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EXECUTIVE SUMMARY 
 
 
This report examines the current state of adolescent medicine fellowship programs -- including the 
supply and recruitment of fellows; the nature and content of clinical, research, and leadership 
training; and the institutional and financial challenges facing training programs today -- and offers 
recommendations for building the field.  The report is based on findings from the first comprehensive 
national survey of adolescent medicine fellowship program directors, conducted in the spring of 2007 
by Incenter Strategies. The document also presents selected findings from two other Incenter 
Strategies’ surveys conducted in 2007: one of pediatric residency program directors and the other of 
adolescent medicine faculty responsible for the one-month pediatric residency rotation. In addition, 
the report presents findings from key informant interviews and an extensive literature review.   
 
 
Supply and Recruitment 
  
Since adolescent medicine has become a board-certified subspecialty, requiring three years of 
training, the number of fellows entering training has not increased, and most of those who have 
received certification qualified on the basis of shorter alternative pathways. Correspondingly, fewer 
fellowship programs exist now than did prior to board certification, with only 24 ACGME-accredited 
programs actively operating at the time of our survey. Moreover, a third of approved ACGME 
positions remain unfilled. There are many factors deterring residents from seeking training in 
adolescent medicine.  A key deterrent, however, is the perceived low salary potential of physicians in 
this subspecialty combined with the burden of deferred student loans.   
 
 
The Training Experience 
 
Clinical Training: In the primary care and general adolescent clinics where clinical training takes 
place, fellows' experience varies significantly depending on the characteristics of the patient 
population and clinic operation. In addition, the mix of health professionals represented on clinic staff 
affects the range of services provided and related training opportunities.     
 
Fellows are expected to spend substantial time in diverse types of clinical settings in order to gain a 
breadth of experience. Yet the variability across programs is dramatic, with the required number of 
training sites ranging from three to 14.      
 
With respect to fellows' exposure to clinical faculty, most fellows receive instruction from a range  
of appropriate professionals. Nevertheless, a substantial number report that they need more 
obstetricians/gynecologists, psychiatrists and other mental health professionals, and even adolescent 
medicine specialists involved in training. 
  
Interdisciplinary Care Training: Consistent with the interdisciplinary origins of the adolescent 
medicine specialty, about three quarters of fellowship programs place a high priority on 
interdisciplinary training, and most training programs make a strong effort to teach fellows about 
interdisciplinary care. Not all programs, however, provide the same breadth of training opportunities.   
 
Research Training: All fellowship program directors rank research training as a high priority.  
Although a broad array of research areas were identified in which adolescent medicine fellows are 
involved, most often STDs and HIV/AIDS are the studied subjects. Research opportunities in other 
areas, including depression, adolescent pregnancy, contraception, and substance abuse, are more 
limited.   
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Leadership Training: The majority of adolescent medicine fellowship directors (80%) place a high 
emphasis on leadership training and offer fellows various opportunities in clinical supervision, 
community and health professional education, advocacy, planning, and technical assistance.  
Fellows less often receive training in budgeting, business principles, and preparing or delivering 
testimony.     
 
 
Factors Affecting Fellowship Training 
 
Institutional: Various institutional factors negatively affect adolescent medicine fellowship training.  
Fully three-quarters of program directors think that the teaching burden for training pediatric residents 
is insufficiently compensated by their institutions. Many program directors also think that the low 
priority that hospital administration places on adolescent medicine compared to other subspecialties 
adversely affects them.  Fellowship directors also note that research opportunities are impeded by 
inadequate staff support for grant writing, and many view the hospital structure and departmental 
organization as an obstacle to the provision of interdisciplinary care and training. 
 
Financial: While some adolescent medicine fellowship programs are able to meet necessary 
expenses, more than half of program directors report that they are experiencing a deficit. Seventy 
percent of program directors expected the financial situation to remain unchanged in the coming 
year, with a quarter anticipating a worsening situation.   
   
Adolescent medicine fellowship programs rely on multiple sources of funding, with no consistent 
pattern across all programs.  Hospital, departmental, and institutional funding, which includes GME, is 
the mostly commonly cited source of financial support.  Clinical revenue is the next most commonly 
reported source, but low reimbursement and high rates of uninsurance negatively affect the 
programs’ ability to train fellows and deliver comprehensive care.  
     
Research and training grants, an important source of funding for a small proportion of fellowship 
programs, have become highly competitive. Almost three-quarters of fellowship program directors view 
the lack of public funding for adolescent medicine research as an obstacle to training. 
  
 
Conclusions 
 
The field of adolescent medicine faces a number of pressing challenges related to fellowship training, 
particularly in the areas of supply and recruitment, program structure and content, and financial 
support.  Effectively addressing these challenges requires a reconsideration of the fundamental 
goals and needs of adolescent medicine training as well as targeted action to reinvigorate the field. 
The following are some initial steps to consider.  
 
Rethinking Fellowship Training 
 

 The Society for Adolescent Medicine needs to clearly articulate the purpose of the adolescent 
medicine subspecialty, defining its scope of practice and unique areas of expertise.  A better 
understanding of the subspecialty’s role in clinical care, residency training, and scholarly 
activities will help to determine the number of programs and fellows needed and also the 
nature and content of the required fellowship experience. 

 
 New post-residency training options are needed to achieve improvements in the care of 

adolescents. A commission, involving the key medical organizations in adolescent health, 
should be established to examine shorter training pathways that would focus primarily on 
enhancing clinical skills.  
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Building the Field 
 

 A new, multi-strategy national recruitment campaign should be initiated to attract primary care 
residents into adolescent medicine.     

 
 Public and private loan and scholarship opportunities should be increased for adolescent 

medicine fellows and those seeking shorter training options.  In addition, leaders in the field 
should advocate for priority funding for adolescent medicine research under several NIH 
programs. 

 
 An adolescent medicine research network, like the research networks developed in other 

pediatric subspecialties, should be created to guide the development of a cohesive plan for 
adolescent health research in the future. 

 
 Adolescent medicine faculty in fellowship and residency programs should take a leadership role 

within their academic medical centers by establishing an organization or committee of faculty 
from various disciplines involved in the care of adolescents to build institutional support and 
improve clinical care and related research.  

 
 Additional funding should be made available for leadership training through LEAH to expand 

the number of eligible training programs and the size of the grants. 
  

