- A structured portfolio is also vital in order to
present evidence of competencies and ensure
smooth progression through the training grades.

professional practice and the acquisition of
knowledge or skills. Each professional must
achieve his/her annual obligation by participating
in one collective program. The organization is
very complex, with the implications of many
official organisms with various objectives. The
lack of funding resources, with the possible
intervention of pharmaceutical industries is
also a problem.

Results (aggregated data) and
authors’ conclusion

NA

NA

NA

NA

Quality Score (/36)

(2019) 19:204

Expert opinion

Expert opinion

Narrative review
A literature search performed using
MEDLINE, Spanish journals, reference
lists, national databases, and European
and Spanish official documents

Expert opinion

Methods

Table 4 Characteristics of selected full-papers: expert opinion and narrative reviews (Continued)
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Aim

To present CAP in Belgium and
the Flemish association for CAP

To review the current system of
post-graduate training in
psychiatry in Ireland

To describe CAP training in France

To describe CAP in Germany

Study

Crommen, 2013 [43]

Skokauskas, 2013 [44]

Van Effenterre, 2013b [45]

Fegert et al., 2014 [46]

In Germany, CAP first became an independent
medical specialty in 1969.

- Training program is not national but depending
on universities and regions.

- 2 mandatory semesters in CAP for all trainees.

- One and only pathway for CAP and AP,
leading to a generalist title of psychiatrist.

- College of Psychiatry of Ireland: responsible
for the training of specialists in psychiatry.

- Programme content and structure well defined.

The current post-graduate training system aims
to be in line with best European and International
standards.
- Length of post-graduate training: at least
7 years
- Curriculum in two phases: Basic and Higher
Specialist Training.

No recognition of “child and adolescent
psychiatry” as a medical specialty by the
government in Belgium.

Training program currently being revised for
standardization with the UEMS.

- Both the biological and the psychodynamic
aspects of CAP are covered in the curriculum,
and basic psychotherapy courses are provided.

- Residents can also complete 1 year of
pediatrics or neurology.

- Residents must complete at least 1 year of
training in AP and at least 3 years of training
in CAP during the 5-year program.

The CAP training program consists of integrated
theoretical, clinical and research components.

- All the knowledge and the skills that should
be achieved are described as competencies
that are comprehensively assessed.
- Trainees have an increased liberty to fill in
their own preferences and tailor a training
scheme based on their personal interests.

with in-practice emphasis in three domains:
CAP, AP or old age psychiatry, after a
common trunk of general psychiatry.

Results (aggregated data) and
authors’ conclusion

NA

NA

NA

NA

Quality Score (/36)

(2019) 19:204

Expert opinion: ESCAP Communication

Expert opinion

Comment on the National
programme provided by the College
of Psychiatry of Ireland

Expert opinion

Methods

Table 4 Characteristics of selected full-papers: expert opinion and narrative reviews (Continued)
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To compare the different curricula
of post-graduate training in
psychiatry in Europe

To inform Greek psychiatrists and
psychiatric trainees aspiring to
emigrate in the UK. To describe
the structure of the UK psychiatric
training system and to compare
it with the equivalent system
in Greece

To describe CAP in Austria

A brief report about the state of
CAP in Slovenia

Mayer et al., 2014 [47]

Christodolou & Kasiakogia,
2015 [48]

Karwautz et al., 2015 [49]

Drobnic, 2016 [50]

Expert opinion: ESCAP Communication

Expert opinion: ESCAP Communication

Expert opinion

Narrative review of available
publications on post-graduate training
in psychiatry in Europe (Medline) +
systematic overview for published
postgraduate training curricula in
Spanish, French, English and German
(Goggle search) + e-mails sent to
representatives of different professional
medical societies

Methods

In 2002, Slovenia started the first formal training
in CAP.
The training lasts 5 years, including 3 years of
AP, 1.5 years of CAP, and 6 months of
paediatrics and developmental neurology.

In next curriculum: a 4-year phase of basic CAP
training followed by three six-month modules
focusing on specific topics like adolescent
psychiatry, developmental psychiatry, addiction
treatment or pediatric/psychosomatic medicine.

CAP specialty was established in 2007.
From 2015, the training requirements are
changing by law for all specialty fields.

- In-training exams in the UK Versus only an
exit exam in Greece
- 3-year higher training in UK.

- Pure psychiatric training in the UK Versus
neurological and medical modules in Greece.

Psychiatric training in the UK differs substantially
to Greece in both structure and process:

Google and personal contacts to representatives
of professional medical societies: access and
translation of original post-graduate curricula.
Substantial differences between post-graduate
training in the 6 European countries described
(Germany, the Netherlands, Sweden, Belgium,
France and UK): e.g. varying length, compulsory
subjects, exam during training or final exam.

