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1Introduction

Matthew Macaluso, L. Joy Houston, J. Mark Kinzie, 
and Deborah S. Cowley

The graduate medical education (GME) offerings 
of any hospital, academic department, or medical 
school are arguably one of the most important 
functions of each entity. GME not only produces 
the next generation of board-certified physicians 
but also contributes education, clinical care, 
advocacy for patients and the profession, 
research, and scholarship to the communities 
each program resides within. This book aims to 
provide background, best practices, and innova-
tions for GME programs in psychiatry. The chap-
ter authors are leaders in psychiatry GME. The 
authors are experienced program directors, and 
many have been involved at the level of national 
professional organizations and societies related 
to GME. The book editors have a combined total 
of more than 80 years of experience in academic 

psychiatry. The book is intended for leaders in 
academic and non-academic GME settings inter-
ested in developing, managing, or improving new 
or existing psychiatry GME programs. The book 
also has value for trainees and those interested in 
general psychiatric residency, sub-specialty fel-
lowships, or academic psychiatry. The book addi-
tionally should appeal to non-psychiatrists 
(including non-psychiatric physicians or non- 
physician clinicians) teaching in psychiatric 
GME programs and non-physician administra-
tors in any setting where medical education or 
GME is being offered or considered.

Administering a GME program is a complex 
task that involves meeting large numbers of 
requirements, managing educational and employ-
ment issues, and ensuring appropriate systems 
are in place, including academic- and healthcare- 
related systems. While there is much written on 
organizing, managing, and innovating psychiatry 
residency programs in journal articles, there is 
not a single reference book that compiles stan-
dard and best practices on this topic for programs, 
trainees, and others. To our knowledge, this book 
is the first of its kind to compile this content into 
a single, published resource in psychiatry. The 
chapters focus on key areas of GME program 
management and innovation, including meeting 
accreditation requirements, clinical and didactic 
curricula, assessment and evaluation, resident 
and faculty wellness, managing resident and fac-
ulty performance issues, recruitment, preparing 

M. Macaluso (*) 
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Birmingham, Heersink School of Medicine,  
Birmingham, AL, USA
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Department of Psychiatry, Oregon Health and 
Science University, Portland, OR, USA 

D. S. Cowley 
Department of Psychiatry and Behavioral Sciences, 
University of Washington, Seattle, WA, USA

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-00836-8_1&domain=pdf
https://doi.org/10.1007/978-3-031-00836-8_1#DOI
mailto:mmacaluso@uabmc.edu


2

residents for fellowship, research, and scholarly 
activity in psychiatry GME programs, rural train-
ing programs, and faculty development.

We aim to cover the core areas of day-to-day 
program development, program management, 
and program evaluation while providing pearls 
from established programs. This includes the 
vital topic of program accreditation, reviewed by 
Drs. Boland and Sampang. They have experience 
at the Residency Review Committee (RRC) level, 
a component of the Accreditation Council for 
Graduate Medical Education (ACGME). Program 
accreditation ensures the quality of programs and 
that they meet criteria set by national accrediting 
bodies to provide quality training and graduate 
physicians eligible for board certification in the 
specialty. A challenge for all programs is serving 
as the resident or fellow’s employer while pro-
viding necessary education and training at the 
same time. Then, on top of creating proper clini-
cal and educational programs, programs must 
simultaneously create an environment that lends 
itself to wellness and the development of habits 
of lifelong learning. Using example vignettes, Dr. 
Anzia’s chapter will help us understand how to 
create a safe and stimulating program to promote 
professional and personal development.

Dr. Adams and colleagues add discussion on 
creating a diverse, equitable, and inclusive envi-
ronment for GME training, which is vital for cre-
ating a workforce that mirrors our patients and 
communities and for ensuring the participation of 
people of different backgrounds and skill sets. 
Dr. Kovach and collaborators further this discus-
sion by helping us understand the best practices 
for residency recruitment, while Dr. Oakman’s 
group discusses advocacy, including advocating 
for issues related to social justice. Dr. Khan’s 
group deepens this discussion by helping us 
understand the needs of international medical 
graduates, whose role in American medicine is 
essential and contributes to its strength and 
diversity.

The book also provides background on devel-
oping curricula in specific areas, including psy-
chopharmacology, psychotherapy, research, 
quality improvement, and professionalism. Dr. 
DeJong’s chapter builds on the discussion from 
many sections of the book by clarifying the 
developmental stages of professionalism and 
demonstrating the impact of professionalism on 
improving patient care. In addition, the chapter 
includes a discussion on harnessing frontiers of 
clinical innovation to teach professionalism.

The book is rounded out with a review of pro-
gram evaluation, including how to manage con-
cerns with the performance of both residents and 
faculty and how to negotiate for needed change 
and resources. Next, Dr. Young reviews the litera-
ture on developing a competency-based assess-
ment system. Competency-based medical 
education continues the desire to certify physi-
cians based on measurable training outcomes, 
rather than training inputs such as time in train-
ing, which has been a significant paradigm shift 
in the decade leading up to this book’s publica-
tion. The book also reviews how to globally man-
age program change, with examples from Dr. 
Sudak and colleagues. Program change may be 
managed in a strategic and planned way or may 
occur due to a crisis such as economic, social, or 
public health crises, all of which are discussed in 
this book.

Because of its critical importance in many 
areas, developing the next generation of psychia-
trists being the most important, GME in psychia-
try must be developed with the community’s 
needs, key partners, and trainees in mind. In addi-
tion, it is critical to thoughtfully maintain and 
continually adapt a GME program to ensure that 
it continues to optimally meet its goals. This 
includes staying up to date on best practices, cre-
atively leveraging resources, and maintaining 
awareness of new challenges and threats. We 
hope this book will be a guide throughout all 
stages of this process.

M. Macaluso et al.
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2Starting a New Program

Ann Cunningham, Areef Kassam, Tanya Keeble, 
and Bill Sanders

 Overview

Nearly three times the number of categorical psy-
chiatry programs were newly accredited in the 
five academic years between 2016 and 2021 than 
in the prior 5-year period, as shown in Table 2.1 
[1]. Growth in categorical psychiatry residency 
development reflects the trend in numbers of 
medical students applying to psychiatry 
residency.

Sidney Weissman, MD, clinical professor of 
Psychiatry at Northwestern University Feinberg 
School of Medicine, analyzed the Match data 
between 2011 and 2021 and writes “the total 
number of psychiatric positions in the ‘Match’ 
has risen from 1,097  in 2011 to 1,907  in 2021. 
The total number of senior allopathic medical 
school graduates selecting psychiatry has nearly 
doubled from 640 (4.1%) of 15,588 in 2011 stu-
dents to 1,205 (6.5%) of 18,435 in 2021. A simi-

lar increase has been seen in osteopathic medical 
school graduates” [2]. The increase in numbers 
of medical students choosing psychiatry resi-
dency between 2020 and 2021 was greater than 
that of all other specialties. Only three psychiatry 
positions in the 2020 National Resident Match 
Program (NRMP) went unfilled [3]. Psychiatry is 
becoming a highly desirable and competitive 
specialty.

This chapter provides a practical overview 
intended to help those in the early planning stages 
of psychiatry residency and/or fellowship devel-
opment, those programs with initial accreditation 
or in the early stages of an existing program, and 
those who are considering track development.

A. Cunningham · A. Kassam 
Community Health Network, Indianapolis, IN, USA
e-mail: ECunningham2@ecommunity.com; 
AKassam@ecommunity.com 

T. Keeble (*) 
Providence Sacred Heart Medical Center,  
Spokane, WA, USA
e-mail: Tanya.Keeble@providence.org 

B. Sanders 
Pine Rest/Michigan State University Forensic 
Psychiatry Fellowship, Grand Rapids, MI, USA
e-mail: bill.sanders@pinerest.org

Table 2.1 Growth in new psychiatry residency 
programs

Academic 
year

Number of 
new 
programs

Academic 
year

Number# of 
new 
programs

AY 11–12 1 AY 16–17 19
AY 12–13 2 AY 17–18 22
AY 13–14 5 AY 18–19 9
AY 14–15 5 AY 19–20 13
AY 15–16 15 AY 20–21 18
Total AY 
11–15

28 Total AY 
16–21

81
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 Why Create a New Residency 
Program?

Establishing a new graduate medical education 
(GME) program is a noteworthy endeavor and a 
major undertaking. When thinking of develop-
ing a program, it is important to discuss needs, 
strategy, and commitment with key potential 
partners. Key institutional partners are identi-
fied in conjunction with your Designated 
Institutional Official (DIO), but these individu-
als may include your DIO, department chair, 
chief executive officer (CEO), and chief finan-
cial officer (CFO). Involving partners from the 
broader community such as civic leaders, other 
hospital system leaders, local and regional med-
ical association leaders, and leaders from non-
psychiatry departments (e.g., neurology, internal 
medicine, and pediatrics) is critical at an early 
stage. These collaborators can provide testi-
mony about mental health shortages, advocate 
for psychiatric service needs in their specialty 
area, and secure potential funding partnerships. 
They may also contribute future rotation sites to 
the new program.

In the initial consideration of the development 
of the program, there are important questions to 
consider. Some of these questions include the 
following:

 1. What gap is being addressed by starting a 
residency program? Most new programs 
develop secondary to regional psychiatry 
shortages. Development of a residency pro-
gram attracts psychiatrists who are interested 
in education, research, quality improvement 
(QI), and other scholarly activities, enhancing 
the overall quality of the psychiatric care for 
an entire community. Some GME programs 
develop as sites to address the need for 
regional medical student core clerkships.

 2. Is there longitudinal financial support for the 
establishment of a residency program? 
Establishing a five-year pro forma can help to 
concretely project costs and determine 
whether the program will be sustainable. The 
initial startup budget should include salary 
costs for individuals planning the program 

and costs for residency office space (for the 
residents, faculty, coordinator, and program 
director), meeting space for didactic educa-
tion, audiovisual equipment, library facility, 
and call rooms.

 3. Are there board-certified psychiatrists who 
are passionate about teaching and the 
development of the program? The hospital’s 
medical staff needs to be engaged and sup-
portive of program initiation. Identifying 
core faculty members for the development 
of the program and clinical faculty members 
for teaching and supervision is imperative. 
These program trailblazers will have the 
challenge (and joy!) of creating the founda-
tion of the program. This team collaboration 
and commitment are essential for the suc-
cess of the program.

 4. Are there core rotation components available 
for a residency program? If not, what partner-
ships are available to complete these require-
ments? It is important to review the 
Accreditation Council for Graduate Medical 
Education (ACGME) requirements to ensure 
that required clinical and other educational 
experiences will be met within the institution 
or with partnerships in the community. For 
example, core requirements for a general psy-
chiatry residency program currently include 
inpatient, outpatient, consultation/liaison, 
emergency, child and adolescent, geriatric, 
community, forensic, and addiction psychia-
try, as well as neurology and primary care. 
There needs to be robust training for support-
ive, psychodynamic, and cognitive behavioral 
psychotherapies and combined psychotherapy 
and medication management to enable com-
petence prior to graduation. If ancillary sites 
are utilized for rotation requirements, Program 
Letters of Agreement (PLAs) must be in place 
and submitted to the ACGME with the appli-
cation for initial accreditation of the 
program.

 5. Is the community able to support ACGME 
requirements for scholarly activity or will this 
need significant focus prior to program devel-
opment? Development of a program and fac-
ulty scholarly culture can be challenging for 
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new programs, especially those in community 
settings. Identifying gaps prior to the formal 
application for accreditation enables the spon-
sor to proactively identify the types of schol-
arly activities that align with the mission of 
the institution and the clinical environment. 
Faculty working in a clinical setting may not 
have significant interest in traditional research, 
writing, or grant writing. They may be much 
better suited to quality or patient safety (PS) 
initiatives, as these activities already exist in 
most institutional clinical environments. 
Doing a full assessment of participation of 
potential faculty in professional  organizations, 
committees, research, quality improvement 
and patient safety (QIPS), medical student 
education that involves curriculum develop-
ment, or those who have an expertise in imple-
mentation may help identify those who can be 
of most help in shifting the culture toward 
scholarship.

 6. Will be there be community versus academic 
sponsorship? There may be a local medical 
school interested in a relationship with the 
program that could range from full sponsor-
ship/accreditation to affiliation. The benefits 
and costs of such a relationship must be 
weighed by the institution given the unique 
local circumstances. Clear benefits of medical 
school accreditation and sponsorship include 
applicant recruitment of those medical stu-
dents highly invested in an academic- 
sponsored residency environment. Other 
benefits include state-sponsored GME fund-
ing that in many states must flow through state 
organizations and not to private sponsors. 
Other benefits include an existing scholarly 
culture and faculty who are invested in dem-
onstrating scholarship as it is tied to their aca-
demic advancement. The downsides of 
academic sponsorship include hierarchical 
rigidity in developing a resident site that may 
be quite remote from and have significantly 
different local and regional needs from the 
sponsoring academic site. Though scholarly 
activity may be robust, it may not be of the 
kind you want to emphasize in your program, 

especially if your desire is to train advanced 
clinicians rather than to develop research psy-
chiatrists. Aligning departmental priorities 
with an academic sponsor may be challenging 
if your site is rural and serves a different pop-
ulation from that seen in the academic 
environment.

 7. Are your faculty and institution ready to adapt 
and support a positive clinical learning envi-
ronment? Medical residency training culture 
has shifted significantly over time, and physi-
cians trained in years past may have an out-
dated view of the clinical learning environment 
and the role of residency education. There are 
now ACGME expectations surrounding limits 
on duty hours, faculty modeling of profes-
sionalism, graded levels of resident supervi-
sion and autonomy, the need for education as 
a primary emphasis rather than service, resi-
dent and faculty engagement in safety and 
quality initiatives, and the requirement to sup-
port the well-being of our residents and 
faculty.

 Residency Track Development

Increasingly, large academic medical centers are 
reaching out to rural or underserved communities 
to address workforce shortages. Having psychia-
try residents rotate at remote sites for a brief elec-
tive rotation is unsuccessful in encouraging those 
residents to practice at the site postgraduation. 
However, developing a specific training track is 
much more successful in retaining those gradu-
ates into practice within the underserved commu-
nity [4]. Several programs have expertise in rural, 
public health, or underserved track development 
(see Table 2.2). Determining whether to create a 
track or a stand-alone rural residency program 
will be important from the outset. Track pro-
grams have unique Electronic Residency 
Application Service (ERAS) identification num-
bers from the main program and are typically 
structured to allow for core rotations not avail-
able at the track site to be completed in the first 
2 years of training before the resident moves to 
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the track site for the senior training years focused 
on the particular educational emphasis important 
for that location.

 Funding Models

Understanding GME funding is essential for devel-
oping and maintaining a sustainable program. 
Residency program funding across specialties has 
some common sources and unique opportunities. 
Additionally, psychiatry programs in particular 
have some funding advantages and unique chal-
lenges compared with other specialties. The devel-
opment of a new program provides specific 
opportunities for funding and risks of common mis-
takes that can affect future funding. Furthermore, 
established psychiatry residency training programs 
may have opportunities to develop new revenue 
streams such as clinical reimbursements and 
research funding. The growing focus on and impor-
tance of mental healthcare fortunately have also cre-
ated some uncommon opportunities for funding a 
psychiatry residency training program.

The more common sources of GME funding 
include the federal government (Medicare), state 
government (Medicaid), Health Resources and 
Services Administration (HRSA), Department of 
Defense (DOD), Department of Veterans Affairs 
(VA), hospital systems, healthcare organizations, 
health insurance companies, residency clinic rev-
enue, and other private sector funding. It is com-
mon and recommended for residency training 
programs to use various combinations of funding 
sources. Government funding through the Centers 
for Medicare and Medicaid Services (CMS) is 
the most common and consistent source of fund-
ing. It is imperative to understand the rules of 

CMS funding when developing a new program. 
For example, the rules for developing a residency 
program funding cap through CMS will affect the 
funding of the program for many years. Each 
funding mechanism has its own unique set of 
rules and regulations. Understanding these rules 
and regulations will help each individual pro-
gram determine whether the funding is worth the 
requirements involved.

GME funding through CMS starts the day the 
residents begin their training [5]. Thus, revenue 
from CMS starts to become available July 1st of 
the inaugural year of the residency program. It is 
recommended to secure funding for developing 
the program through grants as no CMS funds will 
be available until the official start of the program. 
Startup costs to consider include program direc-
tor time, costs of initial resident recruitment, 
application fees (e.g., accreditation application 
fee), residency administrator salary, updating 
facilities (e.g., call rooms), and time of the direc-
tor of graduate medical education or DIO (admin-
istrative support for program development). CMS 
funding is determined by calculating the amount 
of time residents spend training within the resi-
dency program’s internal sites. CMS will fund 
new residency programs in hospitals that have 
never had a graduate medical education depart-
ment. Hospitals that had received GME funding 
in the past and/or have a current GME residency 
program will not be eligible for new GME fund-
ing. CMS determines the funding by calculating 
a funding “cap.” The cap is calculated at the end 
of the fifth year of the new program [6]. In 
Table 2.3 below, we demonstrate the equation for 
cap building along with an example:

The cap will be calculated using the largest 
residency class within the first 5 years of the resi-

Table 2.2 Examples of psychiatry residency track programs

Psychiatry rural/underserved 
track Website
University of Washington https://depts.washington.edu/psychres/tracks.shtml
University of Texas 
Southwestern

https://www.utsouthwestern.edu/education/medical- school/departments/psychiatry/
education- and- training/residency- program/rpmh- track.html

Michigan State University https://psychiatry.msu.edu/adult- residency/adult- rural.html
University of Wisconsin 
public health track

https://www.psychiatry.wisc.edu/education- training/residency/
tracks/#public- health- track
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dency program’s existence. That number is then 
multiplied by the amount of time the residents 
spend training within the teaching hospital or 
sites the training program can claim (i.e., sites 
without graduate medical education funding). 
Finally, the number is then multiplied by the 
number of years of the training program (4 for 
psychiatry residency training). To maximize the 
cap, it is important to have the residents train 
within the teaching hospital or sites so the pro-
gram can claim as much funding as possible. This 
time would include having resident lectures on 
site at the teaching hospital.

GME funding is dispersed to the sponsoring 
hospitals and is divided into direct and indirect 
funding [7]. Direct GME funding is supplied to 
the sponsoring hospital by CMS to pay the direct 
expenses of residency training (resident and fac-
ulty salary & benefits, certain administrative and 
overhead costs). Direct GME funding for a pro-
gram is calculated by multiplying weighted resi-
dent count times per resident amount times 
Medicare bed-day ratio (see Table  2.4). The 
Medicare bed-day ratio is the ratio of the hospi-
tal’s Medicare inpatient days to total inpatient 
days. This helps to approximate Medicare’s share 
of training costs. The weighted resident count is a 
5-year rolling average of the hospital’s weighted 
number of full-time equivalent residents in an 
accredited program. This weighted average is a 
combination of residents in their initial residency 
training program (counted as 1.0 FTE) and resi-
dents training outside their initial program 

appointment (e.g., residents doing a second resi-
dency or subspecialty fellows; counted as 0.5 
FTE). The initial per resident amount is a dollar 
amount calculated by claimable expenses for 
residents during the initial year of the program 
divided by the number of residents in the inaugu-
ral class. This number is compared to regional 
averages given per resident. The lesser of the two 
is the number used by CMS as the per resident 
amount. It is recommended to spend the appro-
priate amount of money developing the program 
so that the cost is above the regional average. 
This strategy would ensure the program is receiv-
ing the highest funding rate possible.

Indirect medical education (IME) funding is 
defined as an adjustment to the teaching hospi-
tals’ prospective payment system (PPS) inpatient 
rates to defray additional costs of care to patients 
that are associated with funding training pro-
grams [6]. IME becomes part of hospital revenue, 
not medical education funds. However, often this 
funding is used by hospital systems to support 
medical education. Typical CMS funding is 
approximately one-third direct GME and two- 
thirds indirect GME. CMS also uses a dispropor-
tionate share adjustment for some hospitals. 
Disproportionate share hospitals serve a signifi-
cantly disproportionate number of low-income 
patients and receive payments from the CMS to 
cover the costs of providing care to uninsured 
patients.

GME can also be supported by state funding 
through Medicaid. Many states provide support 
for graduate medical education through managed 
care contracts and fee for service. A common 
funding mechanism is a per resident stipend to 
the teaching hospital. Commonly, state-funded 
and state-run community mental health centers 
(CMHCs) are opportunities for psychiatry resi-
dency program training. CMHCs will typically 
cover the cost of the overhead, while residents 
spend time providing valuable care to a vulnera-
ble patient population. States can also leverage 
Medicaid funding for innovative training pro-
grams such as rural and urban track programs.

HRSA grants are available to support the 
development of behavioral health training pro-
grams mainly focusing on rural and inner-city 

Table 2.3 Funding “cap” calculation

Largest class in 
the last 5 years

× amount of time 
spent internal sites

× years of 
training

Example
10 Residents × 90% internal sites × 4 years for 

psychiatry
Equation 10 × 0.9 × 4 = 36 Residents

Table 2.4 DGME payment calculation

DGME 
payment

= Total approved
DGME amount
(adjusted rolling 
average FTE 
count × per 
resident amount)

× Medicare 
patient load
(Medicare 
inpatient days % 
total inpatient 
days)

2 Starting a New Program
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healthcare development. HRSA grants typically 
focus on primary care training; however, behav-
ioral healthcare training is considered within the 
Teaching Health Center Graduate Medical 
Education Program. These federally qualified 
health centers (FQHCs) can provide excellent 
training environments while covering overhead 
costs and allowing the residency program to 
claim the residents’ time on their cost report.

The Department of Veteran Affairs (VA) is a 
common training site for residents. The VA pro-
vides funded GME positions for thousands of 
residents across the country. VA training allows 
residents to provide meaningful care to veterans 
but typically does not offer the diversity of 
patients and training environments to provide a 
complete residency experience. Therefore, many 
VA programs affiliate with academic programs. 
The VA can provide a unique funding opportu-
nity for established residency training programs 
that are over their “cap.” The VA will support the 
direct costs and overhead of residents who spend 
time training in the VA when programs are over 
their “cap.” The VA, however, will retain the IME 
funding. Therefore, this opportunity would be 
less beneficial for programs that are under their 
cap number. In this case, it would be preferable 
for the training program to retain all the funding 
(both direct and indirect).

The Department of Defense (DOD) also sup-
ports many ACGME training programs. These 
training programs are focused mainly on three 
branches of the military, namely, the Army, Navy, 
and Air Force.

Private insurance companies occasionally pro-
vide additional funding for graduate medical edu-
cation programs. It is advisable to meet with 
insurance companies and negotiate reimburse-
ment rates and contracts. Residency training pro-
grams can provide increased access to high-quality 
patient care and justify enhanced reimbursement. 
There is typically a shortage of psychiatric pro-
viders in communities, and residency programs 
that have an outpatient clinic can negotiate favor-
able rates to help support the expense of medical 
education. Many psychiatry residencies have 
reported the development of funding opportuni-
ties through collaborative/integrated care and 
telepsychiatry, especially to rural areas.