  
Adolescent medicine, a field dedicated to helping young people grow and thrive, is at a crucial 
turning point in its own development. Through the kinds of decisions made and actions taken in the 
near term, the field will determine its own future.   
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I. BACKGROUND 

 

When adolescent medicine was approved as a board-certified subspecialty in 1991, the purpose 

was to produce specialists equipped to provide complex clinical care, conduct research, and serve as 

teachers, consultants, and leaders in the field. Given the vast amount of new research on adolescent 

health that had emerged over the preceding 30 years, existing training programs for physicians 

wanting to concentrate exclusively on adolescent health care appeared inadequate.1 The research 

emphasized that adolescence is a unique developmental period, with numerous biologic, 

psychological, and social factors interacting with and influencing health.  It also underscored the 

need for more comprehensive and scientifically based approaches to adolescent care, as well as a 

better understanding of disease processes and effective prevention and intervention. Approval of 

adolescent medicine as a pediatric subspecialty by the American Board of Medical Specialties 

(ABMS) was a formal recognition of the science and specialization of adolescent medicine and of the 

advances in knowledge achieved through several decades of adolescent health research. 2 

 
The Case for Certification 
 

Adolescent medicine was meant to incorporate knowledge from a variety of other medical 

specialties as well as other health professions, and the American Board of Pediatrics’ (ABP) proposal 

made the case that the ability to integrate these diverse biopsychosocial elements made adolescent 

medicine distinct as a subspecialty.3 The approved proposal stipulated that subspecialty certification 

would improve the quality of adolescent health care by producing subspecialists who would provide 

care to adolescents with “complex biopsychosocial problems” and also by training primary care 

physicians to provide general adolescent care.  In addition, the petition argued that a three-year 

fellowship training program would equip fellows to provide care in such subspecialty areas as 

endocrinology, sexually transmitted diseases, adolescent psychiatry, adolescent obstetrical and 

gynecologic disorders, and behavioral disturbances of adolescence, while also gaining skills to 

conduct further research in the field. 

 

Proponents also anticipated that subspecialty certification would confer additional benefits to the 

specialty, as was occurring in other areas of pediatrics.4 Supporters of board certification hoped that 

formal recognition would grant the well-established and growing field of adolescent medicine the 

respect and credibility it deserved. They hoped also that certification would attract more clinicians, 

teachers, and researchers to the field.5 Proponents also anticipated that certification would enhance 

adolescent medicine's visibility within pediatric departments and facilitate the development of stronger 

medical school and residency training programs.6, 7 They further believed that certification would help 

to ensure that adolescent medicine specialists received adequate reimbursement from insurers and 

other payment plans.8 
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From its inception, adolescent medicine has aimed to be an interdisciplinary field of study, 

reflecting the complex, interrelated health care needs of adolescents. Dr. J. Roswell Gallagher, 

founder of the first adolescent health clinic in the United States in 1951, emphasized the importance 

of providing holistic, interdisciplinary care and utilized a coordinated team of health professionals, 

including medical consultants, social workers, guidance counselors, and others to address 

adolescents’ diverse health care needs.9  Although initially comprised only of physicians, the Society 

for Adolescent Medicine (SAM), formed in 1968 as a physicians' association, has grown increasingly 

interdisciplinary, and a large proportion of research generated by SAM members has been conducted 

by nurses, psychologists, and other health professionals.10  Most importantly, the adolescent 

medicine training program guidelines included with the initial application for board certification made 

explicit this long-held interdisciplinary goal, stating that programs should include participation from a 

variety of disciplines, including obstetrics-gynecology, psychiatry, nursing, social work, psychology, 

nutrition, education, and public health.11 

 

At the time that board certification was sought by the ABP, adolescent medicine training 

programs varied from one another in duration and content, but  generally lacked the rigorous 

research focus of other pediatric fellowship programs.  The majority of the approximately 45 programs 

offering post-residency training in adolescent medicine devoted equal time to clinical care and 

academic activities such as research, teaching, or program administration. None of the programs, 

however, required three years of training. About half required two years and 20% required just one 

year, with the remainder offering a one- or two-year option. Only three programs offered an elective 

third year of training.12 Compared with today, there were significantly more openings for new fellows, 

with 120 positions available and approximately 40 fellows completing training each year.13 

 
Competing Points of View 
 

Many in the discipline were satisfied with this training situation and opposed the push for board 

certification. Opponents voiced concerns that board certification could negatively impact the 

interdisciplinary nature of the field, and that certification through the ABP would diminish the role of 

internal medicine and family medicine physicians who could not be board-certified.14 This might well 

have occurred had not the American Board of Internal Medicine in 1992 and the American Board of 

Family Medicine in 2000 obtained approval for board certification of adolescent medicine as a 

specialty.15 In addition, many felt that requiring three years of training would dissuade physicians from 

pursuing training, especially since adolescent medicine did not offer the same level of compensation 

or status as other pediatric subspecialties.16, 17 
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Some of the opposition to certification stemmed from an overall objection to specialization, 

grounded in the belief that it would dilute the primary certificate of pediatricians. Opponents also 

argued that specialization was one of the reasons that adolescent health care was fragmented and 

inaccessible in the first place.18 

 
Adolescent Medicine Fellowship Training at a Crossroads 
 

Now, 11 years after the first board examination for adolescent medicine fellows completing the 

required three-year training program,19 and 17 years after the approval of adolescent medicine as a 

certified subspecialty, the field enjoys a higher level of respect and has been able to maintain its 

interdisciplinary focus. However, the number of physicians entering adolescent medicine fellowships 

has not increased, and opinions about appropriate directions for training echo earlier debates. 

 

Between 1995, when the ABP first began collecting workforce 

data on adolescent medicine fellows, and 2001, the total number 

of first-year fellows in accredited programs increased slightly, from 

23 to 28 (Table1). Since 2001, however, the number of entering 

fellows has fluctuated, dropping to 19 in 2005, and only reaching 

24 in 2007.20, 21, 22  This general downturn occurred even though 

board certification is available not only to pediatricians but, after 

just two years of fellowship training, to internists and family 

physicians as well. Correspondingly, the number of adolescent 

medicine training programs has plummeted. As of spring of 2007, 

only 26 programs were accredited, of which two were not yet 

active.23 

 

Many in the field are beginning to voice concerns about the 

future of adolescent medicine and the subspecialty's ability to 

meet the needs in clinical care, teaching, and research. Questions are being raised about the primary 

purpose of the subspecialty, the appropriate length and content of training, the financial viability of 

adolescent medicine practice, and, of course, successful strategies for recruiting fellows. In order to 

sustain this important subspecialty, it seems that the time is right to re-examine adolescent medicine 

fellowship training. 