Medline search: 6 papers.

The requirements for specialist training are
currently under review by the authorities.
Continuity of training is provided for and
controlled by the “Continuous Medical
Education System” (CME), according to which
all child and adolescent psychiatrists must fulfill
defined criteria for continuous field-related
training within a 5-year period.

Results (aggregated data) and
authors’ conclusion

NA

NA

NA

NA

Quality Score (/36)

(2019) 19:204

NA non available, UEMS CAP Union Européenne des Médecins Spécialistes section of Child and Adolescents Psychiatry, EFPT European Federation of Psychiatry Trainees, WHO World Health Organization, WPA World
Psychiatric Association, EBP European Board of Psychiatry, ECPC Early Career Psychiatrists Committee, CAP Child and Adolescent Psychiatry, AP Adult Psychiatry, ESCAP European Society of Child and Adolescents
Psychiatry, GAP General and Adult Psychiatry

Aim

Study

Table 4 Characteristics of selected full-papers: expert opinion and narrative reviews (Continued)
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Aim

To analyze the availability of types
of psychotherapy and the commitment
of psychiatry resident to psychotherapy
training. Comparison with data from 1988

To gain insights regarding current
CAP training within the member
countries of the EFPT

To assess Early Career Psychiatrists’
(ECPs) satisfaction with training and
self-confidence in different psychiatric
domains; availability of clinical
supervision and educational
opportunities during training

To investigate, from a trainee’s point
of view, the degree of compliance
of Greek training centres to EBP
recommendations

Study

Buftea et al., 2010 [51]

Barrett et al., 2011 [52]

Giacco et al., 2011 [53]

Kokras et al., 2011 [54]

Table 5 Characteristics of selected abstracts

Quasi-experimental (quantitative)
study: Survey
Training centers in psychiatry were
identified and trainees were invited
by e-mail to complete an on-line
survey in autumn 2010

- Most respondents (73%) were completely
or partially satisfied with provided training.

Online survey among European
ECPs. self-reported questionnaires
with multiple choice answers

- No auditing experience (90%) and no

NA

NA

NA

NA

Quality Score (/36)

(2019) 19:204

- Vast majority of Greek psychiatric trainees
do not have individualized training programs
(88%) and logbooks (99%).

Preliminary results from the first quarter of
the sample.

- 30% of ECPs were not assigned to a tutor
for clinical activities. - 67% did not receive
any psychotherapeutic supervision.

- Most problematic areas: forensic psychiatry
(68%), psychotherapy (63%) and CAP (57%).

Response rate: 194/ Unknown total
respondents from 34 European countries

Significant differences in CAP training
experiences across 27 respondent countries.

- Varying duration of training: 3 years (19.2%),
4 years (23.1%), 5 years (26.9%).

- Variable availability of training posts.

- In 40%, entry to CAP training occurred after
training in GAP.

- In 35% of countries, CAP training was
entirely separate from start of training.

- In many countries, CAP and GAP training
were not separate.

Response rate: 27 /32 (84.4%) respondent
countries.

- Even though training in psychotherapy has
been a compulsory topic in curricula since
2007, its availability is still restricted, due to
high costs, the need to self-finance the
training, organizational difficulties and low
number of training centers and trainers.

- Available types of psychotherapy: CBT,
positive psychotherapy, transactional
analysis, psychoanalysis, psychodrama,
hypnosis, existential psychotherapy.

Response rate: unknown respondents / 728
(81.8% psychiatry residents).
- Only 30.13% are involved in specific
psychotherapy training, comparing with
48.5% in 1998.

Results (aggregated data) and
authors’ conclusion

Quasi-experimental (quantitative)
study: Survey

Quasi-experimental (quantitative)
study: Survey
10-item questionnaire to trainee
representatives from 32 countries.

Quasi-experimental (quantitative)
study: Survey

Methods

Russet et al. BMC Medical Education
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To describe the opinion of Italian
ECPs about provided training

To ascertain if trainees had fulfilled
the Royal College of Psychiatrists’
psychotherapy training requirements,
models of psychotherapy available
and the availability of psychotherapy
qualifications among consultants
and senior registrars

Atti et al., 2012 [55]

Lee & Noonan, 2012 [56]

- No psychotherapy training was available
according to 16.3% of tutors.

A questionnaire was posted to all
registered tutors in the Republic
of Ireland

Conclusions: Current training requirements
are not being fulfilled. There are inadequate
resources and time to formalise training. It is
unlikely that the implementation of training
requirements by the new college will be
realisable without a review of
training delivery.