Philanthropy can also be an important resource 
for supporting the development of a psychiatry 
GME program. It is common to explore philan-
thropy and grants to cover startup costs. Private 
and public donors can support many opportuni-
ties in graduate medical education such as the 
development of clinics, updating facilities, pur-
chasing electronics, external rotations, interna-
tional rotations, and endowed chair positions. 
Consulting with your organization’s foundation 
or administrative leaders can provide information 
regarding donor and philanthropic opportunities.

 “Right Sizing” Your Program

When developing a training program, it is impor-
tant to have a vision and a best-guess end goal in 
mind for what the program would like to accom-
plish. A solid understanding of the strengths and 
weaknesses of an organization can help guide the 
size of the program. The number of residents in 
the program might vary depending on the train-
ing environment. An organization with a 200-bed 
psychiatric inpatient unit with 20 psychiatrists 
will have different resources and opportunities 
compared to a program with a 20-bed inpatient 
psychiatric unit and 2 psychiatrists. An organiza-
tion with a large outpatient or multiple outpatient 
clinics with 40 psychiatrists will likewise have 
different opportunities compared with a program 
with 4 outpatient psychiatrists. Also, residency 
programs that have more intensive overnight call 
schedules may require more residents to maintain 
resident wellness by dividing call responsibilities 
among a larger pool of residents. Programs that 
have a limited number of supervisors may not be 
able to support a larger number of residents.

To balance financial sustainability with appro-
priate supervision, outpatient residency clinics 
typically require faculty to resident ratios that vary 
between 1:3 and 1:5, depending on the residents’ 
level of training. Another consideration will be how 
many residents may fast track into a fellowship 
program, thereby losing senior-level residents. If 
the psychiatry program has a child and adolescent 
fellowship program, it will be important to con-
sider attrition of residents into the fellowship. The 
development of a psychiatry residency training 
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program will initially require significant resources 
and energy; however, once fully developed, the 
program can provide significant benefits and 
resources to an organization. It will be important to 
carefully consider what will be the ideal balance of 
service and education to maintain a safe and quality 
educational environment that supports resident and 
faculty wellness [8].

When considering the application for initial 
accreditation of the program, the ACGME will 
evaluate the scope of resources available to edu-
cate residents and meet the Common Program 
Requirements (CPRs). The ACGME typically 
approves programs and positions if there is dem-
onstration of a safe academic environment with 
adequate faculty, facilities, and resources. 
Furthermore, the ACGME is motivated to 
increase residency training opportunities given 
the increased need for physicians and the signifi-
cant increase in the number of graduating medi-
cal students. The ACGME is responsible for 
approving the number of GME slots available, 
but they do not determine funding for those posi-
tions. It is recommended to request as many posi-
tions as necessary as the program is not required 
to fill all positions. When starting a new program, 
it might be determined that a smaller class is 
required for a couple of years while the founda-
tion and structure of the program are being devel-
oped, before growing the class size to that 
accredited by the ACGME.

Rightsizing a residency program can provide a 
great benefit to residents, faculty, the organiza-
tion, and the community. A residency program 
that is built beyond its resources will struggle to 
provide adequate education and supervision, and 
this will negatively affect patient quality and 
safety. A program that has too few residents could 
put added pressure on the residents to cover clini-
cal responsibilities, thereby affecting resident 
wellness.

 Mission and Vision of Your Program

When starting a new program, it is imperative to 
develop a mission and vision with subsequent 

detailed aims. The defined mission and vision 
will be a guiding compass for faculty recruit-
ment, resident recruitment, curriculum, and the 
development of the program. The aims provide a 
roadmap for sustaining and advancing your pro-
gram. The mission, vision, and aims help to 
define what kind of graduates you intend to pro-
duce and for what kind of settings and roles. 
They also help to differentiate the program from 
other programs in the same specialty. The mis-
sion and vision will continue to serve as the 
shared focus for the direction and growth of the 
program.

A mission statement focuses on your pro-
gram’s core purpose, focus, and aims in the cur-
rent state (here and now). To be relevant, the 
program’s mission statement needs to be an 
extension of your department or division and 
sponsoring institution’s mission. An effective 
mission statement is succinct, outcome oriented, 
and specific to your program. As an example, the 
mission statement for the ACGME [9] reads as 
follows:

The mission of the ACGME is to improve health-
care and population health by assessing and 
enhancing the quality of resident and fellow physi-
cians’ education through advancements in accredi-
tation and education.

A vision statement is aspirational and articu-
lates how the program hopes to evolve over 
time (future). The vision statement should be 
rooted in the mission of your program. Here is 
the opportunity to think big about future 
goals—dare to be bold. The vision statement 
should be inspiring and uplifting and broad and 
inclusive and embody core ideology. As an 
example, the ACGME’s vision statement [9] is 
as follows:

We envision a healthcare system in which the 
Quadruple Aim* has been realized. We aspire to 
advance a transformed system of graduate medical 
education with global reach that is:

• Competency-based with customized profes-
sional development and identity formation for 
all physicians.

• Led by inspirational faculty role models over-
seeing supervised, humanistic, clinical educa-
tional experiences.

2 Starting a New Program
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• Immersed in evidence-based, data-driven, 
clinical learning and care environments 
defined by excellence in clinical care, 
safety, cost-effectiveness, professionalism, 
and diversity, equity, and inclusion.

• Located in healthcare delivery systems 
equitably meeting local and regional com-
munity needs; and,

• Graduating residents and fellows who strive 
for continuous mastery and altruistic pro-
fessionalism throughout their careers, plac-
ing the needs of patients and their 
communities first.

Once the mission and vision statements have 
been created, it is important to develop aims. The 
ACGME WebAds© system requires aims, both 
for a new program application and as part of sub-
sequent annual reviews for an established pro-
gram. The ACGME requests that programs 
provide aims (e.g., goals and objectives) that are 
guided by the mission statement. The program 
aims should describe what the program intends to 
achieve in accordance with the Common Program 
Requirements. Aims should be consistent with 
the overall mission of the sponsoring institution, 
the needs of the community and graduates it 
serves, and the distinctive capabilities of its grad-
uates (e.g., leadership, research, public health). 
The aims should be defined and reviewed as part 
of the annual self-improvement process discussed 
by the Program Evaluation Committee (PEC) 
and articulated in the annual program evaluation. 
Aims may change over time in response to fac-
tors such as advances in the field, new training 
opportunities, or new demands on physician 
workforce. Three to five discrete aims should be 
clearly identified with defined SMART goals 
(i.e., goals that are specific [who and what], mea-
surable [measurement that gives feedback on 
progress], achievable [based on institutional or 

regional resources], relevant [to the community 
setting in which the program is located], and time 
limited [realistically identified time frame for 
completion]).

When defining the mission, vision, and aims for 
the program, it is important to include input from 
key faculty and program, departmental, and institu-
tional leadership. Creating a faculty development 
session to draft the mission, vision, and aims is a 
great team building activity and creates solidarity 
around a guiding compass for the direction of your 
program in the current and future states.

As part of such a faculty development event, 
breakout sessions to examine the key questions 
listed below are an excellent strategy for promot-
ing engagement, dialogue, and inclusion of mul-
tiple perspectives:

Who are we?
What basic needs do we have?
What structures need to be in place to meet these 

needs?
What are our guiding principles?
How should we respond to our key collaborators 

or partners?
What makes us unique?

Once these questions have been discussed, 
breakout groups can draft the mission statement, 
vision statement, and aims, which can then be 
shared, edited, and combined within the larger 
group. These statements can then be vetted by 
key partners within your institution (typically 
Designated Institutional Official (DIO), depart-
ment chair) for approval. This process fosters 
engagement of faculty and key leadership in the 
foundational elements of mission, vision, and 
aims for the intentional and strategic develop-
ment of a new program.

Useful Mission and Value Resources:

https://www.acgme.org/Portals/0/PDFs/SelfStudy/SSAimsIPLK.pdf
https://www.acgme.org/About- Us/Overview/Mission- Vision- and- Values/
https://www.hrsa.gov/sites/default/files/advisorycommittees/cogme/COGME%20Meetings/2016/20160407- hrsa- 
carter.pdf
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 Successful Collaboration Within 
Your Sponsoring Organization

Strategic placement of residents in your sponsor-
ing institution’s GME residency programs and 
clinical services increases the likelihood that you 
will be considered critical to the operations and 
mission of the organization, which, in turn, 
enhances long-term residency sustainability. 
Programs that have achieved success in this area 
include those that have implemented brand-new 
paradigms of care or services that have not previ-
ously existed. These include integrated care mod-
els in the primary care setting, hospital-based 
addiction consultation, and rural telepsychiatry.

In developing services that align with the hos-
pital mission and strategic priorities, you are often 
partnering with productivity-based non- teaching 
departments and clinical services in a community-
based psychiatry setting. You can embed strong 
evidence-based rotations and residents who can 
then be easily hired into the organization follow-
ing graduation. Identifying an unmet service need 
is helpful in creating a niche area that has not pre-
viously been addressed. This also has the added 
advantage of involving partnering across special-
ties (e.g., primary care, hospital medicine, sur-
gery). Collaboration with those departments 
creates further goodwill, visibility, and advocacy.

Creation of new rotations or services that train 
psychiatry residents in an interprofessional set-
ting is another way to demonstrate value to the 
sponsoring organization. Interprofessional rota-
tions including psychiatry residents, social work 
students, pharmacy students, and psychiatric 
advanced practice nursing (APRN) students are 
educationally valuable for psychiatry residents, 
provide much-needed clinical placements for 
other learners, and help the sponsoring organiza-
tion to recruit well-trained professionals from a 
variety of highly sought-after disciplines.

Collaboration with other GME programs such 
as family medicine, internal medicine, or pediat-
rics can benefit all programs involved. Examples 
of this are training primary care residents in con-
sultation psychiatry by embedding them on the 
primary psychiatry consultation liaison service 
for a required residency rotation or training fam-
ily medicine residents in collaborative care dur-
ing residency. These residents often take 
hospitalist or ambulatory positions at the organi-
zation and can advocate for continued access to 
those models of care, bringing value to the psy-
chiatry residency program that trained them.

Development of strategic GME or sponsoring 
institution partnerships across common program 
required areas such as quality improvement (QI), 
patient safety (PS), and well-being, which enable 
mutually beneficial work to be done.

Example
At one community-based psychiatry resi-
dency, there had previously been no embed-
ded primary care behavioral health. The 
developing psychiatry residency program 
identified this gap and partnered not only 
across the GME Internal Medicine and 
Family Medicine programs but also into 
the organization’s primary care environ-
ment to implement and expand collabora-
tive care over the next 5 years. At the same 
time, Medicaid expansion in the state 
required integrated behavioral health in the 
primary care setting. This enabled the psy-
chiatry residency program to harness addi-
tional funding to expand faculty positions 
to supervise residency rotations providing 
consultation to these primary care sites.

Example
One program with success in this area 
developed a new telepsychiatry service to a 
rural part of the state and at the same time 
created a quality improvement project 
based on that work. The QI project involved 
residency and non-residency partners, won 
an institutional quality improvement award, 
and generated significant scholarly activity 
for all members of the team, who went on 
to create posters, present workshops, and 
speak nationally about this project. Most 
importantly, the project enabled access to 
specialty mental healthcare for a rural 
underserved population.

2 Starting a New Program
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 Community Relationship 
Development

Developing and growing community relation-
ships can significantly improve the quality of a 
psychiatry residency training program. A psy-
chiatry program can also transform behavioral 
health throughout a community. Residents can 
improve access to care throughout the commu-
nity during training by providing direct patient 
care. In addition, residents may practice in the 
community after graduation, further improving 
access to behavioral healthcare over time. The 
Association for American Medical Education 
(AAMC) data show that 54.2% of all residents 
remain in the state where they train [10]. Further, 
providing residents with multiple experiences in 
the community improves the likelihood they will 
remain to practice in a variety of settings they 
have developed familiarity and comfort with dur-
ing training.

There are often several known, as well as 
unknown, private and public programs in a com-
munity that can help support a residency. It is 
useful for residency program leaders to contact as 
many medical and behavioral health organiza-
tions as possible to learn about all the opportuni-
ties available for training residents. Some external 
organizations will be able to provide unique med-
ical and behavioral health training experiences 
such as maternal mental health, neuropsychology 
clinics, mental health courts, autism spectrum 
disorder programs, and collaborative care. Such 
organizations may be willing and able to provide 
resources such as volunteer faculty and funding 
to help support the residency training program. 
Fostering relationships with community partners 
can be one of the most enjoyable activities for 
program leaders. Developing these relationships 
and experiences diversifies and enhances the 
quality of the residency training experience.

Partnering with other organizations and utiliz-
ing volunteer faculty can provide the added ben-
efit of relieving some of the burden on the 
program’s core faculty. Faculty often balance 
clinical work with non-reimbursed teaching. 
Supervising and teaching residents are an enjoy-

able experience if faculty have reasonable time 
commitments. Faculty can experience a sense of 
burnout and lack of appreciation if they are overly 
burdened with resident training activities, espe-
cially uncompensated expectations. Residents 
learn new and innovative processes, procedures, 
and techniques while rotating at external sites, 
which can help foster quality improvement 
within the organization that sponsors the resi-
dency training program. Residents also provide 
great advertisement for the external organizations 
within their home institution. External organiza-
tions will often value having the opportunity to 
recruit residents that rotate through their facility. 
Psychiatrists and other clinicians in the commu-
nity often value and find meaning in teaching. 
The benefits of program–community relation-
ships provide a quid pro quo relationship with 
community partners. They help community part-
ners recruit psychiatrists, improve community 
psychiatrist morale, and improve access to behav-
ioral healthcare. In return, they help add more 
teaching faculty for the residency training pro-
gram, provide unique training opportunities, and 
improve the quality of the training program.

Residents learn a lot by spending time at mul-
tiple organizations. They are exposed to multiple 
practice styles, electronic medical records, and 
unique specialty clinics. Residents have an 
opportunity to learn which type of hospitals, clin-
ics, and specialties they enjoy the most. Spending 
time in the community prepares residents for the 
flexibility necessary to be successful in the cur-
rent medical environment. External rotations 
often expose psychiatry residents to practice 
styles and settings with varying patient acuities, 
patient volumes, clinical responsibility, and pro-
ductivity requirements. These experiences can 
help improve the resident’s understanding of the 
pace of clinical psychiatry after residency.

While external rotations can be great experi-
ences, it is important to monitor external sites 
regularly. Providers at external sites will need an 
orientation to the rules and regulations for super-
vising residents, rotation goals and objectives, 
and program expectations. It is recommended 
that regular meetings take place with leadership 
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and supervisors at the external rotations to enable 
bidirectional feedback and response to areas for 
improvement. It is also valuable to invite external 
volunteer faculty to residency activities such as 
case conferences, journal clubs, and grand 
rounds. It is recommended to limit the distance a 
resident needs to travel for external training expe-
riences. Some external rotation experiences are 
extremely valuable or necessary and worth the 
travel time. The residency program can consider 
easing the burden of travel with a stipend for 
travel expenses, building travel time into the 
schedule, creating virtual experiences to mini-
mize travel, and arranging for lodging at the rota-
tion site.

Development of community relationships can 
also help with recruitment of medical students to 
the residency training program. Medical students 
interested in psychiatry value a diverse and com-
prehensive training program, with a focus on 
evidence-based care. The varied training  locations 
and educational experiences can further help res-
idents discern which area of psychiatry they will 
want to practice. Thoughtful planning of external 
rotations can provide job opportunities for resi-
dents without impacting the residency program 
faculty recruitment needs.

 Faculty Recruitment and Retention

Nearly 76% of residency directors and 69% of 
fellowship directors report challenges in recruit-
ing and/or retaining teaching faculty [11]. 
Modifiable challenges are centered around non-
competitive pay compared to the private sector, 
increased total (clinical, educational, administra-
tive, and scholarly activity) workload in aca-
demic settings relative to practice in the 
community where workload demands often only 
involve clinical care, chronic short staffing lead-
ing to a vicious cycle of difficult recruitment and 
retention, and uncompensated teaching time [11].

In determining the best faculty salary model in 
a new program, it is critical to understand com-
mon GME compensation models [12].

 1. 100% Salary Model

This model is one in which faculty receive a 
fixed salary with a retirement and benefit package 
and no or small additional financial incentives. 
This model is common at many large academic 
medical centers where salary is tied to academic 
rank. In academic settings, salaries are generally 
lower, but retirement and benefits can be substan-
tial. Ways to compensate for salary gaps relative 
to community practice include dedicated admin-
istrative time, faculty development funds, using 
an educational value unit (EVU) system to recog-
nize and reward teaching, reduced clinical rela-
tive value unit (RVU) expectations, and providing 
protected time for scholarship. Departments can 
also develop specific faculty pathways, such as 
faculty scientist, clinician educator, and salaried 
clinician pathways with distinct expectations for 
performance and promotion and mentorship and 
career development support.

 2. Salary Plus Incentive (Hybrid) Model

This model has a base salary with additional 
income available for components that are “on 
top” of the minimum job requirements for pro-
gram faculty. The benefits of this model are that it 
allows for job role choice and allows faculty to 
augment the base salary in a flexible manner. 
This model financially incentivizes certain 
ACGME Common Program Requirement (CPR) 
behaviors, enables faculty to focus on areas of 
work that are most satisfying to them, and allows 
them to receive additional compensation for work 
that directly benefits the program. This model is 
more common in community-based residency 
environments, where a shift to an academic cul-
ture may need to be cultivated over time, by 
financially reinforcing ACGME educational and 
scholarly job functions that go above and beyond 
those typically encountered in community clini-
cal positions.

The following are two examples of salary plus 
incentive models from recently developed suc-
cessful community programs.

2 Starting a New Program
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An example of salaries and salary composi-
tion for faculty members at different ranks in a 
hybrid model is shown in Table 2.5.

 3. Pure Productivity

This model is a structure typical in most pri-
vate or community employers across the coun-
try. Income is determined by work relative value 
units (RVUs), net charges, or net revenues. This 
structure creates a competitive environment with 
less predictable income and less dedicated time 
for teaching. Patient volumes can fluctuate sig-
nificantly, and the emphasis is on clinical service 

Table 2.5 common GME compensation(base salary cho-
sen entirely for simplicity of calculation)

Tier definition
Assistant 
0–2 years

Associate 
3–7 years

Full 7+ 
years

% Above median Median 105% of 
median

110% of 
median

Base 200 210 220
Quality & service 
(10% median 
salary at all levels)

20 20 20

Compensation 220 230 240
Call/year 10 10 10
Total compensation 230k 240k 250k
Increase from 
current

% % %

New Community Program #1
• Base salary

 – Fifty percent Medical Group 
Management Association (MGMA) 
median “psychiatry faculty” sal-
ary/50% MGMA median “general 
psychiatry” salary

 – Past 3-year rolling average data used 
to create median salary for the 
upcoming year to account for salary 
variations that may include salary 
decreases in some specialty areas

• Teaching tier
 – Time in teaching position model 

where salary increases by the number 
of years of residency and/or medical 
student educational experience

 – Tier 1, 0–2 years; tier 2, 3–6 years; 
tier 3, 7+ years

• Quality and service incentives
 – Aligned with the Accreditation 

Council for Graduate Medical 
Education (ACGME) faculty 
Common Program Requirements 
(CPRs) for faculty and program 
scholarly activity expectations

• Additional call pay
 – $/24 shift on weekend and official 

holidays
• Transparency and equity

 – No gender differences, no fellowship- 
based differences, no hospital versus 
ambulatory setting differences

• Program director/associate program 
director stipend to recognize and com-
pensate for leadership responsibilities

New Community Program #2
• Base salary

 – Independent salary data review 
occurs annually to keep up with psy-
chiatry salary trends and community 
salaries

• Productivity above base salary
 – productivity incentivized above base 

productivity expectations
• Quality bonus

 – Incentivizes ACGME CPR 
behaviors

• Compensation (a la carte) for additional 
educational activities that benefit the 
program
 – For example, creation and facilita-

tion of seminars, on-call responsibili-
ties, scholarly activity participation, 
resident supervision, educational 
program leadership, committee par-
ticipation/leadership, residency 
recruitment (interviewing)

A. Cunningham et al.



15

and typically needs to meet all patient care needs 
in the organization. This model leads to high 
clinical service experience for residents but may 
have the disadvantage of a lower emphasis on 
education with reduced faculty time spent 
teaching.

Multiple salary resources exist that can help 
with data collection when setting salaries and 
determining the model that works best for your 
program and employer (see Table 2.6).

In a 2018 survey of 722 American Association 
of Directors of Psychiatric Residency Training 
(AADPRT) members, the top 3 identified needs 
of GME teaching faculty were more protected 
time (48%), teaching skills workshops (38%), 
and mentorship (16%) [13].

Several residency programs have addressed 
the challenge of faculty mentoring and retention 
in creative ways. The following are two exam-
ples, one from a major academic program with 
new track development and the other in a new 
small community program.Table 2.6 Salary information resources

Resource Pros Cons
MGMA Most 

comprehensive, 
gold standard

Expensive to obtain 
report

AAMC Best for academic 
departments

Not a good private 
practice measure

Merritt 
Hawkins

Based on Internet 
posted jobs

A lot of data to 
decipher

Medscape Surprisingly 
accurate

Survey of 
members. 
Generalizability to 
educational setting 
may be limited

Salary.com Largely based on 
online postings, 
provides 
information on 
large numbers of 
specialties

Source lacks 
context or 
explanation

Doximity Geographically 
strong, based on 
physician 
self-report

Self-reports can be 
misleading

Medical 
Economics 
Annual 
Report

Physician-led 
information

Low number of 
participants

US Bureau 
of Labor 
and 
Statistics

Large number of 
federal jobs

Salary is low 
compared to 
national averages

Graduating 
Residents

Current year salary 
data for first jobs

Not as accurate for 
more mature 
positions/faculty 
depending on 
structure

Job Fairs Real-time 
information from a 
live person

Information often 
censored to 
impress candidates

New Hires Current year salary 
data

May conflate 
information to 
enhance competing 
offers

Example #1: Large Academic Program With 
a New Regional Track
This program has the challenge of being 
part of a large, multi-site academic depart-
ment and has a new community-based 
regional track geographically distant from 
the core program.

At the core site, this program had devel-
oped several programs to enhance faculty 
mentoring and retention. These included a 
mentoring and career development pro-
gram, in which each faculty member is 
assigned a mentor and meets with that 
mentor at least every 6 months to assess 
progress and set goals toward promotion 
using a templated individual development 
plan (IDP).The mentoring program offers 
information, support, and career develop-
ment guidance.

The program developed site-based 
groups to support career development for 
junior faculty. These include a successful 
peer mentoring group available to clinician 
educator faculty, with a regular cadence of 
meetings and food provided by department. 
Each meeting includes member check-in, 
discussion of any career-related topic, sup-
port, feedback, advice from peers in the 
meeting, setting action plans, and account-
ability [14].