 

While some programs are able to achieve the high goals set for fellowship training, our recent 

survey of active adolescent medicine fellowship program directors found great variability among 

fellowship programs in their capacity to provide comprehensive training in interdisciplinary care, 

research and scholarly activities, and leadership skills. Some programs appear to be doing well on 
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most training fronts, able to fill all available positions and to provide a balanced training experience. 

Others have difficulty maintaining optimal staffing, are unable to provide a broad range of research 

and leadership experiences, and often cannot fill all available slots. Of course, many programs fall 

somewhere in the middle, demonstrating both significant strengths and challenges. 

 

Much of the variability among programs is likely due to the many financial and institutional barriers 

that affect programs' ability to provide services to adolescents and training opportunities to fellows. 

Funding for graduate medical education is limited, particularly for subspecialty training programs, and 

programs often rely on multiple or unstable funding sources. Clinical revenue is reportedly a prevalent 

source of funding, and low reimbursement for adolescent health services contributes to financial 

problems. In addition, many programs report a lack of institutional and departmental support for 

adolescent medicine, a shortcoming similar to that expressed prior to board certification. These 

barriers impact all aspects of training: clinical, interdisciplinary, research, and leadership. 

 

The Purpose of This Report 
 

This report examines the current state of adolescent medicine fellowship programs, including the 

supply and recruitment of fellows; the nature and content of clinical, research, and leadership 

training; and the institutional and financial challenges facing adolescent medicine training programs 

today. It also provides some recommendations for strengthening recruitment and building the field of 

adolescent medicine. 

 

The report is based on findings from an extensive literature review, key informant interviews, and 

a new comprehensive survey of adolescent medicine fellowship program directors. The survey, which 

achieved an 88% response rate, providing information on 21 of the 24 active fellowship programs,  

was conducted by Incenter Strategies in the spring of 2007. (See the Appendix for a detailed 

discussion of the methodology.) Also included are selected findings from two other recent Incenter 

Strategies’ surveys conducted in the summer of 2007: one of pediatric residency program directors  

(78% response rate) and the other of adolescent medicine faculty responsible for the one-month 

pediatric residency rotation (76% response rate). 
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II.  SUPPLY AND RECRUITMENT OF ADOLESCENT MEDICINE FELLOWS 

 

In contrast to the recent growth in other pediatric subspecialties, the number of fellows entering 

adolescent medicine has not increased since the field became a board-certified subspecialty in 1991.  

As noted above, many fewer fellowship programs exist now than did prior to board certification, with 

only 24 ACGME-accredited programs actively operating compared to approximately 45 before 

accreditation.  Moreover, a third of the 95 approved ACGME positions at these programs remain 

unfilled.24  We found that even though most programs train two or three fellows each, about a quarter 

train only one fellow.  Across the 21 programs, over half have unfilled positions.  In addition, as many 

as 40% of adolescent medicine fellowship program directors indicated that the number of fellows in 

their program has decreased over the past few years, commonly  citing as reasons fewer qualified 

applicants, fewer applicants overall, and insufficient program funding. 

 

Currently, there are 701 board-certified 

adolescent medicine specialists in the 

United States, with 72% certified through 

the ABP, 19% through the ABFM, and 9% 

through the ABIM (Table 2). Importantly, 

the majority of those with certification 

qualified through alternative pathways, 

which in 1994 and 1997 allowed for two 

years of fellowship training, five years of 

broad-based practice experience, or a 

combination of training and practice experience.25  In fact, 56% of board-certified adolescent 

medicine specialists received certification in 1994 and 1997, before any significant number of fellows 

had completed training in accredited programs. Today, the option to become board certified 

continues to be available to those who have come through alternative pathways.26  Only a handful of 

the 65 fellows in training in 2006-2007 were internists or family physicians, yet 89 fellows from these 

two primary care specialties -- nearly all of them family physicians -- received board certification in 

2003 and 2005.27 

 

Challenges to Assessing Workforce Needs 
 

For various reasons, assessing the adequacy of the supply of adolescent medicine subspecialists 

is more difficult than in other subspecialty areas. It is not clear, for example, precisely what role 

adolescent medicine subspecialists are meant to fill in patient care. Is adolescent medicine a true 

subspecialty, in that it is the only physician group uniquely trained to treat adolescents with certain 
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specific diseases and chronic conditions? Or is adolescent medicine more accurately defined as a 

specialized level of primary care delivery by physicians expertly trained to treat especially vulnerable 

adolescents who engage in complex, high-risk behaviors and require interdisciplinary care 

management and support? The boundaries between primary care and subspecialty adolescent 

medicine remain unclear. It is not possible, therefore, to estimate the current, or to project the future, 

number of adolescents who might require the care of an adolescent medicine specialist. Nor is it 

possible to assess the extent to which primary care physicians might benefit from consultation with 

adolescent medicine specialists. 

 

Similarly, the consequences of the limited, and ultimately shrinking, supply of adolescent 

medicine specialists are difficult to evaluate. We do not have any information about waiting times to 

see specialists, misdiagnoses in the absence of their availability, or other indicators of access or 

quality problems resulting from shortages. What we do know, however, is that many pediatricians and 

family physicians -- the primary care providers who most often treat adolescents -- report that they are 

ill-prepared to address adolescents’ complex psychosocial and reproductive health care needs.28, 29, 30, 

31 Moreover, among physicians caring for adolescents, at least two-thirds think that there is a need for 

more adolescent medicine specialists in the United States, and the majority of those indicated that 

the most pressing reason for more specialists is to see patients in clinical settings.32 

 

Of course, the supply of adolescent medicine specialists must also meet the demands of 

academia, and research suggests that the current number of specialists is insufficient for teaching 

and scholarship. Our survey found that slightly more than half of adolescent medicine fellowship 

program directors believe there is a need for more adolescent medicine specialists to train fellows. We 

also found that more than a quarter of pediatric residency program directors think that more 

adolescent medicine specialists are needed to train residents.33  A previous study in 1998 reported 

that about 60% of pediatric residency programs indicated that they had an inadequate number of 

adolescent medicine faculty.34  These findings are particularly significant given that 85% of the 

adolescent medicine fellowship directors we surveyed indicated that that the primary purpose of their 

training program is to prepare fellows for careers in research and academics. 