- 79.8% of tutors reported that there were
consultants and senior registrars with
qualifications in psychotherapy.

- Only 22.5% of tutors were aware of
trainees who had met college training
requirements in the previous two years.

Response rate: Unknown respondents / 62
(79%) registered college tutors.

- Though 46.4% of participants had supervision
within the training program (less than two
hours per week), the 87.4% sought help
from external psychotherapeutic training
programs.

- 45% of ECP complained that Psychotherapy
is a critical issue.

- ECP felt the most uncomfortable in
Forensic Psychiatry (62.5%), CAP (37.2%),
and Dual Diagnosis/Substance-Abuse
Related Disorders (33.9%).

Response rate: 244 respondents (216
last-year trainees and 8 recently qualified
psychiatrists).

EBP.

Still inadequate compliance to some of the
recommendations developed by the

- Structured theoretical training available to
the majority of trainees (94%).
- Only 25% are offered psychotherapeutic
supervision.

exposure to internal (90%) or external (93%)
evaluation.

Results (aggregated data) and
authors’ conclusion

Quasi-experimental (quantitative)
study: Survey

30-item questionnaire administered
to all the participants during 3 years
in a yearly training event for ECPs

Quasi-experimental (quantitative)
study: Survey

Methods

NA

NA

Quality Score (/36)

(2019) 19:204

UEMS CAP Union Européenne des Médecins Spécialistes section of Child and Adolescents Psychiatry, EFPT European Federation of Psychiatry Trainees, WHO World Health Organization, WPA World
Psychiatric Association, EBP European Board of Psychiatry, ECPC Early Career Psychiatrists Committee, CAP Child and Adolescent Psychiatry, AP Adult Psychiatry, ESCAP European Society of Child and
Adolescents Psychiatry, GAP General and Adult Psychiatry

Aim

Study
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Table 6 General Adult Psychiatry training in Europe – synthesis
of collected data

Table 6 General Adult Psychiatry training in Europe – synthesis
of collected data (Continued)

General Adult Psychiatry training

General Adult Psychiatry training

Number / number
of known data (%)

National standardized training program
Y

Addictions
19 / 24 (79%)

Quality control of the training program

Y
20 / 23 (87%)

Realized by
ministry of health or national
board

16 / 23 (70%)

regional or university

3 / 23 (13%)

both

1 / 23 (4%)

Program length (years)
3 / 34 (9%)

4≤≤ 6

26 / 34 (76%)

> 6

0 / 34

Contradictory

5 / 34 (15%)

Assessment
Presence
25 / 32 (78%)
during training
during training and final board
exam
final board exam

3 / 32 (9.5%)
19 / 32 (59%)
3 / 32 (9.5%)

N

1 / 32 (3%)

Contradictory

6 / 32 (19%)

supervisor only

10 / 28 (36%)

board commission

2 / 28 (7%)

WBA

4 / 28 (14%)

supervisor and board
commission

6 / 28 (21%)

supervisor and WBA

5 / 28 (18%)

supervisor, board commission
and WBA

1 / 28 (4%)

Logbook
23 / 28 (82%)

Consequences
Y

18 / 25 (72%)

Compulsory common trunk of fundamental knowledge (UEMS 2003)
General adult psychiatry
Y

28 / 28 (100%)

CAP, learning difficulties and mental handicap
Y

27 / 28 (96%)

Old age psychiatry
Y

18 / 26 (69%)

23 / 26 (88%)

Y

19 / 29 (66%)

N

7 / 29 (24%)

Contradictory

3 / 29 (10%)

Compulsory common trunk of skills (UEMS 2003)
In-patient psychiatry
27 / 27 (100%)

Out-patient psychiatry
Y

28 / 28 (100%)

Liaison and consultation psychiatry
Y

15 / 27 (55%)

N

11 / 27 (41%)

Contradictory

1 / 27 (4%)

Emergency psychiatry
Y

27 / 27 (100%)

Compulsory training
Neurology
Y

13 / 14 (93%)

Internal medicine
Y

Realized by

Y

28 / 29 (97%)

Psychotherapy

Y

< 4

Y

Y
Forensic psychiatry

Presence
Y

Number / number
of known data (%)

10 / 12 (83%)