The program also worked to foster a 
sense of community for teaching faculty, 
including annual teaching retreats.
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With the development of the new track, 
the program needed to consider ways to 
foster community and faculty development 
at a distant site, as well as a feeling of con-
nection with the core program. Faculty of 
the new regional track were invited to par-
ticipate in the annual teaching retreat in 
person or virtually. The program director 
collaborated with the regional track direc-
tor to design and deliver specific faculty 
development sessions for regional track 
faculty before any track residents started at 
the regional site. These sessions were 
designed for faculty new to residency edu-
cation. Faculty from the core program, 
including the associate program directors, 
participated in teaching these sessions and 
met with regional track faculty. The pro-
gram director also negotiated teaching time 
for regional track faculty as part of the 
track development process, ensured that 
they had clinical faculty appointments, and 
oriented them to the program, department, 
and resources of the sponsoring institution 
that they could take advantage of (e.g., 
library resources, online grand rounds). 
Based on a needs assessment of the regional 
track faculty, the program director and 
regional track director made a plan for 
ongoing faculty peer mentoring groups at 
the regional site, focused on the needs of 
track faculty, and ongoing collaboration 
and sharing of teaching and supervision 
approaches between core site and regional 
faculty.

Example #2: New Non-academic Medical 
Center Accredited Community-Based 
Program

This program developed its faculty struc-
ture as it began initial recruitment into the 
program. Most faculty come directly from 
residency or fellowship training.

Initial program development of faculty 
positions included protected time for the 
work of administration, rotation, and semi-
nar implementation and teaching. All fac-
ulty have the opportunity to receive a 0.6 
full-time equivalent (FTE) clinical position 
with 0.4 FTE administrative and teaching 
time. Faculty who prefer higher clinical 
education care responsibilities over admin-
istration can choose a higher clinical FTE 
with less administrative FTE. This allows 
flexibility in job roles, enhancing job satis-
faction and faculty retention.

Every new faculty receives weekly 
program director mentorship for the first 
year post hire. This enhances early career 
support, enables faculty to select admin-
istrative and leadership interests based 
on identified program needs, and allows 
the program director to work with faculty 
to set goals and then track progress. After 
year 1, faculty move to a biweekly and then 
monthly mentorship model. A benefit of 
this model is that the program director and 
faculty develop a collaborative relationship, 
enhancing whole faculty team functioning, 
since time is also spent discussing family, 
stressors, well- being, and outside interests.

This program intentionally worked on 
development of a culture of trust and team-
work through biannual retreats, biweekly 
all-faculty administrative meetings, 
biweekly peer-led faculty development, 
and, in the initial stages of faculty build, 
recruitment dinners to meet new faculty 
candidates.

Utilization of the Institute of Healthcare 
Improvement (IHI) open school faculty 
development courses in quality improve-
ment and patient safety has led to robust 
individual and programmatic knowledge 
and skill set in this scholarly activity and 
led to collaborations across GME depart-
ments and interprofessional collaboration 
at the home hospital institution. Following 
Shanafelt’s research, it has been found that 
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Working with physician recruitment is an 
often-overlooked area essential for strong recruit-
ment of energetic and good fit faculty. Tips for 
success include relationship building with your 
recruitment department and specific personnel 
assigned to recruitment of your faculty positions. 
Involving and including recruitment partners in 
residency program strategic planning can be very 
helpful in enabling them to market your positions 
effectively and be invested in program success. 
Involving recruitment proactively in physician 
contract negotiation and salary adjustment can be 
helpful.

 ACGME Application

Developing an ACGME application submission 
for accreditation of a new program is an invest-
ment of time, energy, and thought. However, 
there are many tools and resources available to 
make this process more efficient, less compli-
cated, and more effective. Membership in 
American Association of Directors of Psychiatric 
Residency Training (AADPRT) and Association 
of Academic Psychiatry (AAP) can assist greatly 
with mentorship by experienced program direc-
tors/faculty, access to resources for the creation 
of the application (such as the AADPRT Virtual 
Training Office), and networking opportunities 
with other program directors and faculty who 
have recently undergone new application submis-
sion. These organizations are very collaborative 
and willing to share resources, tools, and support 

to assist with the development of the program and 
application.

Generally, approximately 1 year is needed for 
preparation of the application, site visit comple-
tion, and the accreditation decision. The ACGME 
Psychiatry Review Committee (RC) announces 
the next Review Committee agenda closing and 
meeting dates. Of note, the application submis-
sion, scheduling of the site visit, and site visit 
completion must occur prior to being placed on 
the Review Committee agenda. Submitting the 
application at least 3 months prior to the agenda 
closing date is generally recommended. The 
Psychiatry RC staff members can be contacted 
for a recommended timeline of submission to 
allow for any delays in application reviews and 
scheduling (such as holidays). It is strongly rec-
ommended to contact them for confirmation of 
the application timeline so that you know when 
you can aim for recruitment of residents for the 
program.

When initiating an application for accredita-
tion of a new program, it is essential to review the 
ACGME instructions. These outline information 
to be submitted in WebADS® that is common to 
all applications, such as program director and 
program coordinator information, rotation site 
details, faculty member information, and infor-
mation regarding expected duty hours and overall 
evaluation methods of the program. There are 
separate PDF uploads for a variety of documents, 
such as policies, goals for the program, Program 
Letters of Agreement, evaluations, and a block 
diagram of rotations. Additionally, the program- 
specific application is required and can be down-
loaded from the ACGME Psychiatry RC website. 
Reviewing all of the necessary items for comple-
tion from the onset of application development 
will help to develop a strategy for completion and 
ensure all necessary elements are addressed.

The ACGME Psychiatry RC requirements and 
frequently asked questions (FAQs) on their web-
site are an absolute MUST for a thorough, 
detailed review [16]. Pay close attention to the 
words “must” and “should” to ensure compliance 
with the requirements. The program director 
needs to ensure that all of the ACGME require-
ments are met within the program, demonstrated 

providing faculty with at least one day per 
week on an activity that is personally 
meaningful reduced burnout by half [15], 
and this program has encouraged and sup-
ported faculty in critical curricular or rota-
tion development of particular interest to 
them. Examples have included integrated 
behavioral health, telepsychiatry, low 
threshold addictions, transplant, addiction 
consultation services, and psychotherapy 
seminars and rotations.
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within the application, and can be detailed during 
the ACGME site visit. Program faculty need to 
review and become familiar with the require-
ments for both the development of the applica-
tion and the ACGME site visit.

When crafting the documents for the applica-
tion, be sure to engage both an editor and a 
reviewer who are familiar with the ACGME 
requirements. Attention to detail is important, 
including grammar, composition, and consis-
tency in formatting. A complete, organized, and 
clearly written application will make it easier for 
reviewers to evaluate the application materials to 
ensure compliance with ACGME rules and regu-
lations. It is helpful to reach out to colleagues 
who have recently successfully submitted an 
application to get an idea of the composition of 
the documentation. Additionally, utilization of 
shared resources from other programs or organi-
zations (such as AADPRT) is permissible—work 
smarter not harder!

After the application is submitted, a site visit 
will be scheduled. The minimum notice for site 
visits is approximately 30 days. All accreditation 
site visits for programs are performed by the 
accreditation field representatives who are 
employed by the ACGME.  Biographies of the 
accreditation field representatives are available 
on the ACGME website. The site visitor is a fact 
finder for the application. The site visit seeks to 
verify and clarify the application documents in 
which program leadership has described the 
resources of the program and how the program 
will comply with ACGME requirements.

Preparation for the site visit is critical. A 
schedule for the day will be developed with iden-
tified times for interaction with the program 
director, program coordinator, faculty, DIO, and/
or chair. Participants in the site visit must be on 
time and available without distraction for the 
time of their meeting (i.e., not fielding clinical or 
administrative calls). Preparing your faculty for 
the site visit is highly recommended. All faculty 
members need to have access to the submitted 
application and ACGME requirements. A meet-
ing prior to the site visit is a great idea for over-
view of the application, highlighting ACGME 
requirements, review of the expectations for the 

site visit, and to allow time for questions/answers. 
Have each of your faculty ready to speak to their 
role within the program and develop a tip sheet of 
ACGME requirements for their preparation.

There will be a detailed list of documents 
expected to be available for review during the site 
visit. These documents should be organized for 
easy access when requested. Also, it is recom-
mended to have on hand any documents or poli-
cies labelled as required within the ACGME 
Psychiatry RC requirements.

At the conclusion of the site visit, the accredi-
tation field representative may provide some 
feedback; however, they are not the accreditation 
decision maker. The accreditation field represen-
tative writes a site visit report that is used, in con-
junction with the information in WebADS, by the 
Review Committee to make its decision. A few 
days after the RRC meeting scheduled to review 
your new program accreditation application, the 
committee sends an electronic notice indicating 
the accreditation status. The detailed accredita-
tion decision will be posted in the program’s 
ADS account 60–90 days after the meeting.

 Navigating Crises Before 
the Program Opens

A new program director may experience a deep 
sigh of relief after surviving the ACGME initial 
site visit. However, it is advisable not to get too 
comfortable because there is often, if not univer-
sally, more excitement to come. Know that crises 
in the post initial accreditation stage and first few 
years are common and may occur even before the 
first residents start.

One program experienced complete resigna-
tion of all hospital-based psychiatrists in the time 
between initial accreditation and receipt of the 
first residency class. This led to the urgent devel-
opment of an entire new parallel teaching faculty 
who were hired over the next year. Although 
stressful, and not without hiring challenges, cre-
ation of this academic faculty model in a 
community- based residency was incredibly suc-
cessful in the long run. It enabled an intentional 
focus on hiring psychiatrists who had a primary 
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interest in teaching, provision of non-revenue- 
based faculty salary models, and a residency 
department with significant collegiality and trust. 
This teaching faculty model runs parallel to the 
RVU-based psychiatry service line, but without 
the responsibility for managing all psychiatric 
care that comes through the hospital. An empha-
sis on education over service has developed, cre-
ating an optimal learning environment for 
residents in the early years of training.

It is not uncommon for a site that provided a 
significant rotation presence or funding to ulti-
mately play less of a role in the residency pro-
gram once it starts. One program was developed 
with 4 full-time equivalent (FTE) funded resi-
dency positions at a site with rotations in geriat-
ric, addiction, and inpatient psychiatry in the 
initial accreditation phase. During the first year 
of residents joining the program, it became evi-
dent that the psychiatrists working at that site had 
little interest in teaching or working with resi-
dents. Although there was a higher-level site 
leadership excitement about residency involve-
ment, the foundational residency orientation 
work with psychiatrists working in the clinical 
settings had not occurred, hampering the learning 
environment for residents at that site. Site leader-
ship’s focus was on trying to staff the department, 
with less emphasis on hiring faculty who had 
residency education as an interest or expectation. 
Residency rotations at this site required signifi-
cant contraction and have yet to reach the resi-
dent FTE rotation funding or involvement 
initially planned. Getting institutional support for 
development of alternative rotations and weath-
ering these funding fluctuations and crises ahead 
of time are an important part of residency 
development.

 Program Director Characteristics 
Important for New Program 
Survival and Success!

In a new program, it is vital that the program 
director seek support on the accreditation journey 
and during the four-year residency training cycle 
through to graduation of the first class. Support 

and mentorship start at the home institution and 
expand from there. Identification of local GME 
or other specialty program faculty mentors is an 
important first step as those people have first- 
hand knowledge and experience in the sponsor-
ing institution’s training environment. This first 
mentor could be a seasoned program director 
from another program, the GME director, associ-
ate GME director, chair, or DIO.

Membership and participation in national psy-
chiatry residency and psychiatric education orga-
nizations are critical. One of the most important 
of these is AADPRT. Membership in this organi-
zation will enable you to join the Listserv, where 
many current issues of the day are discussed and 
resources are shared freely. Membership includes 
access to the Virtual Training Office, an extensive 
collection of curricular and program administra-
tion tools that are critical in developing those first 
pieces of the program by making wise use of cre-
ative ideas and tools from programs across the 
country.

We suggest referencing not only this chapter 
but the quick how-to for developing residency 
programs created by the AADPRT task force on 
workforce development in 2020 [17].

The AAP Master Educator Program is an 
excellent resource for development as an educa-
tor, including skills in building a residency cur-
riculum. This program is highly popular and 
takes 3 years to complete on a rotating cycle. The 
aim is to develop advanced teaching skills and 
expertise in educational theory and educational 
scholarship, necessary components for both fac-
ulty and the program director.

The journal Academic Psychiatry is a valuable 
source of new ideas as you develop your program 
and concrete resources, especially through edu-
cational case reports and down-to-earth columns. 
All authors writing this chapter have used this 
journal to develop new curricula, rotations, fac-
ulty development sessions, and more.

Development of program leadership skills, as 
a new program director, is critical. We recom-
mend using a variety of internal and external 
leadership development resources and programs 
including those within your institution, AADPRT, 
AAP, your state psychiatric association, state 
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medical association, the American Association 
for Physician Leadership, and the American 
Psychiatric Association (APA). AADPRT and 
AAP also provide individual mentors who are 
experienced program directors and education 
leaders.

If the program director was trained during a 
time when education and experience in quality 
improvement and patient safety (QIPS) were not 
required during residency, they may benefit from 
taking some online or in-person courses through 
the Institute for Healthcare Improvement (IHI). 
In a community residency program, the program 
director and/or associate program directors often 
need to be QIPS champions in driving cultural 
change in residents, faculty, and staff. For more 
information regarding IHI courses and QIPS 
training, see Chap. 25.

Lastly, a director of a new program, or new 
program director, can acquire leadership skills 
through a range of dynamic resources that include 
books, audiobooks, and podcasts. Table 2.7 lists 
resources helpful to the authors of this chapter. 

There are a multitude of leadership podcasts that 
are readily available.

 Faculty Development

Faculty development is an integral part of skill 
building for the faculty team. These sessions are 
strategic to not only meet ACGME requirements 
but also serve as key activities to help enhance 
the clinical and educational knowledge of your 
faculty. Creating infrastructure and space for fac-
ulty development early on is a critical step in the 
formation of the team. Programs in their nascency 
need a foundation by which to nurture robust 
relationships among the faculty and with the pro-
gram director and associate program director—
trust is everything!

It is very helpful for new programs to under-
stand the ACGME annual faculty survey areas 
and new program application questions and pro-
actively address this content within their faculty 
development program. This ensures that the pro-

Table 2.7 Leadership resources

Books Podcasts Websites
Crucial Conversations: Tools for 
Talking When Stakes Are High by 
Kerry Patterson, Joseph Grenny, Ron 
McMillan, and Al Switzler
Crucial Accountability: Tools for 
Resolving Violated Expectations, 
Broken Commitments, and Bad 
behavior by Kerry Patterson, Joseph 
Grenny, Ron McMillan, Al Switzler, 
and David Maxfield

How’s Work? by Esther Perel
https://howswork.estherperel.com/

AADPRT
https://www.aadprt.org/
https://www.aadprt.org/training-
directors/td-listserv
https://www.aadprt.org/training-
directors/virtual-training-office
https://www.aadprt.org/training-
directors/mentorship-program
https://www.aadprt.org/training-
directors/
newexpanding-residency-program-
guide

Leaders Eat Last: Why Some Teams 
Pull Together and Others Don’t by 
Simon Sinek
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by Cy Wakeman
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Harvard Business Review
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gram meets regulatory requirements and builds 
faculty expertise. Below are several key faculty 
development sessions that are critical for build-
ing a strong team:

• How to give and receive feedback
• Administering clinical skills verification/clin-

ical skills examination
• Milestones evaluations
• How to manage a struggling learner/corrective 

action processes
• Adult learning theory
• Curriculum development
• Patient safety and quality improvement
• Supervisory model
• Faculty well-being
• Implicit bias/responding to microaggressions

It is very possible that a new program may have 
eager faculty who are ready to teach but who have 
not yet developed a strong competency as an edu-
cator. Understanding individual faculty members’ 
strengths and areas for opportunity with a needs 
assessment will help determine topics to empha-
size. Many faculty members have had limited to no 
training as educators in residency or as an attend-
ing, so faculty development sessions are crucial. 
For a detailed discussion of developing a faculty 
development program, please see Chap. 23.

It is also important to note that the time before 
residents come will be a great opportunity for 
faculty to grow as a unit. Looking at the team 
development principles [18], including initial 
forming and storming periods, will allow the 
team to develop a common set of expectations 
and purpose. Allowing faculty time and space to 
understand and work through this process prior to 
residents coming will help the program iron out 
any major kinks before go-time.

Another important item to consider is who 
takes ownership of the faculty development pro-
gram. While the residency program director 
should always have oversight of the content being 
delivered, empowering other faculty members to 
lead or co-lead development sessions will be of 
great utility. It not only eases the burden upon the 

program director, but it also helps to empower 
and create shared leadership among the different 
team members. During that forming and storm-
ing phase of team development, you may find 
that a shared leadership approach will help keep 
faculty members engaged and maintain initial 
eagerness. Consider balancing content-focused 
faculty development to improve faculty medical 
knowledge, with skill development sessions criti-
cal to the role of a faculty member (e.g., how to 
provide feedback, how to teach on a busy clinical 
service, curriculum development best practices).

Pay close attention to what other residency 
programs or departments are doing at the local 
institution as there may be opportunities for col-
laboration or utilization of existing sessions and 
materials for the new residency team. Several 
institutions have put significant effort into creat-
ing educational sessions about topics such as zero 
suicide and diversity, equity, and inclusion (DEI). 
Partnering with the developers of these sessions 
would be a great way to tap into existing threads 
of knowledge. Do not be timid about reaching out 
to other programs for what has worked well for 
them. AADPRT and AAP offer great platforms to 
share resources and the opportunity to collaborate 
with others on faculty development sessions 
between institutions. Program websites may be 
another useful place to find resources and free 
access to institutional grand rounds, seminars, 
and other educational sessions.

Faculty development in scholarly activity is a 
common area of weakness in a new program, 
especially those not sponsored by a large aca-
demic medical center with rich research 
resources. It is very important to review ACGME 
program, faculty, and resident scholarship expec-
tations prior to starting a new program, as foun-
dational work will need to take place to set the 
stage for success in this area.

Programmatic scholarly activities should align 
with institutional and program missions. For 
example, if a new program wants to focus on the 
development of clinicians and educators and is 
remote from a major academic medical center, 
types of scholarly activity might include quality 
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improvement and patient safety initiatives or cre-
ation of curricula, evaluation tools, or electronic 
educational materials, rather than research or 
peer-reviewed publications or grants. However, a 
successful scholarship in these areas will require 
faculty development in QIPS and in models of 
curriculum development such as Kerns’ six-step 
model [19]. Providing this foundation for even a 
few faculty champions can lead to a broader dis-
semination of this knowledge, attitude, and skill 
set as they start to mentor residents and demon-
strate that scholarly work is “doable.”

Adequate financial resources and faculty pro-
tected time need to be dedicated to scholarly 
activity. Faculty, as resident mentors in a new 
program, may themselves be lacking in knowl-
edge and skills in this area, so development work 
needs to occur before residents are first received 
in the program. This includes a basic needs 
assessment to determine what areas of expertise 
exist in the faculty and what significant barriers 
need to be overcome.

Dissemination of scholarly work needs to 
occur, and faculty must be educated about ways 
in which to do this. Regularly reviewing ACGME 
Common Program Requirements in the area of 
scholarship is recommended, as these have 
changed considerably over the past 10 years and 
allow for a much greater program flexibility in 
achieving competence in this area.

When it comes to building a residency pro-
gram, recognize that it is first and foremost 
important to educate the educators. Creating a 
platform that empowers learning will only help to 
shape the future learning and growth that you do 
with residents and other learners. There is no 
need to re-invent the wheel; be resourceful and 
work as a team!

 Curriculum Development

Curriculum planning can be one of the most 
daunting portions of starting a new residency 
program. New residency programs have to meet 
multiple requirements, including ACGME 
Psychiatry Residency requirements, ACGME 
Core Program requirements, and preparation for 
American Board of Psychiatry and Neurology 
Board certification among others. Aligning the 
curriculum to the residency’s learning objectives 
is critical but often poses several practical prob-
lems including identifying curricular content 
resources or experts that may not be available at 
the sponsoring institution.

Example
One new community program had no 
expertise in scholarly activity and recog-
nized that most faculty joining the program 
had little interest in scholarly activities 
such as research and peer-reviewed publi-
cations. The needs assessment identified 
that the program had two faculty members 
motivated to drive this area forward and a 
couple more with publication experience. 
Faculty development early on in residency 
development focused on basic needs; an 
initial focus on quality improvement and 
patient safety education and initiatives was 
chosen, with those faculty members most 

enthusiastic and driven to improve schol-
arly work, first beginning to develop post-
ers and workshops at regional and then 
national conferences. Mentorship was 
sought from program director peers, with 
experience in scholarly work. As confi-
dence grew, the senior faculty mentored 
other junior faculty and then branched out 
into other areas such as national profes-
sional and educational committee work, 
editorial boards, and even chapters in med-
ical textbooks! This program went from a 
position of receiving two citations in schol-
arly activity in the first year of the program 
to receiving commendations in meeting 
ACGME requirements in this area several 
years in a row. Starting with a few champi-
ons led to a full faculty and resident pro-
gram participation in ACGME-defined 
scholarly activities within just 4 years.
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Residency curriculum development is dis-
cussed in detail in Chap. 11. In the development 
of a curriculum for a new program, it is tempting 
to piece together the puzzle as you progress 
which risks losing sight of the overall program 
objectives. The first step of any well-thought-out 
curriculum is to understand what content needs 
to be covered. A needs assessment is imperative 
and must include consideration of ACGME 
accreditation requirements. There are several 
noteworthy resources that will aid a program in 
success. As noted above, the AADPRT Virtual 
Training Office has a plethora of shared resources 
for programs. AAP materials from workshops 
and shared curricula also provide a valuable 
resource for any new program getting started. It 
is also a great idea to check out APA and ACGME 
for resources they may post on their websites. 
The Association for American Medical Education 
(AAMC) MedEdPortal®, Education Resources 
Information Center (ERIC) Database, National 
Neuroscience Curriculum Initiative (NNCI), and 
Severe Mental Illness (SMI) Adviser are 
resources commonly used in both new academic 
programs and community programs searching for 
expert content. Online educational content is a 
wonderful way to diversify teaching options and 
provide flexible learning environments for resi-
dents who are on rotation at remote sites or work-
ing from home.

Hiring faculty with different areas of expertise 
is an important way to diversify content over time 
in a new program. Know that you will have con-
tent deficits, and these require transparent identi-
fication through ACGME survey results, 
milestone performance of the initial resident 
cohort, and discussions in the Clinical 
Competency and Program Evaluation commit-
tees. Content area deficits can be addressed by 
asking faculty in other regional programs who 
have expertise in these areas to teach either in 
person or remotely, by collaborating with other 
programs to co-teach didactics and by using 
national curricular resources. Reaching out to 
existing regional programs can be very helpful in 
aligning seminar teaching at times that are mutu-
ally convenient and can occur on digital plat-
forms. Regional academic programs may have 

faculty who may be motivated to teach at a new 
program as a way to enhance academic promo-
tion application.