 

Deterrents to Recruitment 
 

According to adolescent medicine fellowship program directors, the major factors deterring 

residents from seeking training in adolescent medicine are financial in nature. Interestingly, our 

survey found that fellowship program directors reported many of the same income-related problems 

that were anticipated two decades ago by opponents of board certification. Almost all of the program 

directors we surveyed pointed to the low salaries of adolescent medicine specialists as a major 

deterrent to recruiting fellows. 
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Adolescent medicine faculty in pediatric residency programs concur.  In a separate survey, we 

found that among faculty responsible for the one-month rotation in adolescent medicine, three-

quarters cited low income potential as a factor deterring residents from fellowship training in 

adolescent medicine.35  

 

Low salary expectations appear well founded, at least in comparison to salaries for general 

pediatricians. Income for most adolescent medicine specialists is not commensurate with the 

investment in time spent training.  According to the most recent data from the Medical Group 

Management Association, the mean income of adolescent medicine specialists in private practice in 

2006 was higher than the mean income of general pediatricians, reflecting several exceptionally high 

outliers in that year, while the median income of adolescent medicine specialists was lower than that 

of general pediatricians and the vast majority of pediatric medical and surgical subspecialists, 

including endocrinologists and infectious disease specialists (Table 3).36  Similarly, according to data 

from the Association of Academic Administrators in Pediatrics for assistant professors and professors, 

both the mean and median salaries for adolescent medicine specialists are similar to or lower than 

those of general pediatricians.  They are also lower than the salaries of most other pediatric 

subspecialists, although salary differences are sometimes small at the assistant professor level.37  

Perhaps not surprisingly, 65% of fellowship program directors and almost 60% of faculty responsible 

for residents’ adolescent medicine rotation identified residents’ deferred student debt burden, 
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exacerbated by low salary expectations, as a related financial deterrent to adolescent medicine 

fellowship training (Table 4). 

 

Other factors affecting recruitment into adolescent medicine include the subspecialty’s lack of 

prestige and the belief that subspecialty training is not necessary to treat adolescents. We found that 

70% of adolescent medicine fellowship directors named each of these factors as deterrents to 

recruiting fellows. Among faculty responsible for residents’ adolescent medicine rotation, the 

proportion citing the lack of prestige and the belief that training is unnecessary as reasons for 

residents not electing to pursue adolescent medicine training was only slightly lower, almost 60%.  

Interesting also, unlike the fellowship program directors, more than half of the faculty responsible for 

the rotation thought that residents were deterred from adolescent medicine fellowship training 

because they considered adolescents a difficult population to work with, and almost 40% thought 

they were deterred because of a weak job market.  

 

Another frequently raised issue affecting recruitment is the length of fellowship training. In fact, 

our survey found that half of adolescent medicine fellowship program directors think that there should 

be an option for a shorter fellowship program for physicians who want to focus primarily on the clinical 

practice of adolescent medicine.  Fellowship program directors who support a shorter fellowship were 

less likely to place a very high priority (five on a scale of one to five) on research training, leadership 

training, and interdisciplinary training, compared to those who were opposed. Also, those supporting 

a briefer fellowship were more likely to report a decrease in the number of fellows enrolled in their 

programs, although this finding was not statistically significant. Program directors who oppose a 
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shorter fellowship program presumably believe that three years of training are necessary to achieve 

competency and expertise in research, leadership, and interdisciplinary care. 

 

Adolescent medicine program directors as a whole agree on the critical factors for recruiting 

fellows into training.  All or almost all agree or strongly agree that faculty mentors and positive role 

models in adolescent medicine, involvement in the care of adolescents throughout the residency, 

and a long-standing interest in adolescent health are essential (Table 5).  Almost as many agree or 

strongly agree that having a faculty mentor in adolescent medicine research and scheduling the 

adolescent medicine rotation during the first year and a half are crucial factors as well.  (It is important 

to note, however, that by cross-tabbing responses,38 we found that residents were no more likely to 

choose fellowship training when their rotation was scheduled during the first year of training than they 

were when their rotation was scheduled later.) 
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III.  THE ADOLESCENT MEDICINE TRAINING EXPERIENCE 

 

Clinical Training 
 

Some of the clinical training, particularly that related to longitudinal care and continuity, takes 

place in primary care or general adolescent clinics. Fellows’ experiences may vary greatly depending 

on factors such as the characteristics of the patient population and clinic operation. According to the 

fellowship program directors we surveyed, in approximately 70% of clinics the majority of adolescent 

patients are low income; in the same proportion of clinics, the majority represent racial and ethnic 

minorities. In almost 50% of clinics, the majority of patients are characterized as behaviorally high risk, 

while in almost 40% of clinics, the majority of patients reportedly have chronic physical or mental 

health conditions. 

 

Adolescent clinics vary in terms of their accessibility, usage, and staffing patterns. The vast 

majority of clinics, about 85%, are separate from the general pediatric clinic, and half of these are 

free-standing facilities located apart from the main hospital. Approximately three-quarters of the clinics 

are open five to six days per week, although 10% are open only one to two days per week. Just 

under 30% have evening hours. 

 

Correspondingly, the number of patients seen in the clinics varies widely, with fewer than 50 

patients seen per week on the lower end of the spectrum and more than 350 patients seen on the 

higher end. And while a third of fellowship program directors report that nearly all of their adolescent 

patients perceive the clinic to be their ongoing primary care provider, 10% of program directors report 

that almost none do. 

 

The mix of health professionals represented on 

the adolescent clinical staff affects the range of 

services and related training opportunities. In 

addition to adolescent medicine specialists, nurse 

practitioners most often staff adolescent clinics, 

followed by dieticians and social workers (Table 6). 

Clinical psychologists, obstetricians/gynecologists, 

and health educators are less likely to be on staff, 

while psychiatrists and psychiatric nurses are least 

likely to staff adolescent clinics. No program reported 

that an addictions counselor regularly staffs its clinic. 

As a result of these staffing patterns, well over half 
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of adolescent medicine fellowship programs are unable to provide substance abuse counseling in the 

clinic, and almost 20% are unable to provide mental health counseling in conjunction with physical 

health care. 