Abbreviations: Y yes, N no, WBA workplace based assessment, UEMS Union
Européenne des Médecins Spécialistes

registered college tutors in Ireland just prior to the
College of Psychiatry of Ireland setting out
psychotherapy training requirements: 16% of tutors
reported that no psychotherapy training was available
for the trainees, and only 22.5% of tutors were aware of
trainees who had met college training requirements in
the previous two years.
* There were major variations in supervision during
speciality training, even within countries. Supervision
was compulsory in Estonia [23], Germany [23, 47],
Sweden [36, 47] and the UK [20]. It was optional in
France [31] and Greece [54]. Data were contradictory
for Italy: according to Oakley [23] it was compulsory
for all, but Atti [55] indicated this to be the case for
only 46% of trainees. Two types of supervision were
commonly reported: clinical supervision in Estonia
[23], Germany [23, 47], Sweden [36, 47], Greece [54],
Italy [23], UK [58]; and educational supervision in
Sweden [36, 47], UK [20] and Ireland [59]. Whatever

Russet et al. BMC Medical Education
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the type of supervision, access was not always
guaranteed for the trainees, evident in Italy [55] and
Greece [54].
* Data about research training were scarce. Trainees in
Belgium and the Netherlands were required to have at
least one publication in a peer-reviewed journal [47].
Research training was optional in both France [26] and
Portugal [30]. No scheduled time for research was
available in Denmark [34].
* Continuing Medical Education (CME) was reported
as mandatory in Germany [47], Hungary, Russia and
Slovakia [35], France [36], with regular compulsory recertification in Croatia [35], the Netherlands [47] and
Poland [35]. This was also the case in Czech Republic
but without specified sanctions in case of noncompliance [35]. CME was reported as optional in
Bulgaria [35]; No data regarding CME was found for
the other countries.
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involved theory and practice in 92% of countries. It
included CBT in 100% of countries and systemic and
psychodynamic therapies in respectively 81 and 86%. It
was mandatory in 41% of countries.
Supervision was available in 93% of countries. As
regards the types of supervision, trainees had access to
independent educational supervision in only 44% of
countries. No data were found for other types (e.g.
clinical supervision). Frequency of supervision varied
between countries: it occurred weekly in 19/28 (68%)
countries, or alternatively daily or every few months
[29]. Research experience was not compulsory in 58% of
the countries.
Finally, assessment methods varied widely, with oral
exams in 19/28 (68%), workplace assessments in 16/28
(57%) and written exams in 12/28 (43%) countries [29].
Compared with GAP, no data about CME was available,
except for Germany [46].

Child and adolescent psychiatry (CAP)

Transition in GAP and CAP programmes

Available data for CAP in each European country are
summarized in Table 7 (detailed in Additional file 4:
Table S5 and Additional file 5: Table S6). When aggregated data (not specifically detailed for each country) are
reported in the text here below, the reference of the corresponding paper is provided.
CAP and GAP training were delivered separately at
the start of training in more than half of the European
countries; yet for a further 21% of countries, this
relationship could not be precisely determined due to
contradictory data available (Czech Republic, Estonia,
Latvia and UK) (Additional file 4: Table S5) or because
the term “separate” is not defined in the available literature. The case of Spain is particular: CAP and GAP are
now separated according to the Law but this separation
has not been implemented yet, leading to still one
common training [33].
Out of the 27 countries for which data was provided,
85 % of European countries had a standardized CAP
theoretical program. However, fully implemented
national training standards were identified in only
34% of countries. The total length of training required for becoming a CAP specialist ranged from 4
to 6 years for 73% of countries, including a period
between 2 and 4 years dedicated specifically to CAP
for 66% of these countries.
In CAP training, the mean duration of compulsory
time spent in CAP and Adult Psychiatry (AP) placements was 38 months and 13 months, respectively [23].
Training and experience in child neurology, paediatrics
and neurology were required in 42, 64 and 59% of
countries, respectively, but content and duration were
rarely specified for these topics. More details were available concerning psychotherapy. Training in psychotherapy

Only two countries mentioned transition in their programmes: UK and Ireland. However, no specific mention
was found in the GAP section: either for Ireland, or for
UK in the Curriculum for Specialist Training in General
Psychiatry [58] or in the Curriculum for the Core
Training [60]. Transition was only addressed in CAP
programmes. In the UK, it was mentioned in the
Curriculum for Specialist Training in CAP (ST4–6/
Higher training) [61]. In the mandatory part of the
training, it was briefly referred to in connection with
assessing and managing main clinical diagnoses in
adolescence and future outcomes, and working in
collaboration with children/young people and families
and appropriate teams. The skills section was more
specific and outlined a practical step to be taken
when facilitating transitioning care from CAMHS, i.e.
preparing transition plans taking account of local
protocols. An optional learning objective linked with
transition was also available, providing more details
regarding various aspects of transition. In Ireland,
transition was mentioned briefly in the CAP section
of the Curriculum for basic and higher specialist
training in psychiatry [59], advising that Case Based
Discussion should be applied when managing transition of an adolescent to an adult mental health
service.