Milestone attainment and progression are 
important structural considerations for setting up 
one’s curriculum [20, 21]. It is important to be 
thinking from a wide-angle lens about how the 
program is evaluating and helping residents prog-
ress along in their training and how the curricu-
lum teaches milestones. Some paradigms to 
consider include looped curricula and layered 
learning. Looped curricula are designed so that 
learners are exposed to the same material two or 
more times in order to enhance effectiveness and 
skills acquisition. Layered learning involves hav-
ing senior residents teaching junior residents in a 
model that allows junior residents to learn knowl-
edge and skills while enhancing senior residents’ 
development of teaching skills. A by-product of 
both looped and layered learning is cross resi-
dency year relationship building.

Before creating materials for the curriculum, 
spend time creating goals and objectives for each 
portion. This will allow for a structured evalua-
tion process while making sure each portion 
aligns with the vision and requirements of the 
program. A varied pedagogy should be utilized, 
prioritizing adult learning theory, learner engage-
ment, and room for discussion. Varied methodol-
ogies can help achieve this including polls, 
utilization of video clips, case examples, role 
playing, flipped classroom, and peer learning. It 
is important to put the learner in the center of 
education and have them actively engaged in the 
process.

A significant pitfall to be wary of with curricu-
lum development is that inevitably things will go 
differently than expected. Whether there is fac-
ulty attrition, change in requirements or needs, 
changing learning styles, or a worldwide pan-
demic that requires an entire virtual learning shift 
almost overnight, it will be important for pro-
gram leadership to keep a pulse on the curricu-
lum at large. Be ready to be nimble to address 
gaps and changes in the existing curriculum. A 
great example is efforts related to diversity, 
equity, and inclusion (DEI). A lot of programs 
and institutions did not have DEI curricula or 
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these topics were relegated to small portions of 
didactic sessions. Thinking of how to adapt and 
continually evolve the existing curriculum to fit 
the program’s needs is a skill set of a visionary 
leader.

Curriculum evaluation and ongoing improve-
ment are underrated and underutilized parts of 
the process. Evaluation should span the entire 
process and is a cyclical and iterative process. 
Ensure that your program has methods for both 
formative evaluation (assessing opportunities for 
growth such as resident engagement during a 
didactic) and summative evaluation (assessing 
outcomes from the curriculum such as board cer-
tification rates). Make sure to include all partners 
in curriculum evaluation as you will need buy-in 
from all in order to push the vision and mission of 
the curriculum forward.

 Marketing Your Program and Initial 
Residency Recruitment

Resident recruitment is discussed in detail in 
Chap. 6. Here, we focus on marketing and recruit-
ment issues for new programs or tracks.

Marketing a new program in an intentional 
way and with a clear strategy is a challenge. 
Being a new program does not need to mean get-
ting the lowest caliber residency candidates; 
rather, there can be an opportunity to recruit resi-
dents who are trailblazers, interested in helping 
to shape and develop the program with their voice 
and efforts. Tapping into this energy by framing 
this as an opportunity can lead to the recruitment 
of quality residents who are actively engaged, 
motivated, and committed to the success of their 
program. Recruiting residents to a new program 
has some additional advantages over recruiting to 
some established programs. New programs do 
not have the challenges of a history of citations, 
unsubstantiated negative online reviews, or dis-
gruntled residents. A new residency training pro-
gram typically has energy and enthusiasm. The 
organization and community highly value psy-
chiatry as demonstrated by the development of 
the psychiatry residency training program.

The time and effort spent recruiting new resi-
dents also will have a significant impact on the 
caliber of residents the program matches. High 
caliber residents, in turn, will have a significant 
impact on faculty recruitment and retention and 
on staff, organization, and community satisfac-
tion. Recruiting high caliber residents will have 
the future benefit of likely recruiting more high 
caliber residents. Medical students routinely use 
the quality and morale of the residents as a gauge 
of the quality of the residency program.

Initiating resident recruitment should begin as 
soon as possible. It is advisable to start formal 
recruitment as soon as the program gains initial 
accreditation to inform medical school applicants 
of the program’s existence. Recruitment expenses 
should be built into the budget for developing the 
residency training program. The newly appointed 
program director should be prepared to present, 
meet, and travel routinely as part of their posi-
tion. The program director will be influential in 
the recruitment process.

One of the most common ways to recruit resi-
dents is to host medical student rotations [22]. 
Medical student rotations can begin prior to ini-
tial accreditation of the program, so this can be a 
starting foundation before official recruitment 
begins. It is strongly recommended to develop a 
relationship with one or several medical schools 
to provide core psychiatry rotations. Medical 
schools may be open to developing a formal affil-
iation and/or financial arrangement if you partici-
pate as a core psychiatry rotation site. The 
development of a core rotation can be a tremen-
dous benefit to recruitment into the residency 
training program. It is recommended that the 
arrangement to become a core rotation site does 
not exclude offering elective rotations to addi-
tional external medical students. It is advised to 
host medical students as broadly as possible with 
a focus on regional medical students.

Attempts should be made to be flexible with 
medical student rotations. Consideration should 
be given to providing specialty experiences of 
interest to the medical student candidate. It is 
extremely important to allow students access to 
faculty who are passionate about education. 
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Inspiring faculty members who teach with pas-
sion will be a tremendous recruitment resource. 
Attempts should be made to highlight the unique, 
innovative, or specialty areas within the program, 
department, and organization.

Website design, recruitment fairs, social 
media, regional outreach, and utilizing existing 
recruitment resources within your institution are 
also essential in spreading the word about your 
new program. Being mindful of the mission and 
vision of your program, you can market your pro-
gram accordingly to match with the best “fit” of 
residents for the program.

Residency website design elements to con-
sider include content, aesthetics, and ease of nav-
igation [23]. Consider content to include items 
listed below.

 Residency Website Design Elements

Program mission and goals
Welcome from the program director (and chair, as 
applicable)
History of the development of the program
Unique program features
City/location information
Faculty biographies
Resident biographies and “day in the life”
Curriculum including elective opportunities
Clinical sites
Rotation schedule
Well-being resources
Diversity, equity, and inclusion
Salary and benefits
Application process
Medical student rotation application process
Contact information
Links to social media accounts

The aesthetic of the website is also impor-
tant. A uniform feel and look to the website are 
necessary to sustain visual interest. Videos 
(short in duration, quality video recording) and 
pictures help to evoke a “feel” of the program 
that written material may not effectively com-
municate. Also consider how the website trans-
lates to both computer and mobile device 
viewing since many applicants will utilize both 
avenues to reach your residency website. 
Navigation of the site should be clear and easy 

to follow. Make sure links and videos are func-
tional, and consider adding a search tool for 
ease of convenience for applicants.

Recruitment fairs are a great means to market 
your new program. Contact PsychSIGN® 
(Psychiatry Student Interest Group Network) 
leadership to inquire about participation in 
national and regional fairs. The Student National 
Medical Association (SNMA) is also an impor-
tant resource for recruitment of underrepresented 
minorities to residency programs. AADPRT 
recruitment fair participation can enable you to 
join programs from the same geographical 
region, thereby improving the likelihood that 
those students attending have a real interest in 
applying to your new program. In the era of vir-
tual recruitment, participation in regional recruit-
ment fairs that allow medical student access to a 
range or programs they may have an interest in is 
a wise idea.

Contacting medical schools in the state and 
nearby to determine if there are any recruitment 
fairs or opportunities to meet with psychiatry stu-
dent interest groups within their schools can be 
an effective way to reach out to your region. 
Create a one-page flyer about your program that 
can be emailed to deans of medical schools in 
your region with a request for distribution. A con-
current offer of providing a lecture or meeting 
with the medical student interest group to discuss 
the potential for psychiatry clerkship and elective 
opportunities with your faculty and future resi-
dents may also be helpful.

Social media is being more and more com-
monly used by programs for recruitment. 
Consider the use of platforms such as Instagram, 
Twitter, LinkedIn, and Doximity to market your 
program. It will be essential to have the right resi-
dency personnel leading social media initiatives 
to create engaging and frequent posts while 
adhering to all institutional guidelines for mar-
keting on social media. You can also consider 
blogging on frequented medical student websites 
(e.g., Student Doctor Network, Reddit, Doximity) 
for a creative means of promoting your program.

Successful residency training programs par-
ticipate in the Electronic Residency Application 
Service (ERAS), National Residency Matching 
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Program (NRMP), and Fellowship and Residency 
Electronic Interactive Database (FREIDA). 
These programs allow medical students to view 
and apply to the available psychiatry residency 
training programs. These organizations are essen-
tial for successful recruitment of high caliber 
residents. It is important to be aware of the dead-
lines for these programs, such as deadlines for 
registering for ERAS and the NRMP for the 
recruitment year and the rank order list deadline 
for the Match.

Residency recruitment interviews vary con-
siderably from program to program; however, 
there are some common elements. The prospec-
tive candidate should be given an orientation 
about the general mission, history, and structure 
of the organization and the program. The resident 
candidate should have the opportunity to meet 
program leadership and residents. Candidates 
typically value meeting with the chief resident. 
For the initial recruitment interviews when there 
are not yet residents in the program, you will 
need to be creative in your approach for the inter-
view days. Be mindful to ensure ample time to 
interact with faculty to demonstrate their com-
mitment and investment in the program and resi-
dency education. Your DIO may also be able to 
provide time for interaction from an institutional 
lens of supporting the residency program. If there 
are residents in other programs within your insti-
tution, consider asking for their time to engage 
with applicants during interview day or an infor-
mal dinner or virtual meet and greet the night 
before the interview day. If the interviews are in 
person and will run throughout the day, it is a 
nice gesture to make breakfast, lunch, and/or din-
ner available to the candidate. Most programs do 
not pay for travel and hotel costs, so marketing 
your new program as being able to support this 
significant recruitment expense can be successful 
in encouraging applicants to interview at a site 
they may initially pass over. There are specific 
resident candidate interview rules and regula-
tions set forth by the NRMP. These policies are 
outlined in the Match Code of Conduct policy on 
the NRMP website [24]. The Match Code of 
Conduct outlines the rules and regulations that 
must be followed to maintain integrity of the 
Match process. The interview process should be 

well planned, coordinated, organized, and prac-
ticed. This is the program’s best opportunity to 
demonstrate its strengths and opportunities avail-
able for candidates. Residents commonly evalu-
ate programs based on the quality of the interview 
experience.

Finally, tap into your organization’s recruit-
ment/human resources department for their 
expertise and guidance. The recruitment depart-
ment may need education about how recruitment 
of residents, including the Match process, differs 
from routine recruitment of physicians for clini-
cal work. However, they can likely assist in pro-
viding ideas for outreach, creating visually 
appealing marketing materials, and helping with 
residency “swag” that can be distributed at 
recruitment fairs or used during interview days 
(such as logoed mugs/pens/water bottles, etc.). 
Of note, an important consideration is to be aware 
of any local/state laws or ethical guidelines 
around giving applicants gifts. The recruitment 
department may also be helpful in connecting 
you with the institution’s marketing department 
and local media outlets to disseminate journalis-
tic articles about your new program, increasing 
your visibility to a wider audience. In this way, 
when applicants research your program on the 
web, they will see how the local community has 
responded to and welcomed the initiation of a 
new residency training program.

 Summary

In summary, new program development has been 
on the rise over the past 5 years, and we hope to 
have provided a set of practical tips and resources 
that can help in the successful creation of future 
programs and tracks and supporting existing new 
programs. Performing an initial needs assess-
ment is critical to creation of a rationale for new 
program development. Determining the best 
funding model available in your region is impor-
tant for long-term success.

You want a residency program that can with-
stand the rigors of time. Having the forethought 
to think about wise creation of a “cap” will be 
critical in enabling both future residency expan-
sion and fellowship development. Location and 
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institutional sponsor’s mission and values guide 
what direction your program should take and 
what your specific mission and goals should 
focus on. Collaboration both within your organi-
zation and with community partners is vital for 
success. A well-organized and well-funded fac-
ulty model is necessary, with different models 
described in this chapter.

Preparing the ACGME application for initial 
accreditation takes time, and you will want to 
connect with national and regional program 
directors who have recently had success in 
accreditation. Connecting with AADPRT work-
force task force members can help you in your 
search for a mentor. Even when through the ini-
tial accreditation process, expect change, and be 
flexible in adapting to crises. A successful pro-
gram director is resilient and uses the multitude 
of resources available to them. Faculty develop-
ment is necessary in any new program, whether 
academic or community based, with those 
resources potentially available within your insti-
tution and through AADPRT and AAP. Curriculum 
development takes considerable time and depend-
ing on the location or size of your program may 
require innovative approaches such as looped 
curricular models, utilization of online teaching 
resources, and collaboration with other local 
programs.

Marketing your program at the outset requires 
a strategic plan. Pivoting toward the millennial 
and post-millennial audience is critical for suc-
cess. Initial residency recruitment sets the stage 
for future recruitment, so spending time, energy, 
and money in those first recruitment years is 
wise. Being aware of the necessary steps in the 
recruitment cycle is important, and having a 
skilled program coordinator and good senior 
GME leadership will help you set your program 
up for success.
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3Understanding and Meeting 
Program Accreditation 
Requirements

Robert J. Boland and Suzanne J. Sampang

Accreditation is the process by which an inde-
pendent organization assesses a program to 
ensure that it meets the standards for competence 
expected of a graduate medical education pro-
gram. In the United States, all graduate medical 
education programs  – residencies and fellow-
ships – and the institutions that sponsor them are 
overseen by the Accreditation Council for 
Graduate Medical Education (ACGME). The 
ACGME is a private non-profit organization. 
Established in 1981, it represented a reorganiza-
tion of the Liaison Committee on Graduate 
Medical Education. This committee was formed 
in 1972 by a consortium of medical organiza-
tions (including the American Medical 
Association, the American Board of Medical 
Specialties, and several medical societies). The 
impetus was a consensus that there was a need 

for a uniform oversight system for medical train-
ing [1, 2].

The stated mission of the ACGME is “to 
improve health care and population health by 
assessing and enhancing the quality of resident 
and fellow physicians’ education through 
advancements in accreditation and education.” 
Essentially, the ACGME accredits programs. 
However, it does not oversee the training of indi-
viduals – for most specialties, that is the purview 
of their specialty board. For psychiatry, the role 
falls to the American Board of Psychiatry and 
Neurology (ABPN), established earlier (1934) 
than the ACGME [3]. Although the two organi-
zations have related functions and collaborate at 
times, their focus is different. Thus, whether an 
individual has met the standards for board certi-
fication in psychiatry is the purview of the 
ABPN. In contrast, the ACGME limits its focus 
on whether a residency program meets training 
standards.

The ACGME publishes the requirements for 
residency certification, and the requirements for 
psychiatry and its subspecialties are currently 
available at https://www.acgme.org/Specialties/
Overview/pfcatid/21/. The specialty requirements 
consist of Common Program Requirements, which 
are universal to all residencies regardless of spe-
cialty, and specialty-specific requirements, which 
are unique to a given specialty. Examples of spe-
cialty-specific requirements include the unique 
curriculum, including clinical rotations and didac-
tics essential to learning a specialty.
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The more general requirements, such as the 
role of the faculty, the resident appointment 
 process, the evaluation process, and details of 
the learning and work environment, including 
duty hour requirements, are part of the 
Common Program Requirements. The ACGME 
has, over time, broadened the standard require-
ments to bring more consistency across spe-
cialties so that specialty-specific requirements 
are limited to only those truly unique and nec-
essary for that specialty. The most recent ver-
sion of the Common Program Requirements 
was implemented in 2022; the prior revisions 
were in 2003, 2011, and 2020. The main revi-
sions were in the areas of resident wellness, 
patient safety, and minimum dedicated time for 
program leadership. The attention to well- 
being is an attempt to address burnout issues 
among residents and faculty. This change 
reflects the increasing awareness of the need 
for wellness curricula in residency programs 
[4]. All requirements are reviewed regularly 
and updated as needed. Any change will be 
published ahead of implementation with an 
opportunity for public comment.

In addition to program requirements, the 
ACGME also publishes institutional require-
ments. These requirements pertain to the spon-
soring institutions, which house and support 
graduate medical education programs. These are 
often hospitals or universities.

In practice, the accreditation process is con-
ducted by a peer-review process of the various 
review committees (RCs). Each medical spe-
cialty has a designated review committee of vol-
unteer physicians, a resident member, and a 
public member that oversees the specialty and 
associated subspecialties. These committees per-
form a yearly review of each residency program. 
To do this, they review the required data and 
materials that each program submits and deter-
mine whether they meet the accreditation stan-
dards. Ultimately, the RC confers an accreditation 
status: continued accreditation, continued accred-
itation with warning, probation, or withdrawal of 
accreditation.

 Residency Administrative Structure

The ACGME requires certain entities and admin-
istrative structures at an institutional and resi-
dency level.

 Institutional Structure

There must be a Designated Institutional Official 
(DIO) at the institutional level. The DIO directs 
all graduate medical education at their institution 
and oversees and administers all of the institu-
tion’s residency and fellowship programs. This 
organizational approach is significant as it 
removes the ultimate authority for education at 
an institution from the department level to an 
institutional one. Thus, although a departmental 
chair and program director have a vested interest 
in maintaining a quality residency, it is the ulti-
mate responsibility of the institution to support 
and oversee the program. The DIO also runs the 
Graduate Medical Educational Committee 
(GMEC), another ACGME-stipulated entity. 
This group generally consists of representative 
program directors who conduct internal reviews 
and review resident complement changes. They 
also organize the response to all ACGME institu-
tional reviews, including the Clinical Learning 
Environment Review (CLER) and the annual 
institutional review.

The DIO is also responsible for providing nec-
essary resources to the programs. This assistance 
varies by institution but may include faculty 
development, hospital credentialing, funding res-
idency meals during call, and centralizing mental 
health resources for trainees. The DIO also serves 
as additional support for residents. For example, 
a resident concerned with their training may not 
feel comfortable discussing this with department 
leadership; instead, they can speak with the 
DIO. In some cases, a DIO may initiate an inter-
nal review to investigate complaints, mainly 
when there are multiple or consistent complaints. 
When a complaint comes directly to ACGME, it 
is the DIO’s responsibility to respond to the 
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ACGME, demonstrating a thorough investigation 
of the complaint. This is done in concert with the 
program director.

 Residency Administration

At the residency program level, the ACGME 
mandates several positions and structures. The 
most crucial, of course, is the program director. 
There may be associate directors as well. 
However, the ACGME recognizes only one pro-
gram director, and the position cannot be shared. 
The ACGME RC reviews and approves all pro-
gram directors, ensuring sufficient experience 
and time to lead a residency program success-
fully. The ACGME stipulates that the institution 
must provide a minimum amount of salary sup-
port for non-clinical time to administrate the pro-
gram. The exact amounts and wording are listed 
in the program director section of the program 
requirements. This number increases depending 
on the size of the program. This minimum time 
requirement may be used by the program director 
only or divided between the program director and 
one or more associate (or assistant) program 
directors. The ACGME also lists the specific 
responsibilities of the program director. For 
example, the program director must have com-
plete responsibility and authority to decide who 
should teach and supervise residents among their 
faculty. Thus, the ACGME gives the program 
director the authority to approve and remove fac-
ulty from the residency.

Equally essential is a program coordinator, 
who assists the program director in adminis-
tering the residency. The ACGME also lists 
the minimum coordinator support required. 
The exact time requirements and position 
responsibilities are listed in the program coor-
dinator section of the program requirements. 
The minimum full- time equivalent for the 
coordinator specified in the requirements 
should be devoted entirely to administrative 
responsibilities for the accredited program. 
The program should not assign any additional 

duties including, but not limited to, supporting 
non-accredited programs or other departmen-
tal administrative responsibilities during this 
allotted minimal time. Programs are encour-
aged to allocate time between ACGME- 
required program administration and other 
duties required by the institution so that these 
individuals are not overburdened.

 Faculty

The ACGME requires sufficient faculty for a pro-
gram and lists standards for qualification. They 
differentiate between core faculty who have a 
significant role in resident education and supervi-
sion and the remaining faculty in the program 
who might be less involved in education. For 
example, the faculty member who coordinates 
the psychotherapy didactic curriculum would be 
considered core faculty. On the other hand, a fac-
ulty member who solely provides clinical super-
vision to a resident would not be considered core 
faculty. The decision about what constitutes a 
“significant role” is left to the program director.

Example: A faculty member is not employed by 
the university and has a volunteer faculty status. 
Initially, they did some supervision but did not 
have a significant role. However, they have become 
more involved over the past year and are now 
supervising several residents and running a resi-
dent process group. Although the training director 
frequently used this faculty member as an “unoffi-
cial” advisor, they invited the person to join the 
Program Evaluation Committee more recently. 
That said, the program director is unsure whether 
the faculty member spends enough hours to justify 
being core faculty as they also have a private prac-
tice and spend significant time in that non- 
residency role.

Our advice: The program director should decide 
whether this faculty member devotes a significant 
portion of their effort to resident education and 
administration. This effort should include non- 
clinical activities related to resident education and 
program administration. Examples of these non- 
clinical activities could include interviewing and 
selecting applicants, providing didactic instruc-
tion, mentoring trainees, simulation exercises, 
completing the annual ACGME faculty survey, and 
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participating on the program’s committees. If the 
faculty member now functions in this vital role in 
the program, then they should be considered “core 
faculty.”

 Residents

The ACGME sets out the standards and criteria for 
residents and their responsibilities, including the 
requirements for domestic and international medi-
cal school graduates. In addition, the ACGME 
approves the number of residents a program can 
train, known as the resident complement, and must 
authorize any changes to this number.

 Curriculum and Scholarly Requirements

The ACGME sets the standards and requirements 
for the educational experience in a specialty. 
These competencies include the knowledge areas 
to be covered and the required clinical experi-
ences. Among these requirements is the scholarly 
activity for both faculty and the residents. 
Although some programs find this a challenge, 
the ACGME defines scholarly activity broadly, 
with the goal being more research literacy than 
independent investigation or productivity. 
Therefore, residency programs should have 
ample faculty with scholarly activity to create a 
learning environment conducive to promoting 
and mentoring a resident’s participation in 
scholarship.

 Committees

The ACGME describes six core competencies 
universal to all specialties and required for a 
physician to enter independent practice. These 
competencies are professionalism, patient 
care, medical knowledge, practice-based 
learning and improvement, interpersonal and 
communication skills, and systems-based 
practice. In addition, each specialty has identi-
fied milestones to achieve the graduation tar-
get goal in each area. A residency program 
must have a Clinical Competency Committee 

(CCC), appointed by the program director and 
composed of faculty members, at least one of 
whom is core faculty. This committee’s 
responsibility is to review each resident’s 
evaluations at least semi-annually and deter-
mine their progress on each milestone sub-
competency. The committee then advises the 
program director whether the resident is on 
track or not progressing as expected.