 

Wide Variation in Other Clinic Sites Used for Training 
 

Use of other clinical sites affects the training experience as well.  Currently, there is only a general 

accreditation requirement that training occur in diverse clinical settings.39 Prior to July 2007 and at the 

time of our survey, however, programs were expected to furnish training at several specific types of 

sites, including psychiatric and substance abuse treatment facilities, juvenile justice facilities, school-

based clinics, community health centers, and family planning programs.40 Yet, from program to 

program, we found wide variation in the number and types of sites used, which has numerous 

implications for the breadth of experience to which fellows are exposed (Table 7).   
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Some programs require clinical training time of one month or longer in as few as three sites, while 

others require this length of training in as many as 14 sites. Despite the prevalence of mental and 

behavioral health problems among adolescents, fewer than 30% of programs require fellows to 

spend a month or longer training in an inpatient psychiatric unit or in a child and adolescent 

psychiatry clinic. Even fewer programs require training for this length of time in a substance abuse 

treatment facility.  None of the programs responding to the survey require fellows to care for patients 

at a community mental health clinic. The training situation is a little better at reproductive health sites. 

Slightly more than half of programs require a month or more of training in a family planning clinic, 

though just under 30% require it in an STD clinic, and only a few require it in an ob/gyn clinic. 

 

With respect to other clinical sites that programs are expected to place fellows for training, 

juvenile justice facilities are by the far the most common, used by 62% of programs, usually under 

contract.  School-based health centers are also common training sites, used by 57% of programs. 

Community health centers are used less often, but still are training sites in a third of programs. 

 

Shortages of Clinical Faculty from Various Disciplines 
 

Accreditation requirements are more specific with respect to faculty. Programs are required to 

have faculty from as many as seven medical and surgical subspecialties, including child and 

adolescent psychiatry and obstetrics-gynecology, and are expected to have personnel from 

disciplines such as psychology, social work, chemical dependency, nutrition, and education.41  While 

most fellows receive instruction from the appropriate professionals, there are some notable 

deficiencies. Overall, mental health professionals are well-represented on fellowship program faculty, 

with psychiatrists, clinical 

psychologists, and psychiatric 

or clinical social workers each 

involved in training in about 

80% of programs (Table 8).  

However, only about a fifth of 

programs have an addictions 

counselor.  Moreover, two 

programs do not have a 

psychiatrist, a psychologist, a 

social worker, or an addictions 

counselor training their 

fellows. In reproductive 

health, faculty limitations 
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appear to be even more significant. Just over half of programs do not have an obstetrician/ 

gynecologist involved in training fellows.  

 

Perhaps more important is the large number of fellowship directors who express the need for 

more program faculty in a variety of disciplines. Over half reported the need for additional adolescent 

medicine specialists. More than 40% reported the need for psychiatrists, psychiatric or clinical social 

workers, and obstetricians/gynecologists, while more than 50% expressed a need for addictions 

counselors. Other faculty needs were identified in the areas of health education, clinical psychology, 

and nutrition, with a third or fewer programs indicating a need for more health professionals in these 

areas. 

 

Interdisciplinary Care Training 
 

Given the interdisciplinary origins of the adolescent medicine specialty, it is important to examine 

not only where and with whom fellows are training, but also how well the content and methods of the 

training experience are equipping fellows to practice and promote interdisciplinary care. To be 

accredited, training programs in adolescent medicine must integrate relevant areas of pediatrics and 

pediatric subspecialties with related fields such as social work, psychology, and nutrition. In addition, 

programs must teach fellows to work effectively as members of an interdisciplinary health care team. 

Our survey found that about three-quarters of fellowship program directors place a high or very high 

emphasis on interdisciplinary training (four or five on a scale of one to five), while only 10% place little 

or very little emphasis on interdisciplinary training (one or two on a scale of one to five). 

  

It follows that adolescent medicine programs make a strong effort to assure that fellows learn 

about interdisciplinary care, although not all fellowship programs provide the same breadth of training 

methods and opportunities. Fellows in about 80% of programs attend lectures and seminars to learn 

the concepts of interdisciplinary care; more importantly, the same proportion participate in 

interdisciplinary team meetings that allow them to apply the concepts and actually practice 

interdisciplinary care. In addition, fellows in about two-thirds of programs have the opportunity to 

participate in case studies or role-play activities related to interdisciplinary care. 

 

Research Training 
 

In keeping with the general purpose of the subspecialty, didactic and experiential training in 

research is also critical to the preparation of adolescent medicine subspecialists.  Accredited 

programs must assure that fellows are trained in all aspects of scientific methods and ethical 

principles and that they present research results to a scholarship oversight committee. 

Correspondingly, training facilities are expected to allocate adequate educational resources to 
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facilitate the involvement of fellows in scholarly activities.42  Prior to July 2007, accreditation 

requirements were somewhat different, with fellows expected to actively participate in the preparation 

of a manuscript or publication, and training facilities were required to provide this support.43 Not 

surprisingly, all fellowship program directors report that they place a high or, most often, a very high 

priority on research training. 

 

To train fellows effectively in research and scholarly activities, programs are required to have a 

sufficient number of faculty members engaged in research in order to provide supervision and 

mentorship to fellows. Just under 40% of fellowship program directors report that 100% of the 

adolescent medicine specialists on their faculty are engaged in research; just over half report that 

60% or fewer are. Nevertheless, most program directors think that limited faculty involvement in 

research does not decrease the availability of research mentors for fellows. 

 

In all programs, fellows reportedly have the 

opportunity to participate in research on a wide 

range of topics, although certain areas of research 

are far more prevalent than others. Our survey 

found STDs and HIV/AIDS to be the most commonly 

studied topics, with fellows in about 70% of 

programs involved in research on these subjects 

(Table 9).  Participation in selected other research 

areas is relatively common as well: in approximately 

half of the programs, fellows are engaged in 

research on health promotion and disease 

prevention, health services, obesity/weight 

reduction, and psychosocial issues.  

 

 However, research opportunities in other areas 

are limited, with only a third of program directors 

reporting that their fellows are involved in research 

on depression and other affective disorders, or on 

public policy and financing, and fewer than a quarter 

reporting that they are involved in research 

addressing adolescent pregnancy, confidentiality, or 

disease management.  Topics such as substance 
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abuse or contraception, both significant health issues for teens, are even less likely to be 

investigated. Still, in almost 60% of institutions, fellows are able to participate in five or more of the 

research areas we examined. 