Discussion
The aim of this review was to determine current training
programmes in General Adult Psychiatry and Child and
Adolescent Psychiatry across Europe and to assess if and
how transition as a topic is incorporated in the training
curricula of these disciplines. A systematic review was
conducted and provided 45 documents.
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Table 7 Child and Adolescent psychiatry training in Europe –
synthesis of collected data

Table 7 Child and Adolescent psychiatry training in Europe –
synthesis of collected data (Continued)

Child and Adolescent Psychiatry training

Child and Adolescent Psychiatry training

Number / number of known data (%)

Separate training of CAP and GAP
Y

Number / number of known data (%)

General adult psychiatry training
21 / 33 (64%)

from start of training

18 / 33 (55%)

after common trunk with GAP

3 / 33 (9%)

Y

28 / 31 (91%)
mandatory

26 / 31 (83%)

optional

2 / 31 (6%)

N

5 / 33 (15%)

N

1 / 31 (3%)

Contradictory or not specified

7 / 33 (21%)

Contradictory

2 / 31 (6%)

Is CAP a monospecialty / separate specialty?
Y

Child neurology training
24 / 34 (71%)

Y

National training standards
Y

21 / 31 (68)
mandatory

13 / 31 (42%)
8 / 31 (26%)

26 / 29 (90%)

optional

fully implemented

10 / 29 (34%)

Not neededa

implemented in part

15 / 29 (52%)

not implemented

1 / 29 (4%)

Y

Is there a CAP theoretical program?
Y
with standardized content
without standardized content

10 / 31 (32%)

Paediatric experience
21 / 33 (64%)
mandatory

14 / 33 (43%)

23 / 27 (85%)

optional

3 / 33 (9%)

10 / 27 (37%)

not specified
a

4 / 33 (12%)

13 / 27 (48%)

Not needed

7 / 33 (21%)

N

3 / 27 (11%)

Contradictory

5 / 33 (15%)

Contradictory

1 / 27 (4%)

Program length (total minimum after medical school to be a CAP specialist, in years)

Neurology experience
Y

16 / 27 (59%)

< 4

3 / 34 (9%)

mandatory

4 / 16 (25%)

4≤≤ 6

25 / 34 (73%)

optional

2 / 16 (12.5%)

> 6

4 / 34 (12%)

not specified

10 / 16 (62.5%)

Contradictory

2 / 34 (6%)

Minimum duration specifically dedicated to CAP during this program (years)

N

10 / 27 (37%)

Contradictory

1 / 27 (4%)

< 2

2 / 33 (6%)

2≤< 3

10 / 33 (30%)

3≤< 4

12 / 33 (36%)

≥4

4 / 33 (12%)

mandatory

14 / 34 (41%)

Contradictory

5 / 33 (15%)

optional

6 / 34 (18%)

Psychotherapy training
Presence
Y

20 / 34 (59%)

a

Supervision

Not needed

7 / 34 (20.5%)

Access to formal supervision

25 / 27 (93%)

Contradictory

7 / 34 (20.5%)

Independent educational supervision

12 / 27 (44%)

Program structure

Assessment
Logbook

22 / 31 (71%)

Examination to be a trainee in CAP

12 / 30 (40%)

Examination to finish the training in CAP

22 / 34 (65%)

5 / 27 (18%)

12 ≤ ≤ 24

11 / 27 (41%)

> 24

10 / 27 (37%)

Contradictory

1 / 27 (4%)

Duration of outpatient experience (months)
< 12

8 / 27 (30%)

12 ≤ ≤ 24

11 / 27 (41%)

> 24

7 / 27 (26%)

Contradictory

1 / 27 (4%)

24 / 26 (92%)

Theoretical only

4 / 26 (8%)

Type

Duration of inpatient experience (months)
< 12

Theoretical & practical

CBT

21 / 21 (100%)

systemic

17 / 21 (81%)

psychodynamic

18 / 21 (86%)

other

5 / 21 (24%)

Is research experience compulsory?
Y

6 / 33 (18%)

N

19 / 33 (58%)

Contradictory

8 / 33 (24%)

Abbreviations: Y yes, N no, CAP child and adolescent psychiatry, GAP general
adult psychiatry, CBT cognitive behavioural therapy
a
: may correspond to ‘no’ or ‘yes optional’
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Current GAP and CAP training in Europe: the issue of
harmonization