A residency program must also have a 
Program Evaluation Committee (PEC), compris-
ing faculty members, with at least one core fac-
ulty member and at least one resident. The PEC 
helps conduct the Annual Program Evaluation 
and then submits it to the DIO and distributes it to 
faculty and residents. In addition, the PEC 
advises the program director on program over-
sight. Most importantly, this committee should 
help the program director identify program 
strengths, challenges, opportunities, and threats 
to help determine the areas in need of improve-
ment. Finally, the PEC should identify and utilize 
metrics to evaluate the effectiveness of their edu-
cational program, as enumerated in the program 
requirements.

 Milestones

The ACGME created the milestones as part of 
their next step toward outcomes-based accredita-
tion. They are based on the six core competencies 
and focus on educational outcomes rather than 
processes as measures of success [5, 6]. The first 
wave of milestones development was in 2009; 
psychiatry was part of the second wave, begin-
ning in 2011 [7]. The development group was 
composed of leaders from the American Board of 
Psychiatry and Neurology (ABPN), the American 
Association of Directors of Psychiatric Residency 
Training (AADPRT), the ACGME, and the 
American Psychiatric Association (APA). After 
several pilots, the ACGME implemented the 
milestones in 2014.

The key to the milestones is that the outcomes 
are specific behaviors, attributes, or other mea-
sures. The result was a document that presented the 
six competencies, with several subcompetencies 
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for each domain, divided into five stages of pro-
gression ranging from a beginning resident level of 
performance to that of an exceptional resident who 
is working at a level beyond that expected of a 
graduating resident. That final level is aspirational, 
level 5. Level 4 defines the usual graduation targets 
in each competency. The milestones are a frame-
work for assessing resident development over time. 
The levels of milestones do not correspond to the 
post-graduate year of education. The ACGME 
stresses that program directors should not use the 
milestones to define residency requirements or as 
the sole basis of decisions about competency and 
graduation eligibility.

The milestones, as well as resources to help 
implement them, are available on the ACGME web-
site: https://www.acgme.org/Specialties/Milestones/
pfcatid/21/Psychiatry/.

The ACGME intended the milestones as forma-
tive evaluations. Rather than assigning achievement 
grades, the milestones attempt to map the path of 
resident development in the various competencies 
and then determine where on that path the resident 
currently is. Based on the information provided by 
the CCC, the program director should provide feed-
back to each resident semi-annually on their prog-
ress in training. When utilized as intended, a 
discussion of a resident’s milestone achievement 
should spark a constructive conversation between 
the program director and the resident about what 
competency areas deserve particular focus in the 
coming months. We can assume that residents will 
progress at different rates and that different pro-
grams may teach different competencies at different 
times in the residency.

Recently, the ACGME developed the next 
iteration of the milestones, dubbed milestones 
2.0. The psychiatry workgroup used feedback 
from various stakeholders to revise the mile-
stones, and implemented them in July 2021. 
Much of the changes represent useful streamlin-
ing and clarification [8]. One notable change was 
the addition of the well-being subcompetency 
[9]. The concern was that much of the program 
requirements and milestone subcompetencies 
relevant to wellness in the previous iteration 
placed much of the responsibility for well-being 
on the resident and neglected systemic and cul-

tural issues. The workgroup revised this to reflect 
both an individual and an organization’s shared 
responsibility toward fostering wellness.

 Combined Programs

There are several residency programs within 
psychiatry that represent collaborations 
between different disciplines. These include 
Psychiatry–Internal Medicine, Psychiatry–
Family Medicine, Pediatrics–Psychiatry/Child 
and Adolescent Psychiatry (“triple board”), 
Psychiatry–Neurology, Neurology–Internal 
Medicine, and Post Pediatric Portal Program. 
The ACGME does not oversee these multispe-
cialty programs. Instead, the American Board 
of Psychiatry and Neurology (ABPN) over-
sees the accreditation of these programs. This 
article is concerned with ACGME accredita-
tion and does not discuss the combined certifi-
cation process. However, in practice, this 
article is still relevant as the ABPN generally 
follows the requirements of each RC (i.e., both 
Psychiatry and Internal Medicine in the case 
of the Psychiatry–Internal Medicine combined 
residency) to make accreditation decisions.

 Next Accreditation System

In 2013, the ACGME introduced the Next 
GME Accreditation System [10]. The purpose 
of this was to move from a process of 10-year 
site visit evaluations to a continuous accredi-
tation model focused on educational outcomes. 
The key features of this change were annual 
reviews in which the RC reviews information 
submitted by a program, with the option of 
requiring additional information or scheduling 
a site visit if indicated.

 Accreditation Data System

The residency program director must submit pro-
gram and resident data annually through the 
Accreditation Data System (ADS). This data sys-

3 Understanding and Meeting Program Accreditation Requirements

https://www.acgme.org/Specialties/Milestones/pfcatid/21/Psychiatry/
https://www.acgme.org/Specialties/Milestones/pfcatid/21/Psychiatry/


34

tem tracks information submitted by the program 
with additional data collected through the annual 
resident and faculty surveys. The RCs review all 
data; however, certain data elements, termed 
“primary data elements,” represent areas of focus. 
These include:

 1. Program attrition (whether there are signifi-
cant changes in the faculty or resident roster)

 2. Any changes in the program, including sites, 
curriculum, or program leadership

 3. Scholarly activity
 4. Board pass rates
 5. Resident survey data
 6. Faculty survey data
 7. Milestones (whether the program has submit-

ted these in a timely fashion)

 Types of Reviews

The RC conducts several reviews during their 
review meetings.

 1. New program application. All new programs 
applying for accreditation must complete a 
core specialty application. In addition, psy-
chiatry residency programs must undergo a 
site visit before the RC reviews the applica-
tion. Fellowship programs are not required to 
undergo a site visit when applying for initial 
accreditation. The RC website lists the dead-
lines for submission so that the RC members 
have ample time to review the application 
before a meeting. The RC will give citations 
for areas not in compliance with the program 
requirements. If the program is approved, the 
RC will grant them initial accreditation.

 2. Initial accreditation. Once the ACGME grants 
a program initial accreditation, the program 
can recruit and appoint residents to the pro-
gram. All programs will undergo an initial site 
visit within 2  years of being granted initial 
accreditation. Upon reviewing ADS and site 
visit information, the RC may grant continued 
accreditation.

 3. Continued accreditation. Programs with a sta-
tus of continued accreditation must undergo 
an annual data review. At this time, the RC 
may choose to continue or change a program’s 
accreditation status.

Ultimately, the RC makes an accreditation 
decision that can be one of the following:

 1. Continued accreditation. When the RC finds 
the program in substantial compliance, they 
will continue the accreditation. Thus, the pro-
gram remains in good standing.

 2. Continued accreditation with warning. The 
RC can continue a program but issue a warn-
ing. The purpose would be to warn the pro-
gram that they have substantial areas of 
noncompliance and that their accreditation 
status is in jeopardy.

 3. Probationary accreditation. The RC puts a 
program on probation when they determine 
that it is substantially noncompliant. Before 
issuing a probation, the RC will first order a 
site visit to establish the validity of the con-
cerns. Once on probation, the program has 
2 years to remedy the concerns.

 4. Withdraw accreditation. The RC withdraws 
accreditation when a program fails to remain 
in compliance. This unfortunate event usually 
occurs after a probationary period. The pro-
gram will first undergo a site visit to gain 
more information before the RC decides to 
withdraw accreditation.

 Site Visits

Full site visits occur at specified times, includ-
ing during the initial application, within 2 years 
after the initial accreditation, and at 10-year 
intervals (discussed later). The site visitor 
reviews all aspects of the program to confirm 
compliance with all program requirements. This 
process will involve interviews with the DIO, 
department chair, program director, faculty 
members, and trainees. It may also involve a 
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review of training files, policies, or program let-
ters of agreement.

The RC can also request site visits at any time. 
These site visits can be either focused or full. The 
RC will request a focused site visit when there is 
a specific area of concern for which the RC needs 
verification before rendering an accreditation 
decision. An example might be repeated citations 
for resident evaluations without improvement. 
The RC might decide to conduct a focused site 
visit explicitly looking at the aspects of the pro-
gram that involve resident evaluations. The RC 
will opt for a full site visit if there are multiple 
areas of concern, and the RC believes that they 
need to examine all aspects of the program.

At the time of this writing (April 2022), the 
ACGME has suspended all in-person site visits in 
the wake of the COVID-19 pandemic, except in 
specific circumstances. Instead, site visits are 
being conducted remotely via electronic means. 
If a site visit will be conducted in person, the PD 
and Sponsoring Institution will be notified in 
advance. In-person site visits will likely resume 
in the next year.

 Citations

Programs receive a citation if the RC determines 
that they are not meeting a standard. This deci-
sion relies on the ADS information and any site 
visit data if available. In a citation, the RC will 
list the specific requirement in violation and why 
the RC determined that the program was in viola-
tion. Program directors must respond to the cita-
tion, including how the program mitigates the 
concern. The RC will review this information 
during the following year’s annual review and 
determine whether the program has successfully 
resolved the citation. If the program continues 
not to meet the ACGME standard, the RC will 
extend the citation. The RC most commonly 
issues citations for duty hour violations, evalua-
tions, program director responsibilities, and fac-
ulty qualifications. Also, inaccurate information 
is a frequent cause for citations.

 Areas for Improvement (AFI)

AFIs are general concerns that may or may not 
be linked to a specific program requirement. 
They allow an RC to alert the program to rising 
concerns without issuing citations. Unlike cita-
tions, programs do not have to issue a written 
response to an AFI.  However, the program 
should monitor these internally. If an AFI is 
repeatedly identified, it may subsequently con-
vert to a citation. The most common areas for 
improvement are specific domains in the resi-
dent or faculty survey, board exam performance, 
and scholarly activity.

 Other Possible Actions

In addition to accreditation decisions and issuing 
citations or AFIs, the RC may take other actions. 
For example, they can increase or reduce a resi-
dent complement. This change usually occurs at 
the request of the program. However, the RC may 
become concerned that a program is overex-
tended, such as losing a training site or a large 
number of faculty. In that case, they may choose 
to reduce the residency size. Finally, they may 
also commend a program. The RC uses this 
action to acknowledge consistent excellent per-
formance, best practices, innovations, or impres-
sive efforts to resolve previous citations.

 Communication of the RC Decisions

Within five business days after the RC meeting, 
the program receives an e-mail notification of 
the accreditation decision. The RC emails this 
to the program director, program coordinator, 
and DIO.

Within 60 days, the RC sends a letter of notifi-
cation to the program, including the same person-
nel as the 5-day notice. This document includes 
full details of the review, including all actions 
taken and any citations or AFIs. The letter is also 
posted and available in ADS.

3 Understanding and Meeting Program Accreditation Requirements
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 Self-Study

The self-study is the newest addition to the 
NAS. The ACGME intends it as a formative eval-
uation for programs, meaning that it is intended 
to encourage quality improvement through con-
structive feedback. This process is only possible 
in a low-stakes review. There should be no conse-
quences to promote an honest appraisal. Before 
the visit, programs will engage in self-evaluation. 
The residency stakeholders, including faculty 
and trainees, should candidly discuss the pro-
gram’s strengths and areas needing improvement. 
This process works best if it is meaningful, and 
the residency leadership takes it as an opportu-
nity to take an honest look at the program. This 
look would include defining the program’s aims 
and considering how well the program meets 
those aims. This self-study process is an opportu-
nity to review the impact of improvements made 
to the program over recent years and identify 
future action items. One year after that process, 
the self-study group should review the document 
created, the impact of interventions completed, 
and the next steps.

In its original conception, the next step would 
involve meeting with the ACGME for self-study 
reviews during the 10-year site visit. However, 
the ACGME later modified this plan and decided 
to de-link the self-study and the 10-year site visit. 
In addition, the ACGME is currently developing 
a process to review and provide feedback to pro-
grams that have completed and submitted their 
self-study. As a result, the ACGME has deferred 
future self-studies until a sustainable model is in 
place.

 Ten-Year Site Visit

Like the self-study, the ACGME suspended all 
10-year accreditation site visits in the wake of the 
COVID-19 pandemic. Although they planned to 
resume them in 2021, the site visit deferrals 
remain as of this writing (April 2022). RCs 
remain able to request site visits to programs at 
their discretion.

The purpose of the site visits is to review all 
data relevant to the accreditation of the residency. 
To do this, the reviewers verify that the residency 
meets all accreditation standards and generate a 
report. The site visitors do not make accreditation 
decisions. Instead, they submit a report to the RC, 
who then decides.

In preparation for a site visit, programs should 
submit all the relevant ADS data and ensure it is 
up to date and accurate. The interim between the 
time a program learns their visit date and when it 
occurs is a time to consider the areas in need of 
improvement and work to address those areas 
before the visit. Again, internal reviews will be a 
valuable source to anticipate potential areas of 
concern.

 Advice for a Residency Seeking New 
or Continued Accreditation

There is no perfect formula for remaining cita-
tion free and in good standing. Humans run RCs, 
and although they strive for consistency and fair-
ness, programs are reviewed by individuals who 
do their best to interpret data with inherent limi-
tations and vagaries. That said, we offer some 
advice based on our experience as program direc-
tors and members of our RC:

 1. Carefully and periodically review the infor-
mation you submit, whether the program 
application or the ADS information. The most 
common reason for a citation is incomplete or 
obsolete information. Attention to detail in 
this area will often prevent future queries 
from the RC.

 2. Keep the faculty CVs up to date. It is often 
challenging to keep faculty information and 
rosters up to date, and this should be an ongo-
ing effort throughout the year. When a change 
occurs, such as a faculty member joining or 
departing, be sure to update the information 
rather than wait until the annual update is due. 
All faculty should be certified in their spe-
cialty – for psychiatrists, they must be certi-
fied by the ABPN or the American Osteopathic 

R. J. Boland and S. J. Sampang



37

Board of Neurology and Psychiatry (AOBNP). 
Keeping faculty board and medical license 
information is time-consuming. However, all 
board statuses are available on the ABPN 
website, so a residency coordinator can peri-
odically check ABPN verifyCERT to keep the 
board information updated.

 3. Many programs find the scholarly activity 
requirement a challenge. It is important to 
note that scholarly activity can include more 
than peer-reviewed publications or grants. 
Various presentations, non-peer-reviewed 
publications, professional committee work, 
curricula design, and quality improvement 
projects are all legitimate scholarly activities. 
It may take some education and encourage-
ment to engage the faculty in helping you 
compile their list of scholarly activities. For 
the residents, presentations to the faculty or 
peers are examples of scholarly activities that 
most residents will do.

 4. If you do get a citation, deal with it honestly 
and transparently. Some citations are simple 
to fix (a mistake on ADS), but others may be 
more challenging (inadequate supervision at a 
site). Use your response to the citation to 
demonstrate that you take the problem seri-
ously and show how you have initiated a 
meaningful response.

 5. Do not hesitate to contact the RC.  Typical 
calls can double-check whether what you are 
doing is within standards or whether some 
innovation would be acceptable. Other times, 
program directors may call to clarify a cita-
tion or discuss a satisfactory response. 
Members of the RC are not permitted to speak 
on behalf of the RC. However, both the execu-
tive director of the RC and the RC chair can, 
and often do, give advice and feedback to pro-
gram directors savvy enough to use them as a 
resource.

Example: A program director has an idea about an 
innovative approach to a required rotation. Although 
the rotation would more than satisfy the spirit of the 
curriculum requirement, the program director is not 
sure that it technically meets the requirement as 
detailed in the program requirement.

Our advice: The program director should contact 
the executive director of the RC. Their number is 
available on the ACGME website (each specialty 
has a page on the ACGME site that lists the roster 
for each RRC). The director will either respond or 
connect the program director with the chair of the 
RC to give the program director a chance to 
describe the rationale and design of the program 
entirely. Chances are, if the idea is sound, the chair 
will either reassure the program director or suggest 
what changes are needed to keep the program in 
compliance.

 Summary

Meeting the many accreditation requirements can 
seem daunting, particularly for a new training 
director. Fortunately, there are many resources. 
Within an institution, the GMEC and the DIO func-
tion as necessary resources to advise a program 
director and oversee their program. Nationally, the 
organizations representing training directors  – in 
the case of psychiatry, AADPRT – are a valuable 
resource for advice and best practices. That the 
ACGME is another resource, given its regulatory 
role, may not seem obvious. However, one needs 
only to review the list of RC members to see that 
these are, for the most part, dedicated educators 
who volunteered for their ACGME role to help pro-
gram directors succeed in their desire to provide 
the best education possible to the future-generation 
residents and fellows.

Disclosures Drs. Boland and Sampang report no finan-
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Council for Graduate Medical Education (ACGME), and 
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4Building Your Leadership Team

Kari M. Wolf

“Alone we can do so little, together we can do so 
much.” – Helen Keller

 Introduction

Gone are the days when a program director was 
able to single-handedly run a residency program. 
The increasing complexity of residency adminis-
tration—coupled with the increasing clinical 
demands of academic departments—necessitates 
a multitude of leaders and a high-functioning 
leadership team to successfully run a residency 
program. Yet simply bringing together great peo-
ple does not, in and of itself, guarantee a thriving 
team. For a leadership team to be successful, the 
right people need to be in the right roles within 
the right environment. This work requires inten-
tionality, skill development, understanding of 
team dynamics, an aligned mission, and leader-
ship. With these components in place, the leader-
ship team and the residency program will thrive. 
In other words, “leadership is a team sport.”

 Leadership Team Roles

Two components comprise the program leader-
ship team: leaders for specific program compo-
nents and the overarching leadership team. 
Individual leaders for unique aspects of the pro-
gram—course directors, unit directors, site direc-
tors, etc.—understand the piece of the program 
for which they are responsible. They understand 
the program leadership’s vision for that piece, but 
they may not understand how their piece fits into 
the overall program. In contrast, the leaders who 
run the overall program understand the regula-
tions governing residency education, the over-
arching vision for the program, and how all the 
individual pieces fit together. Both components 
of the leadership team are very important—
though they are important for different reasons.

Some people think about leadership in terms 
of titles. For listings and definitions of common 
leadership titles, please see the Glossary of 
Common Leadership Titles at the end of this 
chapter. However, the duties associated with a 
given title can vary tremendously from institution 
to institution. For example, when considering the 
title “vice chair of education,” there is no com-
monly accepted list of job duties associated with 
the job title across the country. In 2017, Cowley 
et  al. wrote about the variability in psychiatry 
departments with respect to the time allocation 
and duties of vice chairs of education, also noting 
the difficulty across other specialties in defining 
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the time allocation, roles, and responsibilities of 
a vice chair of education [1]. For this reason, this 
discussion will focus on the roles that need to be 
filled rather than the titles themselves.

The leadership team consists of several indi-
viduals. Some individuals serve on the leader’s 
inner circle, while others function more indepen-
dently, fulfilling their assigned roles. While it is 
important that all roles are fulfilled, it is equally 
important that the leader has a smaller team who 
is intimately aware of all (or most) aspects of the 
residency. This team assists with brainstorming, 
problem-solving, and advising the program 
director, who is ultimately responsible for the 
program. Some members of this team may hold 
titles (such as associate program director). 
Regardless of the titles (if any), members of this 
team must be aligned in their goals and expecta-
tions for the residency program so that all mem-
bers are “rowing in the same direction.”

Some roles are required and defined by the 
Accreditation Council for Graduate Medical 
Education (ACGME), specifically the program 
director, program coordinator, core faculty, and 
the optional associate program director. The cur-
rent ACGME standards explain the purpose of 
the program’s leadership team: “The program 
director may establish a leadership team to assist 
in the accomplishment of program goals. 
Residency programs can be highly complex. In a 
complex organization, the leader typically has 
the ability to delegate authority to others yet 
remains accountable. The leadership team may 
include physician and non-physician personnel 
with varying levels of education, training, and 
experience” [2].

The ACGME also requires certain program 
committees. Skills that program leaders should 
consider when selecting membership for these 
committees include individuals who understand 
the goals and expectations for the overarching 
educational program, how to develop individual-
ized learning plans to help learners advance their 
skills, how to analyze data and understand it in 
the larger context of the overall program, and 
how clinical experiences are run on the front lines 
(as opposed to how they were designed to run or 

what the leadership team expects to be happening 
during a given clinical experience).

Beyond the institutionally required roles, sev-
eral other duties must be fulfilled to successfully 
operate the residency program. In some pro-
grams, distinct individuals will serve in each of 
these roles, while in other programs—particu-
larly smaller programs—many of these duties 
will be fulfilled by the program director.

The program director has the responsibility to 
identify people to teach the didactics to the 
learners. Often, a new program director will 
inherit faculty who are already teaching the 
didactics, so the program director will not need 
to start this process “tabula rasa.” The challenge 
is always ensuring the right people are teaching 
the didactics. Sometimes the faculty teaching the 
didactic are doing so because they have always 
taught that didactic. As a program director, it is 
important to ensure the faculty best positioned to 
teach are the ones doing the teaching. Depending 
upon the bandwidth of the program director and 
the overall size of the faculty and program, it 
may be beneficial to identify course directors 
who have the responsibility for selecting which 
faculty teach specific didactics. When a program 
director chooses to use course directors to help 
oversee the didactic curriculum, it is important 
that these course directors are well versed on the 
program director’s goals for the course and 
expected teaching methodologies. The program 
director must set expectations for the course 
director in communicating those goals and 
expectations to the didactic instructors, ensuring 
compliance with these expectations, and com-
municating back to the program director 
instances where didactics are falling short of 
these expectations. There should be clarity in 
terms of who will provide feedback and coach-
ing to didactic instructors not meeting expecta-
tions and how to replace didactic instructors 
when remediation is unsuccessful at achieving 
those goals and expectations.

Identifying clinical supervisors is very similar 
to the process for identifying teachers in the 
didactic setting. In large departments, there may 
be numerous faculty to choose from so the pro-
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gram director can intentionally match the stron-
gest clinician-educators with the learners. In 
other programs, there may not be the option to 
choose the supervisors, and the program direc-
tor’s role becomes one of coaching supervisors to 
enhance their expertise at teaching.

Additionally, the best teachers may not be 
available to teach due to assignments or expecta-
tions of the department chair or other departmen-
tal leadership. For example, in departments with 
a large faculty compared to the size of the resi-
dency program, there may be parallel teaching 
and non-teaching services. Sometimes the best 
teacher for that service may be assigned to the 
non-teaching service. In these circumstances, 
negotiating with either the faculty themselves or 
the department chair or division chief becomes a 
key role for the program director to ensure the 
best educational experience for the learners. For 
more on negotiation, see Chap. 5.

In programs where there are multiple clinical 
sites, it is both helpful and an ACGME require-
ment to identify an educational leader for each 
clinical site. This educational site director func-
tions as the point of contact at that site to ensure 
the educational mission of the program is accom-
plished. That person also serves as an interface 
between the program director and all the faculty 
at that site. Instead of needing to coordinate 
schedules, expectations, and feedback with each 
faculty member at a site, the program director can 
use the educational site director as a funnel for 
information. It is critically important that the site 
director understands the program director’s 
expectations for the learning environment, the 
clinical learning the residents are to receive at 
that site, the clinical role that residents are 
expected to have at the site, and how conflicts are 
to be handled. It is also important that the educa-
tional site director feels supported by the pro-
gram director and residency administration in 
holding the residents and faculty accountable to 
their respective expectations. In essence, the site 
directors function as the program director’s “eyes 
and ears” for the component site they are operat-
ing. They are often the first to identify problems 
with residents, problems with compliance (such 
as duty hour violations), and problems with fac-

ulty. The program director and educational site 
director need to have a trusting and respectful 
relationship with easy-flowing, bidirectional 
communication.