 

Leadership Training 
 

In addition to increasing fellows’ clinical and research knowledge and skills, fellowship training 

also serves to develop and hone a variety of leadership skills. All accredited subspecialty programs 

currently are expected to assure that adolescent medicine fellows achieve skills in teaching, practice-

based quality improvement, departmental administration, patient and systems advocacy, and the 

preparation of grant applications.44  Prior to July 2007, however, the accreditation requirements in 

effect, many of which were specific to adolescent medicine, stipulated that fellows must have 

instruction and experiences in these particular areas, as well as in program planning in a variety of 

settings, advocacy, and health care financing.45, 46 These are skills that enable adolescent medicine 

specialists to serve as advocates for adolescents in a variety of arenas.  We found that a great 

majority of adolescent medicine program directors (80%) place a high or very high priority on 

leadership training. None place a low or very low priority on it. 

 

However, there is significant 

variation in the extent to which 

fellows are being prepared to 

assume a leadership role in 

adolescent medicine, with some 

aspects of leadership training 

getting ample attention by the 

vast majority of programs and 

others frequently addressed only 

superficially or not at all.  Almost 

all adolescent medicine program 

directors report that fellows are 

often involved in teaching 

students, residents, and other 

fellows (Table 10). Further, almost 

all directors say that fellows often 

or occasionally have opportunities 

to make presentations to other 

health professionals or community 
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groups, present research findings at professional conferences, and participate in advocacy efforts. In 

almost two-thirds of programs, fellows reportedly are able often or occasionally to help prepare grant 

applications, plan or evaluate adolescent health programs, provide technical assistance, and serve 

on committees of related state, local, or national organizations.  

 

In a substantial proportion of programs -- also about two-thirds -- fellowship directors report that 

fellows rarely or never have the opportunity to manage project budgets, engage in efforts to improve 

division finances, or participate in preparing or delivering legislative testimony affecting adolescent 

health care. Across programs, the range of participation in leadership roles is significant. Fellows in 

30% of the fellowship programs occasionally or often participate in virtually all of the listed leadership 

activities, while fellows in 25% of programs rarely or never participate in more than half of these 

activities. 
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IV. FACTORS AFFECTING ADOLESCENT MEDICINE FELLOWSHIP TRAINING 

 

Institutional Factors  
 

Various institutional factors negatively affect adolescent medicine fellowship training. While 

institutional concerns for some fellowship program directors reflect issues at the pediatric department 

level, more often they rest with the hospital administration. We found that about a third of program 

directors think that the lack of pediatric departmental support for adolescent health care affects 

fellowship training at their institution (Table 11). By contrast, almost 60% think that fellowship training 

is harmed by the low priority placed by hospital administration on adolescent medicine compared to 

other specialties at their institution.   

 

Often, it appears to fellowship program directors that their institutions expect them to secure 

revenue for their programs from clinical care, but at the same time to assume a heavy teaching 

burden and growing research responsibilities that detract from the time available to treat patients. 

Fully three-quarters of program directors think that the teaching burden for training pediatric residents 

is insufficiently compensated by their institutions.  In addition, while just under 40% of program 

directors think that the research opportunities available at their institutions are limited by insufficient 

financial support for research, just over half think that opportunities are impeded by insufficient staff 

support for grant writing, and many note the lack of protected faculty time to engage in or mentor 

fellows in research. Importantly also, the structure of the hospital itself and the fact that different 
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disciplines work in separate departments are seen as obstacles to the provision of interdisciplinary 

care for adolescent clinics by almost half of program directors. 

 

 
Financial Factors  
 

While many adolescent medicine fellowship programs are currently able to meet their necessary 

expenses, the financial picture for others is discouraging, with little likelihood of change in the 

foreseeable future.  More than half of program directors report that they are experiencing a deficit, 

which a few have addressed by curtailing expenses commensurately (Table 12). Each of these 

programs has had a deficit over the previous four years as well. When asked to project the financial 

outlook for the coming year, 70% of program directors -- almost two thirds of those currently 

experiencing a deficit -- expected that the outlook would remain unchanged, with a quarter 

anticipating a worsening situation.  

 

Adolescent medicine fellowship programs rely on multiple sources of funding, with no consistent 

pattern across programs (Table 13). Yet, despite the often perceived lack of sufficient institutional 

support for adolescent medicine fellowship programs, hospital, departmental, and institutional funding 

is the most commonly cited source of financial support. Most program directors are generally not 

aware of how much of this institutional allocation reflects federal graduate medical education (GME) 

funding through Medicare, or at free-standing children’s hospitals where approximately half of all 

adolescent fellowship programs are located how much of the allocation comes through the Children’s 

Hospital Graduate Medical Education program (CHGME). However, under federal rules, training costs 

for adolescent medicine, like other subspecialties, are counted only as 0.5 FTE when determining the 

amount of direct GME payments for the institution. By contrast, training costs for primary care 

physicians are counted as one FTE.47  
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Presumably, institutional allocations 

for adolescent medicine fellowship 

programs also reflect the GME payments 

under Medicaid made by almost every 

state. While amounts vary from state to 

state, they are not likely to continue at 

current levels unless Congress acts to 

overturn proposed regulations that 

would deny federal Medicaid matching 

funds to states for expenditures related 

to GME beginning in May 2008. 48  The 

proposed regulations could significantly 

erode federal support for fellowship 

training and the ability of training 

facilities to serve adolescent patients 

with Medicaid coverage. 

 

Programs Disadvantaged with Respect to Clinical Revenue 
 

Clinical revenue is the next most commonly reported source of funding provided to programs 

directly, rather than as part of an institutional allocation. Compared to other subspecialties, 

adolescent medicine appears to be at a disadvantage in terms of the amount of revenue its clinics 

can bring in.  The reality -- that providing adolescent health care is not a profitable endeavor for an 

institution -- creates a disincentive to providing comprehensive services for adolescents, supporting 

interdisciplinary staff, and sponsoring an adolescent medicine fellowship program.  Many of the 

health care services that adolescents need, such as preventive care, health education, mental health 

and substance abuse counseling, sexual health services, and care coordination, are poorly 

reimbursed. Payment may be low or it may not be provided at all.49, 50  Moreover, many adolescents, 

especially the low-income and minority adolescents seen at teaching hospital clinics, are likely to be 

uninsured.  The rate of uninsurance among adolescents ages 12 through 21 is 17%, compared to 

8% among younger children.51  

 

Clearly, health care financing has a tremendous impact on adolescent medicine fellowship 

programs’ ability to provide clinical services and related training opportunities. The vast majority of 

directors -- about 85% -- indicate that insufficient public funding for uninsured adolescents undercuts 

their ability to adequately serve high-risk, vulnerable adolescents (Table 14). Almost two-thirds of 

program directors report that low reimbursement for adolescent services negatively affects the 

number and type of services offered to this population. The same proportion of directors say that 
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limited clinical revenue, in turn, has a negative impact on training opportunities in adolescent 

medicine at their institution.   