A key objective of the European Economic Community
is to allow the free movement of professionals
(Treaty of Rome, 1957). Hence, one of the major challenges
concerning psychiatry in Europe has been the
harmonization of training and certification requirements. Various professional organizations have been
working for 20 years on recommendations to harmonize
an optimal quality of national psychiatry training
programs in Europe [62, 63].
According to data collected through our review, this
harmonization has reached a significant level on several
aspects of both GAP and CAP trainings: national programs, program length (in the average range of 4–6 years
for about 3/4 of countries), mandatory GAP training in
CAP and mandatory CAP training in GAP. For GAP
training in particular, quality control of the training
programs implementation is reported in most countries.
For CAP, supervision in general is widely accessible in
the vast majority of countries.
However, harmonization is still to be achieved on
several other aspects. Most importantly, in both CAP and
GAP trainings, differences between the stated national
programmes and the lived experience of trainees are
reported, suggesting substantial variations at a local level
[20, 29, 63]. For both, there is still no final board exam in
1/3 of countries and no mandatory training in psychotherapy in 1/3 or even more for CAP. As regards data
available for GAP more specifically, crucial aspects of the
compulsory common trunk of knowledge and skills
defined by UEMS [13] like old age psychiatry or
liaison and consultation psychiatry are still not
mandatory (respectively, in 31 and 41% of countries)1,2.
In terms of examination and assessment methods, there is
still no consequence in case of failed assessment in 28% of
countries. Concerning assessment methods in particular, a
most interesting evolution is taking place but is still restricted to a few countries like UK [64] or the Netherlands
[42]: a shift from a system based only on participation of
the trainee towards a “competence-based training” model
where trainees are much more responsible and skills are
central. Finally, very scarce data about CME show that few
countries keep a register or set minimum standards [65]
and that there are important variations in modalities
[35, 36, 47]. For CAP, available data show
harmonization is not yet realised regarding the access to an independent educational supervision.
As a major manifestation of this harmonization still to
be achieved, we delineated 3 coexisting models of
training and practice of GAP and CAP in Europe (Fig. 2).
In the first model, psychiatry is a general speciality, with
possible subspecialties that are not mandatory. Trainees
are provided with a generalist education and receive a
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general diploma of “psychiatrists”. This model was
identified only in 5/33 countries (15%)3, among which
Spain was included since the separation of GAP and CAP
has not been implemented in the training programmes yet
[33]. In the second model, psychiatry is divided into totally
independent specialties (e.g. CAP, AP, forensic, addictions,
old age, etc). Trainees are provided with a separate
specialized training from the start after medical studies,
with completely different programs. This model is
common and prevalent in 18/33 countries (55%)4.
Finally, 5/33 countries (15%)5 countries used a third
model, where trainees were provided with a common
specialist psychiatry core program followed by further
specialization – this often led to longer total training
periods. Five remaining countries (15%)6 could not be
classified, due to unclear or contradictory data.

Transition as a topic in training of CAP and GAP in Europe

This review identified only two countries where this
topic appeared in the curricula. In Ireland and the UK,
transition has recently become a mandatory topic, but it
is only covered briefly in the training documentation (in
the UK, however, an elective course provides also more
detailed training). Furthermore, transition is only
addressed in CAP training, with no mention of it in GAP
training. Likewise, training in transition has been newly
identified by the UEMS as part of the goals that should be
acquired by trainees, but this is limited to CAP in the
interim [66, 67]. It is important to note that both Ireland
and the UK fall into the third model, which involves long
periods in training and possibly allows for varied topics to
be covered, including transition as a topic.
Outside Europe, authors from Australia, Canada and
the United States (US) have identified difficulties in
access to care and coordinated services for youth with
mental health conditions [68–71]. Training in transitional care has also been identified as a strategy to aid
continuity of care and support for different domains of
functioning in young people with mental health conditions. Cross-training about transition in mental health
where adult and child case managers are trained
together has been documented in 19 out of 50 states
in the US [72] and a systems of care guidelines for
transition-aged youth has been provided [73].
Within the MILESTONE-project training material
about transition in mental health conditions will be
delivered. These training modules are intended for
health care professionals, stake-holders and for the
general public and will be made available on the project
website: www.milestone-transitionstudy.eu. In France, a
specific training module has recently been added in the
revised mandatory national curriculum of trainees in
psychiatry https://sides.uness.fr/.