Educational site leadership is particularly 
important when the structure, environment, and 
culture of that site differ greatly from the resi-
dency’s home institution. For example, Veterans 
Affairs (VA) facilities, community-based hospi-
tals, and community mental health centers oper-
ate under different regulations, different 
leadership structures, and different funding 
mechanisms from academic medical centers. 
Identifying educational site directors who under-
stand the systems in which they operate is imper-
ative so they will be able to adjust and implement 
any changes needed in the resident experience at 
that site. It is also important to identify an educa-
tional site leader who possesses the leverage to 
effect change within that institution—something 
a program director, vice chair of education, or 
chair who are part of a different institution will 
likely have more difficulty accomplishing. This 
leverage may come from formal authority (hav-
ing the position or title within that institution to 
make decisions regarding resource allocation, 
staffing schedules, operations, etc.) or informal 
authority that comes from being an insider—a 
member of the team at that site—who can influ-
ence decisions and behaviors but doesn’t have 
formal authority. Either way, the educational site 
leader will likely be able to affect changes that 
impact the learners’ experiences more effectively 
than an outsider—even an outsider with a title 
that carries some authority in their home 
institution.

The program coordinator (sometimes called 
program administrator) is arguably the second 
most important role behind the program director 
in successfully managing a residency program. 
This person is the face of the department for 
applicants, for other departments where the resi-
dents rotate, for clinical sites, for faculty, and for 
the residents themselves. But beyond requiring 
strong interpersonal skills, the program coordina-
tor helps maintain regulatory compliance with 
every aspect of the program. Having a program 
coordinator who is meticulous with data collec-
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tion and storage is important to ensuring National 
Resident Matching Program (NRMP), ACGME, 
and American Board of Psychiatry and Neurology 
(ABPN) reports and processes are adhered to 
throughout the residency.

Recruiting new residents is the lifeblood of 
any residency program (see Chap. 6 for more 
information on resident recruitment). Given the 
burgeoning number of residency applicants, the 
program director may want to appoint a leader or 
team of individuals for this process. To recruit 
residents who align with the mission, vision, and 
values of the residency program, the program 
director needs to carefully choose who partici-
pates in the recruitment process—from choosing 
which applicants to invite for interviews to inter-
viewing the candidates and creating the rank 
order list. The people involved in the process 
need to understand what criteria are important to 
the program director and the program so candi-
dates can be evaluated accordingly. For example, 
when trying to recruit residents who will spend a 
significant amount of their residency involved in 
research and publications, it does not make sense 
to have primarily clinical faculty involved in the 
interview process. In addition, when trying to 
recruit a diverse residency class, the program 
director will want to ensure applicants experience 
a diverse interviewing team and meet diverse 
members of the program throughout their inter-
view day.

Increased attention has been given to faculty 
development and the concept that faculty need to 
continue to improve their clinical, educational, 
teaching, and research skills. In fact, the ACGME 
has now shifted the responsibility for faculty 
development to the program director. That does 
not mean, however, that the program director 
themself must assume this role. Rather, the pro-
gram director’s role is to ensure there is a strong 
process for ongoing faculty development within 
the department and that faculty regularly partici-
pate in those offerings. Faculty development is a 
key area for collaboration among the program 
director, the department chair, and the vice chair 
of education—individuals who share responsibil-
ity for managing the resources necessary to 
implement faculty development. In programs 

where the responsibility for faculty development 
does not lie with the program director, the pro-
gram director will partner with the person in 
charge of faculty development to ensure faculty 
development includes topics of importance to 
residency education. One challenge that can be 
encountered lies in whether the faculty develop-
ment leader’s goals align with the needs of the 
residency program. Globally, faculty develop-
ment comprises advancing the careers of faculty 
by growing their skills in all the mission areas of 
the department. Viewed through this lens of mis-
sion enhancement, faculty development could 
focus on improving research skills, creating new 
clinical programs, advancing clinical skills, 
improving quality improvement, and advancing 
the educational skills of faculty in the depart-
ment. Thus, the faculty development leader needs 
to see themself as a key member of the residency 
leadership team who is responsible for both 
improving educational skills of the faculty col-
lectively and advancing the careers of the faculty 
in the department. For more on faculty develop-
ment, see Chap. 23.

Residents require mentorship to navigate 
through residency and the various career oppor-
tunities they face as graduation nears. In the past, 
many program directors assumed this role for all 
residents. But as the administrative work associ-
ated with running a residency program has 
increased along with the increased pressure to 
spend time on other functions within the depart-
ment (such as clinical care or research), many 
program directors no longer have the time to 
 personally provide deep, meaningful mentorship 
to every resident. When this occurs, the program 
director is left to ensure that residents are receiv-
ing mentorship through formal and informal pro-
cesses. Program directors must also identify 
residents who are not receiving adequate mentor-
ship and either provide it themselves or create a 
formalized mentoring relationship with another 
faculty member for that resident. Identifying a 
leader who will manage the mentorship of all 
residents in the program will allow the program 
director time to devote to other areas of the pro-
gram. Aspects of mentorship are discussed in 
more details in Chaps. 19 and 20.
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The final role that must be fulfilled is mentor-
ship of the program director. While the entire 
books are written about how to identify and uti-
lize mentors, this chapter will provide only a 
brief description. Mentorship can be divided into 
several categories: knowledge building, skill 
building, navigating politics, and advice giving. 
When thinking about the kinds of mentorship the 
program director needs, it requires reflection 
about the individual’s strengths and areas for 
improvement. Recognizing one’s personal 
knowledge and skill deficits allows the individ-
ual to identify others who can help close those 
deficits. Often, this can be a vice chair of educa-
tion, a former program director, a chair, or a 
Designated Institutional Official (DIO). When 
utilizing someone within the program director’s 
own department, this person can often assist 
with mentorship around navigating the politics 
of the department and institution. However, 
mentors should not be limited to only those 
within one’s home institution. Professional orga-
nizations provide networking opportunities to 
meet dozens of potential mentors—and many 
even have formal mentoring programs that mem-
bers can join. Receiving mentorship from some-
one who has no opinions framed by the culture 
of the organization can often yield a more objec-
tive perspective. Another important advantage to 
utilizing a mentor outside one’s home institution 
is to find a “safe” mentor where one’s fears and 
vulnerabilities can be addressed without concern 
that those vulnerabilities will be shared with 
supervisors or “competitors” within the depart-
ment. It is important to remember that no one 
person can fulfill all of the program director’s 
mentorship needs. Likewise, what is needed 
from mentorship will evolve as the program 
director’s skills, knowledge, duties, and experi-
ences evolve.

When all of the roles and duties that must be 
fulfilled to successfully run a residency program 
have been identified, people need to be identified 
to fill each of those roles. It is important to under-
stand what roles the chair, institution, or ACGME 
expect the program director to have (and not del-
egate to others). Once the roles that the program 
director must serve have been identified, the pro-

gram director will identify who will serve each of 
the other roles outlined above.

 Leadership Skills and Attributes

After identifying key roles for program leader-
ship, it is important to take inventory of the skills 
the program director and each potential leader-
ship team member brings to the team. The pro-
gram director must conduct an analysis of the 
match between the potential leaders and the 
needs of the program. To do so, the program 
director will identify the people available to fill 
the roles, the strengths and weaknesses of each 
potential team member, the attributes and skills 
needed for each role, and what is missing from 
the leadership team being assembled. Equally 
important, however, is understanding one’s own 
weaknesses and blind spots. Sometimes individu-
als are very aware of their own weaknesses; 
sometimes assistance is needed to identify them. 
Even when an individual is keenly aware of their 
own weaknesses as a clinician-educator, a new 
program director may not have reflected upon the 
skills and limitations they bring to a leadership 
role. Intentionally seeking out feedback from 
supervisors, mentors, residents, and faculty 
themselves is an important way of garnering that 
information. Of course, insight is only the first 
step. Being able and willing to put together a plan 
for maximizing leadership in the program are 
critical.

In addition to identifying leaders who offset 
one’s own areas of weakness, it is important to 
identify leaders who bring skills that the program 
director has not yet fully developed. For example, 
if one struggles to provide feedback to the faculty 
to help them improve their clinical teaching, hav-
ing a member of the leadership team with this 
strength is important. This team member will 
both accomplish the goal of ensuring the neces-
sary feedback gets delivered to the faculty mem-
ber but will also model this skill for the program 
director to help them build this strength.

Taking inventory of skills brought by other 
members of the leadership team allows the pro-
gram director to identify skills that are missing 
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from the team. When this occurs, it is important 
to advocate to get that deficit filled. The program 
director’s responsibility becomes convincing the 
department chair (or the person who manages the 
financial and personnel resources of the depart-
ment) why this role is needed. This advocacy is 
easiest when a clear regulation supports the need. 
But even in the absence of a regulatory mandate, 
building the case for how this role improves the 
residency, improves board pass rates, leads to 
recruitment of better or more mission-congruent 
residents, creates an environment where gradu-
ates are more likely to stay on as faculty, improves 
the care for the patients, etc. is imperative in con-
vincing the chair to expend the resources to fulfill 
the need. Furthermore, proposing a solution—
rather than just identifying the problem—often 
makes it more likely that the Chair will support 
the program director’s request. Examples such as 
recommending the chair to assign a particular 
faculty to a key role or asking the chair to negoti-
ate for a percentage of effort from someone 
located elsewhere in the medical school are often 
more palatable than asking the chair to hire a new 
full-time faculty to fulfill the role.

Skill building comprises more than just fac-
ulty development. The skills necessary to be a 
strong leader go beyond the skills necessary to be 
a good faculty member or even a good educator. 
For example, all faculty need to be versed in pro-
viding difficult feedback to learners. But the edu-
cational site director needs to also be versed in 
giving difficult feedback to other faculty—
including those senior to them. Having these 
kinds of crucial conversations is an important 
skill for all leaders on the team to develop. The 
program director needs to rely on other members 
of the leadership team to have these difficult con-
versations. Not only does the program director 
not have the bandwidth to take on all of these 
conversations, but other team members will ben-
efit from developing this skill as it is transferable 
to other leadership roles they may assume over 
the course of their careers.

The leadership team should be balanced based 
upon members’ experience versus their skills or 
ability. For example, a very junior program direc-
tor would likely benefit from having seasoned 

members of the leadership team who can func-
tion rather autonomously. In this situation, how-
ever, it is important that the more senior members 
respect the authority and accountability that the 
program director has in the operational oversight 
and setting the strategic direction of the program. 
In contrast, an experienced program director may 
choose a less experienced faculty member to 
serve in a leadership capacity, recognizing that 
the new leader will need mentoring and coaching 
to help them become successful in the role. 
Ideally, the leadership team has a mixture of 
experienced individuals and new leaders so that 
there is both a fresh influx of ideas and perspec-
tives but also an ongoing development of talent 
within the educational program. Keep in mind 
that as people retire or take on new positions 
inside or outside the medical school, there will be 
turnover in the leadership team. It is difficult for 
a program to lose a large percentage of its key 
leaders in a short time span so having a mixture 
of leaders at various phases of leadership devel-
opment helps offset transitions when they do 
occur.

Frequently, there is no additional compensa-
tion provided to some members of the residency 
program leadership team. As such, it can be chal-
lenging to recruit talented faculty to assume lead-
ership roles within the program. While there is no 
literature on how to incentivize faculty to assume 
duties within the residency program administra-
tion, there are several studies examining faculty 
incentives and motivation to teach. In 1997, a sur-
vey of psychiatry chairs, program directors, and 
directors of medical student education showed 
that multiple factors incentivize faculty to teach—
including salary/promotion, status/authority, 
perks, recognition, and facilitation of new oppor-
tunities within the department or school—but that 
the key is to ensure faculty understand that the 
incentive is intended as a reward for teaching. 
That is, while the leaders in the department used 
these incentives to incentivize teaching, the incen-
tive was only effective if the faculty understood 
the link between the incentive and their teaching 
quality and quantity [3].

Faculty motivation to teach is often unique to 
the faculty member. Faculty members have dif-
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ferent priorities that incentivize them to take on 
leadership roles. For some individuals, the ability 
to have a title to accompany their role can stimu-
late them to take on the duty. This may be par-
ticularly true for younger faculty members 
interested in building their curriculum vitae 
(CV). In academic settings, promotion offers 
additional prestige and compensation. Being able 
to use that title in one’s promotion portfolio can 
sometimes serve as enough of a motivator to get 
the person to assume the role. But other times, 
the program director may need to create non- 
monetary incentives to entice the faculty to par-
ticipate in the leadership of the residency. 
Weisener et al. studied motivations for teaching 
and determined that the most impactful combina-
tion of motivators included a stipend, seen as a 
“gesture or symbolic token, rather than to offset 
the clinical compensation lost by teaching—
combined with meaningful, personalized recog-
nition for the work done” [4]. Understanding the 
individual faculty member’s incentives positions 
the program director to customize the incentives, 
thereby improving a busy faculty member’s will-
ingness to take on the additional work.

Given the challenges associated with limited 
faculty time and incentives to participate in pro-
gram leadership, consider identifying talent from 
within the residency program itself. Many educa-
tionally minded residents welcome the opportu-
nity to get involved in residency administration 
during their training. Involving them on commit-
tees or other educational initiatives can help 
solidify their interest in joining the faculty upon 
graduation and help them build skills so they are 
prepared to “hit the ground running” when they 
become a faculty member. However, overreliance 
on residents within the leadership team creates 
instability due to the built-in attrition within resi-
dency programs, potentially causing distress 
among the remaining residents as each cohort 
graduates. Additionally, residents are typically 
less experienced and learning themselves.

When selecting people to serve on the leader-
ship team, there are two important domains to 
consider: task and interpersonal. The task domain 
involves knowledge and skills associated with the 
role and has been extensively discussed previ-

ously in this chapter. The interpersonal domain is 
important as conflict and discord among a team 
can sometimes be traced back to underdeveloped 
interpersonal skills and personal characteristics. 
Sometimes these limitations can be addressed by 
the actions of the leader by establishing the 
vision, clearly defining the roles of team mem-
bers, and managing the conflict caused by differ-
ences of opinion. But beyond that, it is widely 
accepted that team members must have good lis-
tening skills, the ability to form strong working 
relationships with other team members, and the 
ability to set aside their own personal attitudes 
for the betterment of the whole [5].

While much is written in the literature about 
the benefits of team members who are extro-
verted, conscientious, and agreeable, a 2019 
study actually found these personality traits detri-
mental to high-functioning teams when found in 
excess (or in detriment). In fact, when these traits 
are present in excess, they lead to decreased abil-
ity to collaborate in teams [6].

Numerous studies have demonstrated the pos-
itive impact emotional intelligence has on group 
effectiveness and teamwork. Emotional intelli-
gence—the ability to perceive, express, and regu-
late the emotions of oneself and others—enhances 
team cohesion. Team members with high emo-
tional intelligence more accurately assess other 
members’ reactions and manage their own emo-
tional responses to negative reactions. 
Furthermore, team members with high emotional 
intelligence avoid misattributing the motives or 
intentions of others when negative events occur 
[7].

 Creating High-Functioning Teams

High-functioning teams are comprised of three 
key components: team organizational structure, 
individual team member’s skills and contribu-
tions, and team processes. Micken and Rodger 
summarize the 18 components that encompass 
these three elements. Their work identifies orga-
nizational structure as the most important of the 
three components, noting that low-functioning 
teams are best helped by addressing the organiza-
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tional structure rather than the two other compo-
nents (individual skills and processes). In the 
context of forming a high-functioning residency 
leadership team, the program director can address 
the elements that comprise the organizational 
structure to improve team functioning. The key 
elements include (1) defining a clear purpose for 
the team, (2) setting a culture that transforms 
shared values into behavioral norms, (3) identify-
ing the tasks for which each team member is held 
accountable, (4) ensuring clarity of roles without 
overlap, (5) leadership skills and actions by the 
team leader, (6) ensuring diversity of skills, inter-
ests, and backgrounds in team members, and (7) 
adequate financial and administrative resources 
and support to continue growing the skills of the 
team members and the team as a whole [8].

While the organizational structure of the team 
is important, many other studies have demon-
strated the team dynamics that are important to 
achieve high-functioning teams. However, most 
of these team dynamics stem from the organiza-
tional structure of the team. For example, the 
coordination and cohesion of the teams are 
underscored by the shared purpose and culture of 
the group and department. Furthermore, the lead-
ership skills of the leader will facilitate the cohe-
sion of the diverse group around that shared 
purpose and determine the processes under which 
decisions are made and conflicts are resolved. 
Other fundamental elements of team dynamics 
involve the communication across group mem-
bers, the social relationships developed by team 
members, and the performance feedback pro-
vided to group members [6].

Once the leadership team has been built, the 
ongoing development of the team is important. 
This investment should address both individual 
competencies of team members and the overall 
functioning of the team. Assessment of the team 
includes evaluating whether the right skills and 
roles are represented on the team and whether 
and how the domains addressed above are func-
tioning. This ongoing assessment will utilize 
both qualitative and quantitative data to identify 
where the team is functioning well and where 
there are opportunities for improvement. It will 
also provide the program director with data 

regarding how the roles of team members should 
be reconfigured as members of the team develop 
new skills.

Ongoing assessment of the strengths and 
weaknesses of the leadership team helps to 
understand the developmental needs of the lead-
ership team. This assessment will be multifacto-
rial and utilize a multitude of sources for that 
assessment. Potential sources include quantita-
tive data such as resident performance on rota-
tions, resident evaluations, in-service exams, 
boards, and surveys and qualitative data from 
resident evaluations, resident retreats, and feed-
back from the chief resident. Additionally, the 
program director may consider conducting peri-
odic 360 evaluations of the leadership team. This 
information will be helpful with understanding 
the strengths, weaknesses, and blind spots of var-
ious team members. It also provides information 
about where team members’ skills are being 
underutilized leading to opportunities to recon-
figure roles and responsibilities within the leader-
ship team as people develop new skills. This 
assessment also helps with succession planning 
because the program director will have a better 
understanding of the team members’ abilities so 
when one member transitions out of the depart-
ment, the program director already understands 
who can take on that responsibility at least in the 
interim until a permanent leader can be 
identified.

Ongoing succession planning serves to ensure 
the stability of the residency program as 
 leadership team members transition away from 
the team. When the program director has created 
a high-functioning team where the team mem-
bers are successful and developing new skills, 
members of that team will find themselves being 
recruited away to other leadership positions 
within the department, within the medical school, 
or at other institutions. While it is sad to lose a 
high-functioning team member, these transitions 
symbolize success at creating an environment 
where leaders flourish and advance their careers. 
When a leader has successfully created this envi-
ronment of growth, people become eager to join 
the team because they will recognize the devel-
opmental opportunities being created, providing 
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the program director with a steady pipeline of tal-
ent. Likewise, when a program director has been 
successful in creating this environment for the 
residency leadership team, the leadership skills 
of the program director will be recognized, lead-
ing to new opportunities to advance that leader’s 
career.

It is important to remember that building a 
leadership team is an iterative process. As the 
needs of the program evolve, the leadership team 
must also evolve. Likewise, as the people on the 
leadership team grow, develop, and transition off 
the team, the team will need to evolve to meet 
those changing dynamics. Important in this pro-
cess is an understanding of the team dynamics 
that create a high-functioning team.

Team charters serve as a foundation for many 
high-functioning teams. There are several com-
ponents that comprise most team charters. First, 
understanding one’s own and other team mem-
bers’ preferences for working in teams helps the 
team to discuss how to handle the range of 
approaches to teamwork by establishing group 
norms. For example, upon joining the team, some 
members may believe that decisions will be made 
by majority vote, whereas others may expect con-
sensus. It is also important to know if there are 
situations where one person is the ultimate 
decision- maker (e.g., if there is disagreement 
among the group or an emergent decision must 
be made). Establishing early on the process for 
making decisions will minimize misunderstand-
ing and misaligned expectations later on. Other 
aspects to consider include expectations around 
participation, communication, meetings, and 
how conflict is resolved. The second component 
to building a team charter involves identifying 
the assets each member brings to the team and 
understanding the constituency (or, in this case, 
area of the residency) that each team member 
represents. Finally, a team charter will include 
the goals, values, and purpose of the team. 
Having these elements clearly defined ensures 
that the team understands the direction the work 
is heading. The team leader will periodically 
revisit these goals, values, and purpose to ensure 
they remain relevant to the work at hand.

When a new program director inherits an 
existing leadership team, an assessment of the 
roles, skills, and strengths of those team mem-
bers still needs to occur. A challenge arises when 
a mismatch between the existing team and the 
desired team is identified. To begin navigating 
this challenge, the new program director must 
understand whether they have the authority to 
replace members of the leadership team and the 
politics of removing someone from their current 
spot in the leadership of the program. 
Collaboration with the department chair, vice 
chair of education, or Designated Institutional 
Official (DIO) can assist the program director in 
managing this difficult process.

Conversely, the idea of building a leadership 
team from scratch may seem appealing. It, too, 
can be fraught with challenges. Depending upon 
the structure of the program or department, many 
of the key roles identified above do not come 
with designated compensation. As a result, once 
the people with the necessary skills and desire to 
fulfill a given role are identified, they may not be 
willing to take on the extra work or sacrifice their 
clinical or research income to free up time in 
their schedule to take on this new work. In these 
circumstances, the program director needs to 
identify ways to make the work meaningful for 
the individual.

The area of team dynamics that is fundamen-
tally different from the organizational structure is 
that of collaboration. To develop a team with true 
collaboration requires each team member to 
develop their own competence, confidence, and 
commitment—core elements that are necessary 
for team members to develop respect and trust in 
each other and the team as a whole [6]. This is 
work that obviously takes time to develop. And as 
members come and go from the leadership team, 
additional patience and time will be required to 
develop the new equilibrium of the team 
members.

Although the organizational structure, the 
team processes, and the individual characteristics 
of team members are all important, they are not 
sufficient to develop a high-functioning leader-
ship team. It is important to understand the lead-
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ership competencies that are a necessary part of 
the leadership team. Some of these competencies 
will be necessary for the program director them-
self, while others can be fulfilled by other mem-
bers of the leadership team.