 

Limited potential for reimbursement is a particular barrier to providing interdisciplinary care and 

training. Just over 70% of program directors report that they offer fewer interdisciplinary services than 

they would like, due to the fact that some disciplines are unable to receive reimbursement. Similarly, 

well over half say that the lack of reimbursement or financial incentives for interdisciplinary care 

decreases their use of team meetings and other collaborative practices. 

 

Research and Training Grants Rarely a Significant Source of Support 
 

Research and training grants are a funding source for a much smaller proportion of fellowship 

programs.  One potential source of federal funding support for adolescent medicine and other 

pediatrics subspecialties is the T32 institutional research training grant program of the National 

Institutes of Health (NIH). These grants, however, are increasingly competitive as a growing number 

of training programs seek federal support.52  In general, pediatrics fares less well than adult medicine 

in the receipt of T32 grants.53 Still, only 20% of adolescent medicine fellowship programs currently 

have an NIH research training grant. 

 

The LEAH (Leadership Education in Adolescent Health) Program is another potential source of 

federal funding for adolescent fellowship programs. LEAH programs provide interdisciplinary training 
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to health professionals in medicine, nursing, psychology, nutrition, and social work, preparing them to 

be leaders in clinical care, research, public health policy, and advocacy.54  Yet, only seven adolescent 

fellowship programs are awarded LEAH grants.  Not surprisingly, almost 80% of adolescent medicine 

fellowship program directors think that LEAH funding is insufficient to support the number of programs 

capable of providing interdisciplinary training and research. Moreover, about 60% of directors report 

that even when available, the LEAH grant is inadequate to cover the cost of faculty salaries. 

 

 Given that most of the research carved out by adolescent medicine faculty is not biomedical in 

nature, private industry is not likely to support a substantial portion of adolescent medicine research, 

and the lack of private sector support makes the public funding gap that much more serious, 

particularly in the realm of training.  In fact, approximately, three-quarters of the fellowship program 

directors see the lack of public funding for adolescent medicine research as an obstacle to training. 

 

Significantly, programs that have not been awarded research training grants are less likely to 

report placing a very high emphasis on research than those who have received grants. Importantly, 

also, programs whose faculty are less involved in research are less likely to place a very high priority 

on leadership training. They are less apt to involve fellows frequently in certain leadership activities 

such as planning and evaluating adolescent health programs, providing technical assistance, and 

preparing or delivering testimony on legislation pertaining to adolescent health. 
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V.  CONCLUSIONS AND RECOMMENDATIONS 

 

Adolescent medicine is at a critical juncture.  Since receiving board approval as a subspecialty in 

1991, adolescent medicine has made strides in many areas.  At the same time, it faces a number of 

urgent challenges related to fellowship training.  New survey results and other data show that the 

number of fellows completing training has declined and that the number of training programs has 

dropped by almost half.  Moreover, the capacity of existing programs to provide comprehensive 

training in clinical care, research, and leadership varies substantially from program to program.  Much 

of this variability is likely due to institutional and financial barriers faced by many training programs, 

including inadequate support from academic medical centers and insufficient public funding for 

adolescent medicine training and research.  Inadequate reimbursement for interdisciplinary care is a 

factor as well.  Effectively addressing these multiple and interlocking challenges requires a fresh look 

at the fundamental goals, requirements, and needs of adolescent medicine fellowship training, and 

consideration of new directions for supporting and reinvigorating this vital field. 

 

Rethinking Fellowship Training 
 
 At this time, SAM needs to clearly articulate the purpose of the adolescent medicine subspecialty, 

defining its scope of practice and unique areas of expertise.  What is the subpopulation that 

adolescent medicine specialists are best qualified to serve?  What conditions are they most effective 

in treating?  And what are the interventions they are uniquely qualified to provide?  Ideally, this task 

would be guided by an evidence-based literature assessing the impact of the subspecialty and its 

treatment methods on adolescent morbidity and mortality. 

 

 A better understanding of the role of the subspecialty will help to determine not only the number 

of programs and fellows needed for clinical care, residency training, and scholarly activities, but also 

the nature and content of the required fellowship experience.  SAM should examine all available data 

on fellowship training and identify ways to enhance the curriculum and increase fellows’ exposure to 

interdisciplinary medical and other faculty.   

 

 In addition, to achieve improvements in the care of adolescents, particularly those who are low 

income and high risk, new post-residency training options are needed.  We strongly urge that a 

commission be established to examine alternative, shorter fellowship training pathways that would 

allow broader recognition of adolescent health clinical expertise.  Members of this commission should 

include the relevant accrediting bodies – including the American Board of Pediatrics, the American 

Board of Family Medicine, and the American Board of Internal Medicine as well as the various 

medical organizations invested in adolescent health. 
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 Given that a core purpose of the three-year fellowship is to produce medical educators and 

researchers, shorter fellowship pathways can be developed to focus primarily on enhancing clinical 

skills.  The availability of shorter pathways might lead to a decrease in the number of applicants for 

three-year training, but more likely it will fill the training needs of residents and practicing physicians 

who want to specialize in clinical care, either outside or within academia, treating adolescents with 

complex health needs and providing consultative services to general pediatricians.  

(Recommendations to improve the training of pediatricians will be made in a separate report). 

 

Building the Field 
 
 Expanded recruitment strategies are necessary to build the adolescent medicine field.  Despite 

the tremendous competition to attract primary care residents into other pediatric subspecialties,  

SAM -- along with individual adolescent medicine fellowship training programs -- needs to generate 

more interest and excitement about the clinical, research, and teaching opportunities in the field.  A 

new national adolescent medicine recruitment campaign with multi-level strategies could positively 

affect the number of applicants pursuing adolescent medicine.  It should include, for example, 

expanded SAM website information for residents and fellows, an organized mentoring network in 

medical schools and residency training programs, additional membership and annual meeting 

sponsorship and outreach, targeted education and marketing strategies, and more financial awards 

to recognize the accomplishments of outstanding fellows and junior faculty.  