Russet et al. BMC Medical Education

(2019) 19:204

Page 22 of 27

Fig. 2 Mapping of 3 coexisting models of training and practice of GAP and CAP in Europe

Facilitators and/or barriers to transition in training - avenues

Relationships between GAP and CAP are a crucial issue
in the transition process, both in terms of the experience
that professionals have of the other discipline and in
terms of common knowledge allowing a better dialogue
and collaboration. Data collected in this review are
reassuring from this point of view: 83% (26/31) of CAP
training programs required a compulsory period of
training in GAP and 96% (27/28) of GAP training
programs required a compulsory period of training in
CAP (Tables 6 and 7). However, the real length of
exposure to the other discipline and content of

training is variable and should be specifically explored
in further studies.
Crucial structural differences in training models
should be taken into account, as they probably have an
impact on the relationships between both specialities.
Thus, the monospeciality type of training (model 2) may
significantly reduce the training in CAP for those who
choose GAP specialty, and vice versa. Separate training
pathways with no common basis, and often with no
training provided in the other speciality (e.g. Germany),
may contribute to a fragmented understanding of, and
less experience in developmental psychopathology.
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While adolescence is a crucial period in the emergence of
psychopathology and onset of disorders, trainees undergoing GAP training in this model may end up with a lack of
knowledge and understanding of developmental psychopathology. The generalist type of training (model 1)
and the common core program with further mandatory
specialization (model 3) appear to better guarantee a more
balanced experience in both specialities during the whole
postgraduate training. These two models may also guarantee a better cooperation between child and adult psychiatrists when young service users face transition. The
generalist training should, nevertheless, be long enough to
allow a real core training in which CAP occupies a significant part of the curriculum. In its publications, the
MILESTONE group have started examining the influence
of the different training models on the transition outcome
of young people in the MILESTONE study, combining
European mapping data of child and adolescent mental
health services with data on training models [74].
How can training programs ensure improved quality of
transition?

First, in order to improve the quality of care in transition, both CAP and AP training programs should definitely start including transition as a mandatory subject.
This is the direction currently followed by professional
organizations: the two corresponding sections of UEMS
have recently been involved in discussions regarding
transition and a joint working group has been set up
to look at transition from child to adult services [66,
74]. Fegert et al. (2017) mention “transition psychiatry” as a topic to be established both in training
and continuous medical education, to compensate for
a missing expertise [67, 75].
Second, the content of training must be reviewed. A
structured and evidence-based training to transition, related to skills, should be provided as a priority. The
TRACK study [1] suggested four major criteria for an
optimal transition in mental health care, which could act
as a starting point for training in transition: 1) ‘Continuity of care’, 2) ‘Period of parallel care (relational
continuity)’, i.e. a period of joint working where the
service user is involved with both CAMHS and
AMHS; 3) ‘Transition planning meetings’ (cross-boundary
and team continuity)’, i.e. at least one meeting
discussing the transition from CAMHS to AMHS,
involving the service user and/or carer and key
professionals, prior to the handover of care from
CAMHS to AMHS; 4) ‘Optimal information transfer
(information continuity)’, i.e. referral letter, summary
of CAMHS contact, any or all CAMHS notes and a
contemporary risk assessment.
Beyond the transition as a topic in itself, developing
other specific related topics is also crucial: 1) promoting
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a life span concept of the patient, like in the USA where
training about child and adult development is available
during the core training [36]; 2) extending this developmental approach particularly in GAP training [8, 76, 77],
giving trainees mandatory experience across ages [64].
This is particularly needed for neurodevelopmental
disorders like Attention-Deficit Hyperactivity Disorder
[78] or Autism Spectrum Disorder, which are now well
known to go on far beyond childhood and adolescence.
3) The specific needs and issues of adolescents and
young adults should also be emphasized, as has already
been done for the elderly in many countries (without
necessarily making it a specialty in itself ). The care for
young people should be more comprehensive, or
far-reaching, and take into account potential school
problems, autonomy, support and involvement of parents, professional involvement, all of which necessitate
collaboration between professionals and developing partnerships. For many years now, somatic medicine has
emphasised this necessary focus on adolescents and their
specific needs [7, 9, 77, 79]. A position paper about transitional care in adolescents with chronic conditions
published by the Society of Adolescent Medicine has
identified environmental support, decision-making and
consent, family support and professional sensitivity to
psychosocial issues as key factors for a successful transition [80]. Therefore, training in transition care should
not only be a symptoms-based approach but a comprehensive developmental approach. Health providers in
both paediatric and adult settings should be trained in
shared case management. Contents of training should
include the development of decision-making skills in
adolescents during the transition process as well as
family support because some parents will need the help
of health providers to adjust to the changing needs of
their children. In a study about parent perspectives,
family members of young people with mental health
conditions requested service providers to consider them
as resources and potential collaborators in supporting
young people in transition to live successful lives in the
community [81].
Third, what is the best timing and manner for delivering training on transition and other relevant topics?
A minimum mandatory content regarding transition
should be included in training (in theoretical courses or
in case studies). CME could be another opportunity for
training in transition, provided that relevant modules are
available. Developing a CME training programme in
transition is one of the objectives of the MILESTONE
Project. Joint training events between CAMHS and
AMHS professionals could also be an avenue, particularly because they have been shown to improve
working relationships and create opportunities for
collaborative work [82–84].
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Limitations

