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Electronic medical records and the psychiatrist shortage 

The psychiatrist shortage is undeniable, and in some states, such 
as Iowa, it is acute. In 2013, Iowa was estimated to have 8 psychia-
trists per 100,000 persons, and ranked 47th of the 50 states.1 Of the 

psychiatrists practicing in this state, more than half are older than age 55, 
and they will soon be facing retirement (or death). Colleagues around the 
country tell us of similar shortages in their own states, although it is hard 
to gauge the severity of the problem. Our guess is that those willing to pay 
out of pocket, or who have excellent health insurance, will find the ser-
vices they need without undue delay. Those who are uninsured or under-
insured will always have trouble lining up services, particularly as public 
mental health facilities keep cutting back or closing. The sad truth is that, 
in many respects, psychiatric services were better decades ago than they 
are now.

The shortage of psychiatrists is truly a national problem. We are now 
short a few thousand psychiatrists. For example, there are only 34 psychia-
trists in the entire state of Wyoming. Some counties have no available psy-
chiatrists. The shortage will only become worse before it gets better, if it 
gets better. According to the National Council Medical Director Institute,2 

depending on the method used to estimate the increased needs, we may 
be short up to either 6,090 or even 15,600 psychiatrists by 2025.

One contributor to the psychiatrist burnout and shortage that has 
rarely been mentioned is the now ubiquitous electronic medical record 
(EMR). While there are purported benefits, including improved commu-
nication and documentation, EMRs have, we would argue, led to many 
unintended and negative consequences, such as well-documented asso-
ciations with job stress and physician burnout.3 EMRs have largely failed to 
achieve their promise of integrated and portable healthcare records, and 
many psychiatrists, including both of us, feel that the EMR mainly serves 
administrators and their need to accelerate the billing cycle. As Dr. Steven 
Strongwater said in his interview with Dr. Thomas H. Lee, “What has hap-
pened over time is we have asked our clinicians to become sophisticated 
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coders. They are clicking through screens that are clut-
tered, that are not designed with human factors in mind. 
They are filling out forms that at one time would have 
been triaged to a medical assistant or health assistant.”4 

Perhaps the most pernicious consequence of EMRs 
is the amount of work they add to a physician’s daily 
workload.3 Physicians who already are very busy profes-
sionals now work nearly an extra hour daily to take care 
of documentation requirements that include note cre-
ation, inbox message management, reviewing results, 
etc. Frequently, physicians go home after working 8 to  
10 hours, spend some time with their families, and 
then go back to finish their electronic documentation 
at night or during weekends. Paper documentation also 
takes time, but adoption of EMRs has led to even greater 
demands on physicians’ time. In response, many are 
unable or unwilling to see as many patients as they other-
wise might. Hence, EMRs indirectly contribute to the 
shortage of physicians, including psychiatrists. To some 
extent, the psychiatrist shortage may be artifactual.

At many institutions, costly EMRs were introduced 
with great fanfare. We were told that the many millions 
of dollars spent on these new systems would provide 
data for research, allow us to easily communicate with 
other hospitals, and allow near-instantaneous retrieval 
of patient records to coordinate and improve care. None 
of these benefits have occurred. Many hospital sys-
tems have their own EMR systems, and communication 
between various EMR systems is not possible. Obtaining 
information from a different EMR system is cumbersome 
and time-consuming.  

We have both dealt with institutions where there are 
frequent and usually mandatory “clinical updates.” In 
reality, these involve meetings where leadership unrolls 
new documentation mandates while blandly inform-
ing us that it “really won’t take much time” and that the 
requirement will “improve patient care.” Does anyone 
really believe this? Improve care? How so? As we live 
in times of “evidence-based” medicine, we should ask, 
“Where is the evidence?” Yet, over time, the new require-
ments significantly add to our overall documentation 
burden, particularly when multiplied by many patients 
and their multiple visits. Gradually, these new demands 
erode the amount of time a clinician can devote to patient 
care. Once introduced, the mandates are rarely rolled 
back or rescinded. 

Although mandatory training is required, most of 
what we learn about using the EMR is acquired through 

trial and error. These systems are unforgiving and at 
times baffling: Where do I navigate to now? What is the 
next step? Why does an admission start with the baffling 
term “order reconciliation”? How do I get rid of these irri-
tating pop-ups? 

While the software developers focus on the many 
wonderful features of their EMR, who has the time or 
interest to learn them all? We probably know 2% to 3% 
of our EMR’s capabilities. While we would love to know 
more, we have other important responsibilities that take 
precedence. Neither of us is willing to devote our free 
time to learning about the EMR. 

This leads us back to the psychiatrist shortage. Our 
view is that the documentation and other demands 
related to EMRs have directly affected available time to 
see patients. As we talk to colleagues, it is apparent that 
many are no longer working at capacity or have even 
cut back on their caseloads. When we ask why, we are 
often told that documentation demands are onerous or 
even demoralizing, such that the psychiatrist no longer 
finds patient care satisfying. They tell us they are spend-
ing a large part of their patient’s visit typing into their 
EMR, thereby reducing “quality time” with their patient, 
or not maintaining eye contact, and ultimately not pro-
viding a satisfactory experience for themselves or their 
patient. Most physicians would be more satisfied spend-
ing less time working on their EMRs and spending more 
time with patients. As has been pointed out, “by limit-
ing the contact that we have with our patients, we have 
damaged the deepest source of satisfaction in our work  
as physicians.”5

We can’t confirm our theory that much of the psychi-
atrist shortage is artifactual, but research confirms that 
physicians of all stripes are feeling the pinch and greatly 
dislike EMRs.3 Physicians see EMRs as ever-expanding, 
interfering with patient care, and not contributing to 
positive outcomes. While we understand that the use of 
EMRs was mandated by the Affordable Care Act, many 
hospital systems, including our own, introduced them 
years earlier, most likely to satisfy the need of administra-
tors to help keep better track of patient flow and relative 
value unit (RVU) generation, thereby facilitating billing. 
As noted about the EMR, “The pretense of universality 
leads to information collection that is largely irrelevant 
to the patient”6 and, we add, partially also to physicians.

The late Charles Krauthammer, a psychiatrist and 
later a columnist, wrote about attending a class reunion 
and speaking with classmates who lamented the EMR 
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mandate as something that produced nothing more 
than billing and legal documents, while degrading the 
practice of medicine.7 One particular classmate com-
mented that he could only see approximately 75% of 
the patients he could before, leading him to consider 

retirement. Krauthammer ended the piece by mus-
ing about his “old classmates who signed on for patient 
care—which they still love—and now do data entry.” This 
sad state of affairs is what medicine—and psychiatry—
has come to. ■
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