The Massachusetts Institute of Technology 
Leadership Center identifies four key leadership 
capabilities: sensemaking, relating, visioning, 
and inventing. Sensemaking is the ability to both 
make sense of the existing landscape and map 
the future landscape. For example, as a program 
director, you may be aware of the new regula-
tions that will be coming while continuing to 
operate under the existing regulations. Team 
leaders need to continue operating under the cur-
rent regulations while also preparing others for 
changes necessary to comply with future regula-
tions. Relating is a leadership quality that allows 
you to develop relationships to connect with 
people and organizations. For example, if the 
program wants to develop a new residency expe-
rience with an outside hospital or clinic, the 
leader will need to build a trusting relationship 
with people at that new site, understand how the 
site could benefit from involvement in the resi-
dency program, advocate with leaders at both 
organizations, and connect the appropriate deci-
sion-makers. Visioning involves creating and 
articulating the vision for the team and the pro-
gram. Ideally, visioning involves storytelling 

that combines facts that can persuade people 
with logical arguments and stories that persuade 
people with our emotions. Finally, inventing 
involves creating the systems and structure to 
transform the vision into reality [9]. Together, 
these leadership skills will help the leadership 
team thrive.

 Summary

Administration of a residency program has got-
ten so complex that the role of a program director 
necessitates a team to accomplish all the roles 
and responsibilities that must be fulfilled. This 
chapter covered the roles that need to be filled by 
the program director’s leadership team, the quali-
ties and characteristics that produce a high- 
functioning team, and the skills and attributes 
that are important for leaders. When carefully 
and thoughtfully assembled and nurtured, the 
leadership team will embody this quote by Dr. 
Mary Lou Anderson, “Leaders are called to stand 
in that lonely place between the no longer and the 
not yet … and intentionally make decisions that 
will bind, forge, move, and create history” [10].

 Glossary of Common Leadership 
Titles

Title Alternate Titles Duties
Program 
Directora

Residency Program Director; 
Residency Training Director; 
Fellowship Director; 
Fellowship Program 
Director; Fellowship 
Training Director

At the meta level, the Program Director is responsible for ensuring 
the educational environment allows residents/fellows to successfully 
complete all the program requirements and successfully pass the 
Board Certification exam. Some key responsibilities include:
   Ensuring quality didactics
   Ensuring quality clinical experiences and supervision across all 

clinical sites
   Approving and evaluating faculty
   Approving local directors for each clinical site
   Ensuring appropriate documentation is collected and stored at the 

local level as well as submitting required information to 
appropriate agencies

   Creating and implementing policies to ensure compliance with 
ACGME requirements

   Selecting, evaluating, promoting, and disciplining residents/
fellows
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Title Alternate Titles Duties
Vice Chair of 
Education

Vice Chair for Education; 
Associate Chair for 
Education

Duties vary widely for this role and will be defined by each 
department who utilizes a Vice Chair of Education. Generally, this 
person develops, oversees, and advocates for most or all of the 
educational programs within the department—such as medical 
student, resident, fellow, allied health professionals, faculty 
development, continuing medical education (CME), or continuing 
professional development (CPD). This individual provides 
mentorship to leaders of each of these educational programs, and 
educational leaders may even report to the Vice Chair of Education. 
The role may include oversight and advancement of educational 
scholarship. They may have fiduciary responsibility for educational 
programs

Associate 
Program 
Director

Associate Training Director This individual(s) assists the Program Director in the administration 
of the residency/fellowship program. They may have defined duties 
(such as oversight of the program’s didactics) and will often flex 
responsibilities based upon mutual agreement with the Program 
Director depending upon the needs of the program at the time

Program 
Coordinatora

Program Administrator Duties can vary based upon division of duties between the Program 
Director and Program Coordinator. They manage the day-to-day 
operations of the residency/fellowship. Typically, they collect 
resident/fellow-specific and program level data and input that data 
into internal and external data management systems. They assist 
with resident/fellow schedules and with communication between the 
program and faculty, clinical sites, and other departments where 
residents/fellows rotate. They assist with residency recruitment—
often by communicating with applicants, scheduling and organizing 
interviews, and coordinating the development of the rank order list. 
They are occasionally involved in the selection of which residents/
fellows are invited to interview or screened for interview by 
program leadership.

Core Facultya These are faculty designated by the Program Director who dedicate 
a significant amount of time and have a significant role in the 
educational experience of residents/fellows. The ACGME 
Psychiatry Residency Program requirements currently require at 
least five core faculty members associated with the residency 
program

Course 
Director

This individual creates the didactic curriculum covering a topic area, 
which could be broad (Psychotherapy) or more narrow 
(Interpersonal Psychotherapy). They identify faculty to teach the 
curriculum and ensure both the curriculum and the teaching 
methodology aligns with the goals of the program. The role may 
include providing feedback to the faculty on their teaching 
evaluations and effectiveness, though this task may also be 
accomplished by the Program Director or Associate Program 
Director

Clinical 
Supervisors

These are faculty who provide supervision to the residents/fellows 
on their required and elective clinical rotations. These faculty are 
also responsible for providing feedback to residents/fellows, 
providing written evaluations of the residents/fellows, and ensuring 
the residents/fellows receive the appropriate clinical experiences as 
defined by program leadership
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Title Alternate Titles Duties
Department 
Chair

Chairperson, alternatively 
known as a Chief in some 
health systems

Most academic institutions have a Department Chair who is 
responsible for hiring and firing of faculty; oversight of the medical 
school’s missions of education, research, and service; and managing 
the operational, financial, and personnel resources of the 
department.
In community-based programs, there may be no Department Chair 
associated with the training programs. Instead, the Department 
Chair may be a hospital-based role responsible for defining and 
approving hospital privileges for psychiatrists wishing to provide 
clinical care within the hospital

Division Chief Within an academic institution, a Division Chief reports to the 
Department Chair and is responsible for a defined area of the 
department—usually delineated by clinical areas or programs. The 
Division Chief will often be the supervisor for faculty and staff who 
work in that area and, as such, is responsible for advancing 
educational, research, and clinical care.
In community-based programs, the Division Chief often oversees 
the clinical area for a specialty or subspecialty, working with 
hospital or institutional leadership to define what clinical programs 
are offered, oversee quality assurance programs, and manage the 
resources related to that clinical area

Educational 
Site Director

Clinical Site Director; Site 
Director

This individual coordinates with program administration to ensure 
an optimal learning environment for residents/fellows and that the 
educational mission of the program is accomplished at a given 
clinical site. They ensure clinical supervisors comply with 
expectations and requirements of the residency/fellowship program. 
They also coordinate with leadership at that clinical site to make 
changes in structure, organization, expectations, etc. to ensure 
residents/fellows have a good clinical learning environment and 
function in compliance with program goals and expectations as well 
as accreditation requirements. They may assign the clinical 
supervisors for that site and may also provide feedback to clinical 
supervisors at the site on their evaluations and effectiveness at 
meeting program goals, though this task may also be accomplished 
by the Program Director or Associate Program Director

Designated 
Institutional 
Officiala

DIO; Associate/Assistant 
Dean for Graduate Medical 
Education (GME); Vice 
Dean for GME

This individual is responsible for ensuring ACGME institutional, 
common, and program-specific compliance of the institution, all 
residency and fellowship programs, and all sites where residents/
fellows rotate

Chief Resident The role of the Chief Resident is to serve as an intermediary 
between the residents/fellows and the program administration. As 
such, Chief Residents represent the residents/fellows when 
interacting with the program administration and represent the 
program when interacting with the residents/fellows. Some 
programs may have one Chief Resident at a time while other 
programs have multiple Chief Residents simultaneously.
There is a lot of variability in the specific tasks the Chief Resident is 
responsible for. Examples include: creating call or rotation 
schedules; organizing and leading residents on specific clinical 
services; organizing residency recruitment activities; organizing and 
running wellness programs; organizing and delivering teaching/
instruction to learners (students, residents, fellows); organizing 
research or quality improvement activities; etc.

aACGME required role
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5Negotiation Skills as a Program 
Director

Laurel J. Bessey, Charlotte Ladd, and Art Walaszek

 Introduction

 Negotiation Is a Part of Day-to-Day 
Life as a Program Director

Negotiation is not a dirty word. Maybe it con-
jures images of backslapping deals in smoke- 
filled rooms. Or maybe it evokes memories of 
unpleasant encounters with used car salesmen. 
But almost any time when two human beings get 
together, they negotiate: What topic should they 
talk about? How far apart should they stand? 
How long should the encounter continue? How 
will they decide when to say goodbye? And what 
if one person has a request from the other 
person?

We teach our patients to negotiate, to be more 
assertive in having their needs met, to say no, and 
to find solutions to conflicts. Negotiation is built 
right into dialectical behavioral therapy training, 
for example: it is the “N” in the “DEAR MAN” 
mnemonic for interpersonal effectiveness [1]. In 
fact, we can view DEAR MAN as a helpful skill 
for getting something one needs (see Table 5.1).

Program directors engage in countless negoti-
ations with residents, faculty, administrators, and 
(at home) their own family members. Topics 
range from quotidian, say, e.g., setting the agenda 

for a meeting, to complex and consequential, 
e.g., requesting a resident complement increase. 
To be effective leaders, program directors benefit 
from continually honing their negotiation skills.

The fact that program directors must create, 
foster, and mend relationships with so many peo-
ple makes negotiating more complicated. Most of 
our negotiations are not one-and-done like buy-
ing a car every 10 years. It is unlikely that we can 
walk away completely from a negotiation if we 
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Table 5.1 Interpersonal effectiveness skills

Describe Describe the situation objectively and 
nonjudgmentally.

Express Express your feelings and opinions about 
the situation, including your rationale. 
Don’t expect others to read your mind.

Assert Assert yourself by clearly asking for what 
you want or by clearly saying no.

Reinforce Reinforce the person you are talking with 
by telling them the positive effects of 
getting what you want and the negative 
effects of not getting what you want.

Mindful Stay focused on the objective of the 
interaction. Maintain your position, even if 
it means being a “broken record.” Ignore 
distractions and don’t respond to attacks.

Appear Appear confident in your posture, vocal 
tone, eye contact, and body language.

Negotiate Offer and ask for alternate solutions. Be 
prepared to reduce your request. Be willing 
to give in order to get.

The “DEAR MAN” skills taught within dialectical behav-
ioral therapy (DBT) can serve as a summary of one 
approach to negotiation, especially of the day-to-day vari-
ety. Adapted from Linehan (1993)

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-00836-8_5&domain=pdf
https://doi.org/10.1007/978-3-031-00836-8_5#DOI
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don’t get what we want or if we are unwilling to 
give the person we are negotiating with what they 
want. Rather, program directors are continuously 
and simultaneously maintaining relationships 
and negotiating – a tricky balance. More on this 
is in section “People Involved in a Negotiation”, 
below.

 Negotiation Is a Set of Skills That 
an Education Leader Can Learn 
and Practice

Negotiation is an essential skill for healthcare 
leaders, including program directors. The 
Institute for Healthcare Improvement (IHI) 
includes negotiation in its framework for safe, 
reliable, and effective care and argues that effec-
tive negotiation skills are needed, “given the level 
of complexity in healthcare and the need to make 
decisions among groups of smart and passionate 
people who have different points of view” [2].

Effective negotiation entails having certain 
knowledge, skills, and attitudes. We can improve 
our skills by practicing, setting goals, getting 
feedback, and changing our behavior accord-
ingly. We all have personality traits that, depend-
ing on the situation, can be helpful or 
counterproductive. For example, being eager to 
please others may decrease overt conflict and 
result in happier negotiating partners and quicker 
resolution of problems. However, it probably 
leads to suboptimal outcomes for all, especially 
for the partner who is eager to please. An impor-
tant part of improving the skill of negotiation is 
being aware of and either addressing maladaptive 
traits prior to negotiating, deploying helpful traits 
during the negotiation, or enlisting the help of 
partners with the desired traits. We will discuss 
negotiation styles in section “Pre-Planning”.

This chapter will focus on negotiation as it 
pertains to being a program director – but these 
skills can be used by anyone negotiating on 
behalf of a graduate medical education (GME) 
program (e.g., associate program directors, vice 
chairs for education, etc.). Program directors 
should also develop negotiation skills with 

respect to their own career development, for 
example, in negotiating salary and protected 
time. We refer interested readers to a resource 
such as Simone et al. [3] or Eisemann et al. [4].

 Theories of Negotiation

You find a bicycle you would like to buy using a 
web-based service. The seller lives across town, 
and you meet her in a public spot to examine the 
bicycle. You like the bicycle – and a negotiation 
ensues. The seller is a stranger, and you are 
unlikely to meet again. To get the best deal, you 
could employ a positional negotiation strategy. 
In a positional negotiation, the two parties each 
stake out positions and then make reciprocal con-
cessions until an agreement is reached, or not. To 
get their desired outcome, each party uses gam-
bits such as “ask for more than you expect to get” 
and “never say yes to the first offer” [5]. Positional 
negotiation may be effective in a limited encoun-
ter such as this.

In contrast, principled negotiation focuses on 
underlying interests rather than positions. 
Imagine two people who each want an orange. 
There is only one orange left in the kitchen. How 
should they conduct this negotiation? A posi-
tional strategy likely will result in each person 
getting half an orange. But what if we ask why 
each person wants an orange? One wants to make 
orange juice, and the other wants the peel to zest 
a cake. In a principled negotiation, the two par-
ties would explore each other’s interests in the 
outcome and split the orange a different way [6].

The classic negotiation texts, Bargaining for 
Advantage and Getting to Yes, adopt a principled 
negotiation approach [7, 8]. In this chapter, we 
will rely most heavily on the former text by Shell 
[7], with some reference to Fisher et al. [8]. While 
Fisher et  al. is a foundational text, Shell’s 
approach is quite pragmatic and includes the 
handy bargaining styles assessment tool (see 
below). Shell organizes negotiation into four 
steps: preparation, information exchange, explicit 
bargaining, and commitment. He emphasizes 
thorough planning and preparation, careful lis-
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tening to the other party to understand what they 
want (as in principled negotiation), and attending 
to signals the other person sends. Importantly, a 
successful negotiator demonstrates the following 
attitudes or “habits of thought” [7, pp. 20–23]:

 1. Being willing to prepare: Probably not sur-
prising, negotiators who are well prepared are 
likely to fare better than those who are not.

 2. Setting high expectations: If you expect more, 
you will generally get more. A tricky balance 
is setting expectations high enough to be chal-
lenging but realistic enough to promote work-
ing relationships.

 3. Listening patiently: Psychiatrists should be 
particularly adept at listening to their negoti-
ating partners, asking questions, testing for 
understanding, and summarizing discussions.

 4. Committing to personal integrity: Effective 
and ethical negotiators tell the truth, are reli-
able and consistent, and espouse values that 
they can explain and justify. They develop and 
maintain reputations that they are trustworthy 
people to negotiate with.

 Elements of a Negotiation

 Pre-Planning

Though negotiations are a common part of daily 
life as a program director, not every action will 
require a negotiation. So, the first step of plan-
ning a negotiation is asking: is a negotiation 
called for in this situation? If the program needs 
something, you may have to negotiate for it. If 
someone else is making a request of the program, 
they may need to negotiate with you to get it. 
Changes in curriculum, clinical responsibilities, 
supervision, and resources may require negotia-
tions. Resolving conflicts between residents or 
among residents and faculty may require negotia-
tions. It may help to craft a problem statement: “I 
must negotiate with (person) to (solve what prob-
lem)” [7, p.  251]. If it does not make sense to 
write such a statement, then perhaps you don’t 
need to negotiate. Section “Building Relationships 
with and Motivation in Your Stakeholders” dis-

cusses scenarios in which you may not need to 
negotiate.

To be an effective negotiator, you should be 
aware of your style of negotiating or managing 
conflict. The Thomas–Kilmann model posits five 
styles arrayed along two dimensions: assertive-
ness or how much a negotiator attempts to satisfy 
their own concerns and cooperativeness or how 
much the negotiator works to satisfy the concerns 
of their negotiating partner (Fig.  5.1) [9]. Shell 
described the five styles as follows:

• Accommodating. People using this style 
“derive significant satisfaction from solving 
other people’s problems” [7, p.  243]. They 
tend to be emotionally attuned to others and 
can be particularly good at negotiating prob-
lems within teams. However, they may over-
value the relationship to their own detriment, 
which could lead them to feel exploited or 
resentful.

• Compromising. People with this style try to 
achieve closure quickly, applying a fair or rea-
sonable standard. This approach can be help-
ful “when time is short, or when the stakes are 
small” [7, p. 244]. On the other hand, compro-
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Fig. 5.1 Five negotiation styles. The Thomas–Kilmann 
model posits five negotiation styles, organized by coop-
erativeness (which could also be described as focus on the 
relationship with the negotiating partner) and by assertive-
ness (focus on one’s own goals). Adapted from Bing-You 
et al. (2010)
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misers may miss a better solution because 
they do not fully examine their interests and 
the interests of their negotiating partners. 
They may want to slow down and ask more 
questions.

• Avoiding. People using this style “are adept at 
deferring and dodging the confrontational 
aspects of negotiation” [7, p. 245]. They use 
conflict-reducing methods and may be viewed 
as diplomatic and tactful. This could be a good 
approach when you are fine with things just as 
they are. Unfortunately, as psychiatrists know, 
avoiding stressful situations is unlikely to be 
effective and may even be counterproductive, 
e.g., problems simply fester.

• Collaborating, also known as, problem- 
solving. People with this style “enjoy negotia-
tions because they enjoy solving tough 
problems in engaged, interactive ways” (Shell, 
2006; p.  246). In addition, “they are assert-
ively and honestly committed to finding the 
best solution for everyone.” On the other hand, 
problem-solvers sometimes needlessly con-
vert simple situations into more complex 
problems and could annoy others seeking 
quicker solutions.

• Competing. For people with this style, “nego-
tiating presents an opportunity for winning 
and losing, and they like to win” [7, p. 246]. 
They may overemphasize an easily measured 
outcome (e.g., money) at the expense of other 
outcomes that are equally or more important. 
And they may be particularly hard on relation-
ships, leaving the “losers” of a negotiation 
feeling taken, coerced, or abused.

Note that these five styles are not mutually 
exclusive: people vary in the extent that they 
identify with and use each style. In other words, 
the styles are not necessarily fixed – people may 
be able to flex and use different styles, depending 
on the situation. The related bargaining styles 
assessment tool is available in Bargaining for 
Advantage [7, pp. 237–241].

The aforementioned IHI white paper recom-
mends that healthcare teams “commit to using 
collaborative negotiation whenever possible” [2]. 
Alas, it appears that the most common negotiat-

ing styles among physicians are compromising 
and avoiding. In a study of 17 program directors 
who attended a faculty development retreat, 47% 
preferred compromising, 18% preferred accom-
modating, and another 18% preferred avoiding 
[10]. A study of obstetrics and gynecology resi-
dents and faculty found that they identified most 
strongly with the avoiding, compromising, and 
accommodating styles and identified least with 
the collaborating style [11].

These styles have also been referred to as 
“lose–lose” (avoiding), “win–lose” (competing), 
“lose–win” (accommodating), “splitting the dif-
ference” (compromising), and “win–win” (col-
laborating) [6]. Robbing and conning others are 
unethical negotiation styles that should never be 
used [6].

There can be significant gender and cultural 
differences in approaches to and expectations 
around negotiation. The five styles are meant to 
be a guide, not a universal description of how one 
should negotiate.

 Planning

The more specific your vision of what you want 
and the more committed you are to that vision, the 
more likely you are to obtain it. – G. Richard Shell, 
Bargaining for Advantage

Setting a goal is critical for a successful nego-
tiation. Shell defines negotiation goals as “things 
we strive toward that are usually beyond the 
range of past achievements” [7, pp.  28–29]. 
Goals motivate people, serving both to foster 
achievement and to avoid losses. In a negotiation, 
a goal sets the upper limit for what you will ask 
for and helps you set your direction.

Negotiators should stay focused on achieving 
their goals. Prior to beginning a negotiation, con-
sider what you really want – what are your needs 
and interests [7, pp. 32–39]. Then set goals that 
are optimistic, feasible, and justifiable. Note that 
setting modest goals could be psychologically 
protective (that is, we are less likely to fail if we 
set low targets) but could result in not accom-
plishing as much as you could have. It is impor-
tant that goals be specific so that you can focus on 
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what is most important. Additionally, “clarity 
will communicate confidence and resolve” to 
others. Avoid thinking, “I’ll just go in and see 
what I can get.” Next, commit to your goal, for 
example, by visualizing what it would look like 
to achieve your goal, by writing down your goal, 
or by talking with other people about your goal. 
Finally, bring your goals into the negotiation  – 
even if it means carrying them on a piece of paper 
in your pocket or in a note on your smartphone.

Especially for complex or high-stakes negoti-
ations, we recommend finding advisers or men-
tors who can help you prepare, strategize, and 
perhaps even practice the negotiation. In many 
cases, you will need to work as a team (e.g., with 
the department chair and department administra-
tor or business officer) to negotiate with others. 
In these cases, it will be essential to meet with the 
other members of the team and prepare a strategy 
for the negotiation together.

You may wish to consider other stakeholders 
who have a similar interest to yours, since you 
may be able to form a coalition with them. This 
has three advantages: there is strength in num-
bers; this helps to demonstrate “social proof” of 
your proposal, that is, evidence that other people 
agree with you; and you may be able to develop 
alternatives to negotiating.

Finally, what if the negotiation does not suc-
ceed? In other words, what is your best alterna-
tive to a negotiated agreement (BATNA)? We 
recommend you identify one or more BATNAs. 
You may even be able to strengthen your BATNA 
by seeking out other options before you start 
negotiating [8, pp.  101–102]. By the way, the 
BATNA is not a dollar amount or a bottom line. It 
is simply another outcome that would work. This 
will beg the question: if your BATNA is accept-
able, why even negotiate? If you think you can do 
better than your BATNA, proceed with the nego-
tiation. If the negotiation doesn’t succeed, you 
still have a backup plan. You may also want to 
consider what the BATNA is for the person you 
are negotiating with – this could give you a sense 
of what to realistically expect.

Let’s say a program director needs someone to 
take over running the didactics on schizophrenia. 

Their first choice is faculty A, who has limited 
time, and a close second is faculty B, who has 
expressed interest. When the program director 
approaches faculty A about taking over the 
course, the BATNA is faculty B teaching the 
course. If the negotiation with faculty A doesn’t 
work out, the program director can go with their 
BATNA (Keep in mind: if the alternative is 
acceptable, why not just start with faculty B?). 
However, if the BATNA is that the course will 
need to be dropped because there is no one to run 
it, then the negotiation with faculty A will need to 
go quite differently.

 Execution

We encourage the reader who would like a deep 
dive into negotiation tactics and the concept of 
leverage to read the relevant chapters in 
Bargaining for Advantage or Getting to Yes. Here 
we present a summary of the two most likely 
negotiating scenarios, both of which assume that 
maintaining the relationship between negotiators 
is important:

Conflict over stakes is likely low. In this case, 
the program director is most likely negotiating 
with colleagues or with other members of the 
educational team. One of the overarching goals is 
to treat the person with whom you are negotiating 
well [7, p. 124]. The program director can adopt 
an accommodating approach, use problem- 
solving (discussed in the next paragraph), or 
compromise. You should start (“open”) the nego-
tiation and be generous in your opening offer. 
You can use accommodation or a fair compro-
mise when making concessions [7, p. 174]. You 
should “close quickly and amiably, assuring the 
other party of your goodwill” [7, p. 185].