 

Efforts also need to be made to increase public and private loan and scholarship opportunities 

for those seeking training in either three-year or shorter adolescent medicine fellowship training in 

adolescent medicine.  SAM should help to develop new private and corporate funding support, as 

other pediatric subspecialties have done, and should maintain a comprehensive database of new 

and existing funding options that could be updated regularly. In addition, fellowship program directors 

and leaders in the field should advocate for priority funding for adolescent medicine research training 

under the National Institutes of Health’s (NIH’s) career development, research service, and loan 

repayment programs.  They also should join with the primary care medical associations to advocate 

for the inclusion of shorter adolescent medicine fellowship training programs under the Health 

Resources and Services Administration’s (HRSA’s) primary care low-cost loan program. 

 

Increasing research opportunities will help to attract a larger cadre of fellows and also accelerate 

the development and dissemination of new and improved therapeutic approaches for serving 

adolescents. The establishment of an adolescent medicine research network could move the field 

forward rapidly, provided that infrastructure support was adequate.  A research network would 

facilitate the articulation of national adolescent health research priorities and the formulation of a 

cohesive plan for guiding adolescent health research in the future. Other pediatric subspecialties -- 
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oncology, rheumatology, and child and adolescent psychiatry -- have developed successful research 

networks, increasing the opportunities for collaborative and multi-site studies and significantly 

expanding the funding base for their work.  These are excellent models for adolescent medicine 

specialists to emulate.   

 

To further build support for the field, adolescent medicine faculty in fellowship and residency 

programs should take a leadership role within their academic medical centers by establishing an 

organization or committee comprised of faculty from the various disciplines -- physicians, nurses, 

social workers and other mental health and substance abuse professionals -- involved in the care of 

adolescents. Undertaking this systems-level initiative would increase the visibility of adolescent 

health, promote institutional changes to improve clinical care and related research, and demonstrate 

the value of adolescent medicine training.  

 

Consistent with the goal of creating leaders to move the field forward, there needs to be more 

funding available for leadership training.  Most importantly, funds for the Leadership in Adolescent 

Health (LEAH) Program, operated by the federal Maternal and Child Health Bureau, need to be 

increased.  Currently, only seven adolescent medicine fellowship programs receive LEAH grants each 

year.  SAM should advocate for additional funds to expand the size of the grants and the number of 

training programs able to participate.  This will help to generate leaders with improved capabilities in 

budget management, health care financing, and legislative advocacy as well as interdisciplinary care.  

       

 Adolescent medicine, a field dedicated to helping young people grow and thrive, is at a turning 

point in its own development.  The field itself is vulnerable, facing serious challenges in attracting new 

physicians, shaping programs that help physicians to adequately understand and care for today’s 

adolescents, and garnering the financial support to make high-quality training possible.  Depending 

on decisions made and actions taken -- sooner rather than later -- the field of adolescent medicine 

will determine its own future.   
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APPENDIX:  RESEARCH METHODOLOGY 
 

 
Information presented in this report is primarily based on an original survey of adolescent 

medicine fellowship directors conducted by Incenter Strategies in the spring of 2007.  It is 
supplemented by findings from two other Incenter Strategies’ surveys:  one of pediatric residency 
directors and one of adolescent medicine faculty responsible for the one-month pediatric residency 
block rotation in adolescent medicine.  In addition, a comprehensive literature review was conducted 
as well as key informant interviews with experts in graduate medical education financing, federal 
training programs, and adolescent medicine faculty.  Working with Incenter Strategies was an expert 
advisory committee consisting of leaders from the American Academy of Pediatrics, the American 
Board of Pediatrics, the American Medical Association, the Association of Medical School Pediatric 
Department Chairs, and the Society for Adolescent Medicine.   

 
This survey of adolescent medicine fellowship programs is the first comprehensive national survey 

of the field designed to collect information about the supply and recruitment of adolescent medicine 
fellows; the status and needs in key training areas, including clinical, research, and leadership; 
institutional and financial challenges facing adolescent medicine training programs; and also 
recommendations for the future.   
 
 Program directors of all 25 adolescent medicine fellowship programs that were ACGME-accredited 
during the 2006-2007 training year were sent the survey via mail and email in April 2007. (One 
program was later excluded from the sample because it was currently inactive at the time of the 
survey.) The electronic version of the survey was administered through SurveyMonkey, an online 
survey tool.  Email reminders were sent to non-respondents approximately two weeks after the initial 
survey was sent.  This was followed by phone call reminders one week later.  A total of 21 out of 24 
adolescent medicine fellowship directors completed the survey by May 2007, for a response rate of 
88%.  Descriptive statistics and basic tabulations were compiled using SurveyMonkey.  Data was 
analyzed with SPSS for Windows 10.0.  Statistical analysis included frequencies and cross-tabs with 
the Pearson Chi-square test to identify statistically significant differences between subgroups of the 
population surveyed. 
 

The survey contained 54 primarily closed-ended questions covering a broad range of topics.  
Supply and recruitment questions addressed the number of accredited positions and current fellows, 
recruitment activities, and factors affecting the recruitment of adolescent medicine fellows.  The 
questions related to clinical training covered the types of clinical sites where fellows spend  one 
month of training; the main adolescent primary care or general adolescent clinic in which fellows train, 
including patient and clinic characteristics, services provided, patient volume, and the health 
professionals that regularly staff the clinic; and interdisciplinary care and training, including teaching 
methods, the health professionals that are involved in teaching the fellows, and barriers to providing 
interdisciplinary care and training.  Other questions on fellowship training addressed research and 
leadership training, including faculty involvement in research, areas of research in which fellows are 
involved, barriers to research training, and leadership training activities.  Several questions addressed 
program financing, including program funding sources and financial stability of the programs.  In 
addition, program directors were asked about the influence of several potential financial and 
institutional barriers on adolescent medicine fellowship training at their institution.  Finally, program 
directors were asked about future training options for adolescent medicine fellowship programs and 
options for improving adolescent medicine training in pediatric residency programs. 
 

The survey was pilot tested with two adolescent medicine fellowship directors prior to distribution 
to ensure that the questions were clearly worded and that the content accurately reflected the nature 
of the issues faced by adolescent medicine fellowship programs.   
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