As regards the critical analysis of papers selected in our
systematic review, several aspects should be taken into
account when considering the results. Half of the references were expert papers, narrative reviews and other
documents of the grey literature. Therefore, our review
suffers from limitations usually related to the very nature
of these documents (e.g. non-representative samples of
studies, lack of quality appraisal, and multiple citation
bias). The formal quality appraisal of the quantitative
studies yielded low scores in sampling and data analysis
as well as in ethics/bias assessment. Transferability/
generalizability was questionable due to the type of data
collection. Indeed, trainees were the only source of
information in a majority of the studies (17/22, 77%).
This participant selection may have impacted the quality
of the reported information because trainees may not be
aware of every aspects of the official curricula and may
rely on limited experience within their own training centres. Our review also suffers from database and language
biases because certain national journals may have been
underrepresented in the databases we used and because
of exclusion of a limited amount of studies in other
languages that English or Spanish.
Some data were not available for all countries, making
comparisons difficult when exploring the harmonization
process. In addition, the number of references on CAP
and GAP training varied widely between countries, from
one to more than six references per discipline and
country. Most countries (68% for CAP and 86% for
GAP) had between two to five references per discipline (Additional file 2: Table S3, Additional file 3:
Table S4, Additional file 4: Table S5 and Additional
file 5: Table S6). More specifically, scarce (information obtained for < 5/19 items) or no data was available for 9/351
countries regarding GAP, and for 6/352 countries regarding CAP. Some essential issues were poorly covered:
minimum length of training in psychotherapy, research,
exact content of theoretical education, time dedicated to
the different disciplines, continuing medical education.
Contradictory data were found in 5/19 items for GAP
training and 10/19 items for CAP training (e.g. duration
of GAP training in France was six years according to
Kuzman [28] and four years according to Mayer [47]).
This was particularly significant (with more than 10% of
contradictory data) for program length (GAP and CAP
training), assessment, and mandatory psychotherapy
(GAP training), separate GAP and CAP training, paediatric experience, and psychotherapy training (CAP training)
(Additional file 2: Table S3, Additional file 3: Table S4,
Additional file 4: Table S5 and Additional file 5: Table S6).
Lack of precise definitions of terms used in questionnaires
may have contributed to this, leading to unclear or
imprecise questions and/or answers (e.g. what is
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meant by the word “speciality”, or “separate training”).
Another limitation is that the degree of implementation of national programs was not measurable, as
this aspect were not systematically analysed at both
national and local levels.
Finally, this review focusses on psychiatry but it must
be kept in mind that other mental health disciplines are
also involved in transition (i.e. psychologists, behavioural
therapists and psychotherapists, psychiatric nurses,
paediatricians). The training of professionals in these
disciplines should be explored in relation with transition as well.
Strengths

Our systematic review of literature aimed at minimizing
bias and reducing subjectivity by usage of inclusion/exclusion criteria and of a formal quality appraisal. Interpretation bias was also limited by the different background of
the researchers. Among the twenty-three questionnairebased surveys (abstracts and full text altogether)
seventeen reported response rates (Tables 3, 4 and 5),
most of which can be considered good: between 60
and 80% in 6/16 (37%) surveys and equal or more
than 80% in 7/16 (44%).

Conclusion
To the best of our knowledge, this is the first systematic
review on General Adult Psychiatry and Child and
Adolescent Psychiatry training in Europe. It is also the
first to focus on transition as a topic in training programs.
Three coexisting models of training in GAP and CAP
across Europe have been identified, indicative of a
harmonization still in progress. As these three models do
not allow the same level of collaboration between GAP
and CAP professionals, it is a possible barrier to a good
quality or smooth transition. Future studies on the
content, quality and experience of training should focus
on including all key stakeholders involved in psychiatry
programs (i.e. not only trainees, but also early career
psychiatrists, professors and representatives of national
professional organisations). Although probably a crucial
element for ensuring optimal transition of mental health
service users, transition as a topic in training is only
beginning to be considered. We have suggested several
avenues to foster this trend. The increasing common
reflection between both specialities and sub-specialities is
a promising move towards further positive developments.
Endnotes
1
Albania,
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Luxembourg,
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