We suspect that program directors have had 
many such negotiations. To continue the example 
of the schizophrenia didactics above (asking fac-
ulty A, with faculty B as an alternative), the pro-
gram director would open by acknowledging A’s 
expertise and expressing gratitude that A is con-
sidering teaching the course. The program direc-
tor could then engage in problem-solving to 
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identify under what circumstances A would teach 
the course (e.g., faculty A requests that residents 
identify cases for discussion) and then make rea-
sonable concessions (e.g., ask a chief resident to 
help the residents in this task) and close quickly.

Conflict over stakes is likely high. This 
includes situations like mediating disputes among 
clinical services or between residents and faculty, 
forming new partnerships, and addressing prob-
lems across institutions. The best approach here 
is problem-solving, with compromise the second 
best [7, p. 128]. The goal is “to do well, but not at 
the expense of the relationship.” Program direc-
tors with accommodating or avoidant styles may 
not fare well because they discount their own 
goals and quickly defer to others’ needs. Rather, 
good problem-solving requires imagination, 
patience, and even conflict over each party’s 
legitimate goals [7, p. 172]. You should not open 
the negotiation unless you feel you have adequate 
information about everyone’s interests; open 
fairly, i.e., with a reasonable offer. You can make 
big concessions over little issues or little conces-
sions over big issues; you may suggest brain-
storming to find other options [7, p. 174]. Finally, 
when you close the negotiation, you should 
“leave the other side feeling good, but you must 
also be careful to achieve your fair share” [7, 
p. 185].

For example, let’s discuss an approach to a 
variant of the schizophrenia didactic: faculty A is 
the only clear choice, and A has expressed con-
cern because she feels that prior residency teach-
ing experiences did not go well, and her feedback 
was not listened to. It would be critical for the 
program director to gather information: review 
A’s past feedback about the course, talk with 
whomever A provided feedback to, and directly 
talk with A about her concerns. The program 
director suggests brainstorming a solution, and A 
requests protected time to develop the course. 
The program director and A agree to go together 
to the department chair with this request. The 
chair points out that protected time for course 
development should not be a perquisite for just 
one faculty member and proposes a standard of 
1 h of prep time for every 4 h of teaching time. A 
agrees to teach the course.

A few words about communicating during a 
negotiation: As with any relationship, establish-
ing rapport is essential, not as a trick to get the 
other person to reveal information but to start to 
find common ground [7, p. 142]. Once you move 
into the actual negotiation, ask lots of questions. 
Skilled negotiators spend about 40% of their time 
on information gathering: asking questions, test-
ing for understanding, and summarizing [7, 
p. 148]. This parallels the motivational interview-
ing OARS skills of open questioning, affirming, 
reflecting, and summarizing [12]. Program direc-
tors can then move on to the opening, negotiating 
tactics (accommodating, problem-solving, com-
promise), and closing of the negotiation, as 
described above.

Finally, what method should you use to com-
municate: in person, tele-video conferencing, 
phone call, email, text message, or a blend? 
In-person and video negotiations are time- 
consuming and can be emotionally draining but 
generally provide more information, for exam-
ple, non-verbal communication [7, pp.  133–
135]. Emails and text messages are convenient, 
may be preferred by people who like to avoid 
conflict, leave a record of the negotiation, and 
can help flatten hierarchies but are also prone to 
impasses, delays, “hitting send too soon,” and 
being devoid of tone and nuance. For an ongo-
ing negotiation, a blend of these approaches 
may work well.

 People Involved in a Negotiation

Program directors must negotiate with a dizzying 
list of people. They report to their department 
chair, perhaps other departmental leaders such as 
a vice chair for education, and to the Designated 
Institutional Official (DIO). In turn, depending 
on the organizational chart, administrative staff, 
associate program directors, and others involved 
in residency education report to the program 
director. Lateral relationships include other fac-
ulty within the department, at other clinical sites, 
and in the community. Program directors can 
have various relationships with residents: super-
visor–employee, teacher–learner, and mentor–
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mentee. Program directors must also navigate the 
challenge of having dual interests, which may be 
in conflict, for example, advocating for residents’ 
needs and at the same time being a member of the 
faculty. In some ways, though they may not be 
directly involved in negotiations, our patients are 
the ultimate stakeholders because educational 
decisions have clinical effects.

Negotiating with a stranger is different from 
negotiating with a friend. A program director’s 
negotiations lie somewhere in between: a work-
ing relationship, “the exchange relationships of 
everyday business life” [7, pp. 57–58]. Working 
relationships “can be sustained through more 
explicit conflict over relatively higher stakes” 
than friendships; and they may depend less on 
emotional support and more on “explicit reci-
procity in a series of exchanges.”

Shell proposed the following “rules of reci-
procity” when negotiating with someone: be 
trustworthy and reliable; be fair to those who are 
fair to you; and let others know if you think they 
have treated you unfairly [7, p.  61]. Though 
applicable to any negotiation, these seem particu-
larly salient for the working relationships you 
will develop and maintain in residency 
programs.

As psychiatrists, we want to know and under-
stand other people. And that certainly applies to a 
negotiation and getting to know what the inter-
ests are of the person or people with whom you 
are negotiating. Perhaps there is common ground 
such that achieving your outcome will also ben-
efit the other person [7, pp.  82–85]. A helpful 
exercise could be a role reversal wherein you 
play the person you are negotiating with, and a 
colleague plays you. Ask yourself, “how might it 
serve my (i.e., your negotiating partner’s) inter-
ests to help this person (i.e., you)?” At the same 
time, you should consider what interests might 
result in the other party not agreeing to your pro-
posal. In the role-play exercise, spend time ask-
ing, “why might I (i.e., your partner) say no?” 
Consider shared interests such as needing to do 
what is best for patient care and for recruiting 
high-quality residents and faculty to the 
organization.

 What Can Be Negotiated

Now that we have presented key elements of the 
negotiation process and the people involved, we 
will discuss common issues program directors 
must negotiate. Whether you are starting a new 
program or maintaining a well-established pro-
gram, these items are likely to come up as institu-
tional and Accreditation Council for Graduate 
Medical Education (ACGME) requirements are 
updated, as residents’ needs change with time, 
and as the need for well-trained psychiatrists 
increases.

 Funding Residency Positions 
and Benefits

With the demand for psychiatric services increas-
ing, there is an immense need to expand the num-
ber of psychiatry trainees by adding positions to 
existing programs and starting new psychiatry 
residency programs. Between 2011 and 2021, the 
number of psychiatry residency positions 
increased by 74%. In the 2021 US National 
Resident Matching Program (NRMP), only three 
psychiatry residency positions out of 1907 
remained unfilled after the main Match [13]. This 
is evidence that our field is expanding quickly 
and successfully to try to meet the needs of our 
growing patient population.

Additionally, during the COVID-19 pandemic, 
we have seen (and likely will continue to see) an 
increase in psychiatric need in our current patients 
and an increased number of patients in need of 
mental health services. These data, combined with 
local data regarding access to psychiatry (e.g., 
number of patients requesting services, wait times 
for psychiatry, patients turned away from ser-
vices), make a powerful argument for expanding 
residencies and fellowships. The American 
Association of Directors of Psychiatric Residency 
Training (AADPRT), the American Psychiatric 
Association (APA), and district branches of the 
APA may also be able to provide relevant work-
force data. Such a needs assessment is an impor-
tant part of preparing for the negotiation.
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After assessing and making an argument for 
the need for additional residency positions, the 
planning phase is crucial. You will need to work 
with departmental leadership to determine goals 
for the negotiation, including what resources will 
be needed should you be successful in adding 
additional residency positions. With departmen-
tal leadership on board, you will then want to 
gain the support of any associate program direc-
tors and residency coordinators, as they will sup-
port the negotiation and help implement the 
expansion. You may need to work with faculty 
and leadership of other clinical sites to expand 
capacity for trainees. These can be negotiations 
in and of themselves.

Next, you will need to determine where you 
would like to try to obtain funding for the extra 
positions. This will involve knowing the salary 
and benefit costs for each resident over 4 years. 
Funding options may include direct funding from 
your sponsoring institution, grant funding, state 
funding, or funding from a third party/training 
site such as the Department of Veterans Affairs 
(VA). A solid working knowledge of GME 
financing will serve you well. Once you have 
determined your desired source of funding and 
gained departmental support, the next negotiation 
is with your institution.

When negotiating with your institution or sys-
tem, you will most likely be working directly 
with your DIO, GME staff, or other institutional 
leaders. In addition to making a powerful argu-
ment, timing is key for this negotiation. Is the 
system in a place where they can fund additional 
residency positions? Or are you proposing an 
outside funding source and does that source 
include sufficient funds for salary and benefits? 
What are the overall goals of the institution and 
do these align with the expansion? For example, 
is the institution focusing on mental health ser-
vice expansion? Are you asking during a time 
before the yearly budget has been made? Are you 
asking far enough in advance so that you could 
include the change in the next Match year? Your 
department leadership and/or DIO will likely be 
able to help you get a sense of the institution’s 
overall goals and/or connect you with institu-

tional leadership who can provide further guid-
ance on timing.

 Personnel

A key element of any training program is having 
the appropriate faculty to supervise trainees. You 
will need several clinical sites with psychiatrists 
who have the experience, willingness, and educa-
tional skills necessary to teach residents. If you 
don’t have enough appropriate faculty, you and/
or your chair may need to negotiate for more 
faculty.

Prior to negotiation, conduct a needs assess-
ment. Are the current practicing psychiatrists at 
your institution willing and able to teach or 
required to teach? Is there adequate supervision 
for the residents in the rotations that are offered 
or are more faculty needed? If so, which areas of 
expertise do these faculty have and are there any 
gaps? What training needs may the institution not 
be able to provide for residents?

If a need for more faculty is established, you 
will prepare for the negotiation by determining 
who you need to negotiate with and what infor-
mation those stakeholders will need. When nego-
tiating for additional or different teaching faculty 
positions, consider having the following informa-
tion available: ACGME Common Program 
Requirements, noting specifically where any pro-
gram deficits exist; ACGME survey results; resi-
dent evaluations of current faculty members; 
resident surveys of the program that indicate gaps 
in training; and detailed examples of any gaps or 
issues with patient care arising from them. 
Consider exactly what you are asking for: how 
many faculty, with what qualifications, at what 
sites, and with what time devoted to supervising 
residents?

One place where personnel negotiation is pos-
sible is directly with your department of psychia-
try, clinic, or hospital. First, gain support of 
leadership with similar goals to yours, for exam-
ple, a vice chair of education. This person may be 
able to help you prepare for negotiation, can be 
an ally in supporting your goals, and will likely 
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have an idea of the overall current state and goals 
of your department. You will then likely have to 
present the need to department leaders, including 
the department chair, medical director of a clinic 
or hospital unit, and other leaders who make hir-
ing decisions for your institution.

If your department cannot meet all teaching 
requirements, you will need to negotiate with 
another department within your institution (e.g., 
neurology) or a third party (e.g., VA, state hospi-
tal) that may have faculty with the required 
expertise. Determine what exactly you need from 
faculty: supervision of residents, didactic teach-
ing, or something else. Your department or insti-
tution leadership may be able to help by making 
necessary connections with third parties and by 
determining what needs to be negotiated (e.g., 
time, salary support, staff support).

 Time and Compensation for Faculty

One potential barrier to having available, skilled 
teaching faculty may be that the faculty members 
do not have adequate time or incentive to teach or 
supervise residents. If in a needs assessment you 
find that you have the appropriate personnel to 
work with residents, but you are still receiving 
indicators from resident feedback, evaluations, 
and program surveys that there is poor-quality 
teaching or lack of availability of faculty to 
supervise, time and compensation for teaching 
may be your issue. To find the root of the prob-
lem, the first step would likely be a focus group 
of faculty members or a faculty survey designed 
to identify what the issues may be. If, for exam-
ple, faculty feel they need more professional 
development surrounding teaching or working 
with residents, a negotiation may not be needed. 
However, if faculty are indicating they do not 
have time to supervise or teach or choose not to 
participate in these activities due to lack of com-
pensation (either financial or professional bene-
fits), this is a time where negotiation on behalf of 
your desired teaching faculty could be helpful.

This negotiation will be done directly with 
your department, sponsoring institution, or affili-
ated training sites. As always, preparation is key. 

Be sure to bring data clearly outlining the issue. 
Consider working with an ally in leadership who 
can be supportive of your cause, such as a vice 
chair for education, who may be able to help you 
identify in advance any likely barriers to negotia-
tion success. In this negotiation, having specifics 
of a proposed plan is essential. How much time 
would you like faculty to devote to teaching or 
supervising? How do you propose this time be 
compensated? One potential model is an educa-
tional value unit (EVU) system, which measures 
productivity in activities related to education and 
can provide a basis for allocating time and/or 
compensation [15]. If financial compensation is 
being asked for, where might this funding come 
from? For example, if time is desired for super-
vising residents, can clinical services supervised 
by faculty be billed for and serve as a source for 
faculty time compensation? Are there non- 
monetary benefits that could be provided to fac-
ulty, such as a clinical adjunct faculty position if 
you are within a university system? How does 
this align with the mission of your department 
and institution (i.e., what is the benefit to your 
stakeholders)?

If time and compensation negotiations as 
described above are unsuccessful, you may ulti-
mately need to negotiate with faculty themselves 
to volunteer their time or spend their time differ-
ently. In this negotiation, knowing the faculty 
members, their goals, and their values will be key 
in recruiting them to volunteer their time to work 
with residents or change the way they are inter-
acting with residents. These negotiations would 
need to occur on an individual basis.

 Time and Compensation for Program 
Leaders and Staff

In addition to having adequate faculty for educa-
tion, any well-run residency program needs ade-
quate program leadership and staff to help the 
residency operate smoothly. Although programs 
are required by ACGME to have a certain full- 
time equivalent (FTE) allotted based on program 
size for a program director, associate program 
director, and program coordinator [14], you may 
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find that your program could benefit from addi-
tional staff to support its functioning. Or you 
might learn that your position does not, in fact, 
have the required minimum protected time. This 
negotiation will be directly with your department 
and may look very similar to negotiating time 
and compensation for faculty. However, there are 
a few key differences to consider in the negotia-
tion. Specific information that may be helpful 
includes the following:

• What is the overall mission of the department, 
and how supportive is your department of 
education?

• What tasks are not getting done adequately or 
in a timely manner that would benefit from 
extra support staff or FTE?

• What are the current tasks and roles of each 
person in the residency leadership, and what is 
their current FTE allotment for these 
responsibilities?

• What future goals do you have for your 
program?

• What is the standard for programs in psychia-
try across the country? Comparative data from 
similar programs can be very helpful here.

• Are there reasonable alternative solutions 
other than expanding staff FTE?

• In the situation wherein the program is not 
meeting the minimum ACGME requirements, 
what are the risks to the program, the depart-
ment, and the institution? The risks could 
include problems with accreditation, poor 
recruitment of residents, and faculty turnover. 
Are these risks worth the small financial gain 
derived from the lower FTEs?

After considering these questions, you will be 
more prepared to communicate the program’s 
support staff needs to department leadership.

 Roles and Responsibilities

Another negotiation that will likely come up as a 
program director is negotiating your own role 
and responsibilities and those of your staff, fac-
ulty, and/or residents. This negotiation may be 
within your department, a different department, 

your hospital system, or a different system 
depending on what is being negotiated.

The first possible negotiation is the position 
description, which outlines your roles and 
responsibilities and the roles and responsibilities 
of your associate program directors. You should 
receive and review your own job description prior 
to accepting your position. You may need to rene-
gotiate your position description after that, and 
you will likely be involved in writing and/or 
negotiating the job description for any associate 
program directors. Every system runs differently. 
You may be asked to do things outside your pro-
gram director role depending on your predeces-
sor’s activities and responsibilities, your skills 
and interests, or emerging departmental needs. 
When negotiating roles and responsibilities, there 
are a few key questions to ask yourself. Is this a 
task or responsibility that directly affects the run-
ning of a residency program? Was this in my job 
description initially? Is this something that I have 
time for? Is there someone else who could take 
this on?

You and your colleagues will need to consider 
your BATNAs carefully. If the position descrip-
tion does not match your goals, are you prepared 
to decline the position? Or if you are already in 
the position, would you leave it? You and the per-
son you are negotiating with may need to do 
some creative problem-solving in order to come 
up with position descriptions that meet your 
goals and the goals of the department.

To better illustrate some of these points, we 
will give a few examples of responsibilities in 
various categories. One example of something 
directly related to running a residency program 
would be organizing supervisors for outpatient 
resident clinics. This directly affects the running 
of the residency and would reasonably be the 
responsibility of the program director or their 
support staff. A task less clearly related to leading 
the residency would be organizing transfer of 
resident outpatients at the end of the academic 
year. While this function affects the residency 
training, it is also necessary for clinic function-
ing and could reasonably be seen as something 
that clinic leadership or operations staff would 
manage. In this case, you would negotiate this 
responsibility with the clinic director to strike an 
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appropriate balance and use of your and their 
time.

As a leader, you may also be asked to take on 
responsibilities not directly related to the resi-
dency, such as organizing supervising faculty 
vacation coverage. In this case, you may be iden-
tified as someone who is trusted and perhaps has 
administrative support in your role to do this. It 
would be reasonable to negotiate out of this role 
as it does not directly relate to residency educa-
tion. Alternatively, you could take it on as a “good 
citizen” of your department if you have the time 
or negotiate with your department for extra FTE 
or compensation to take this on.

You may also need to negotiate the roles and 
responsibilities of your residents. As changes in 
patient population, systems functioning, and 
overall work responsibilities occur, the ability of 
your residents to perform certain tasks may 
change. For example, at our institution, the num-
ber of overnight psychiatry consultation requests 
increases every year, creating more work for resi-
dents on call. At one time, the workload was 
manageable enough that residents could help 
arrange disposition for patients in the emergency 
department (ED). However, over time, this non- 
educational task became less and less feasible for 
busy residents. To better balance service and edu-
cation, program staff had to work with our emer-
gency department and other stakeholders within 
the system. This required investing a lot of time 
explaining the role and activities of a psychiatry 
resident and engaging stakeholders in conversa-
tions about improving clinical support staff. After 
initial compromise, we ultimately succeeded in 
acquiring social work support in the emergency 
department, eliminating patient disposition from 
the residents’ responsibilities. As system needs, 
educational requirements, and the role of psy-
chiatrists change over time, it makes sense that 
the roles and responsibilities of our residents may 
need to shift also. This will not happen without 
program director support and negotiation.

 Clinical Support

A program director may need to negotiate for 
clinical support staff for residents and supervis-

ing faculty. This may occur either in the hospital 
or in the clinic and is probably one of the more 
challenging negotiations you may face as a pro-
gram director. As with any negotiation, we rec-
ommend looking at what the need is and first 
gaining the support of your department leader-
ship prior to negotiating with others in your hos-
pital or clinic system. Again, we will use an 
example to illustrate this.

Several years ago, the outpatient faculty in our 
department successfully lobbied to have nursing 
support added to the outpatient clinic in order to 
help with phone calls, electronic messages from 
patients, refill requests, and paperwork. The fac-
ulty found this very helpful. Our residents did not 
receive this nursing support. This led to their 
being dissatisfied with the core outpatient psy-
chiatry rotation. Hiring, training, and retaining 
nurses are expensive and certainly beyond the 
resources of a residency program. The BATNA 
for the clinical administration appeared to be 
quite strong: they could simply continue the sta-
tus quo if we could not negotiate an agreement. 
Our residency made the following arguments. 
First, dissatisfaction with the rotation (as mea-
sured by evaluations residents completed) was 
likely decreasing morale and affecting ACGME 
survey results. Second, our department was likely 
losing outstanding faculty recruits. Third, patients 
whom residents were seeing were getting a dif-
ferent level of care than patients seen by faculty. 
The institution hired nurses to support residents’ 
work in our outpatient clinic.

In a hospital setting, depending on resources 
and culture, your residents and/or faculty may be 
responsible for things that are not necessarily the 
role of a psychiatrist or helpful for education 
such as finding disposition for patients, arranging 
follow-up for patients, or other such tasks. One 
way to advocate for your faculty and residents 
that may free up helpful teaching time for faculty 
and better manage the workload for all in this 
situation would be to encourage the hiring of or 
shift in responsibilities to social workers or case 
managers for some of these tasks. Depending on 
the system you work in, this may be very tricky 
and with many more stakeholders than in the out-
patient setting. This negotiation may fall flat if 
stakeholders are not on board with your proposal, 
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if funding doesn’t exist, or if hiring personnel 
does not go as planned. However, continued 
advocacy, some compromise, and slow change 
can eventually lead to a shift needed for your 
program.

 Resources: Space and Equipment

Program directors may also need to negotiate for 
space and equipment. Again, this will involve 
outlining the need, finding out the costs or con-
siderations for space, and presenting a compel-
ling argument to stakeholders that may include 
your department or clinic. In terms of space, you 
may need to negotiate for (a) additional office 
space for staff or residents in a clinic, (b) dedi-
cated places in the hospital for on-call staff to 
sleep or use as a work room while performing 
clinical duties, or (c) access to space for wellness 
such as an on-site workout room or library. With 
respect to equipment, what do your residents 
need to perform their work, and do they have 
access to this? This may include adequate per-
sonal protective equipment, computers, desk 
space, or other telehealth equipment. In looking 
at space and equipment needs, it is also important 
to prioritize with each stakeholder what is most 
important to negotiate for and what may be less 
important if compromise is needed.

 Tips and Challenges

We will conclude our chapter by discussing some 
of the helpful things we have learned and some of 
the challenges we have faced in negotiation for a 
residency program.

 Building Relationships 
with and Motivation in Your 
Stakeholders

Part of the unwritten role of a program director is 
to network, engage in, and maintain relationships 
with others who will assist you in running your 
program. As discussed above, the relationships 

that program directors develop are best thought 
of as working relationships, somewhere between 
friends and strangers (Of course, some of these 
relationships can become friendships!). It may 
not be apparent when you meet someone that you 
will need to negotiate with them later. As a rule of 
thumb, a program director should always be 
polite, courteous, and professional in encounters 
with colleagues and others. Additionally, when 
you know you will be working with or negotiat-
ing with someone in your role as program direc-
tor, it is useful to reach out, introduce yourself, 
and start building the relationship proactively. If 
people you need to negotiate with have a positive 
relationship with you already, they are more 
likely to listen to you and take the time to help, 
even in difficult situations.

In addition to building positive relationships 
with stakeholders, learning about them and their 
professional motivations is also helpful. By 
knowing their motivations and priorities prior to 
negotiations, you can think ahead about how your 
“ask” or vision may fit with theirs. This ulti-
mately allows you to present a more convincing 
or mutually beneficial argument and have your 
proposal taken under consideration. Additionally, 
if you are planning a negotiation and realize that 
what you are negotiating for does not align with 
the motivations of an important stakeholder, you 
can take time to discuss the issues with them 
beforehand to enhance their understanding and 
motivation to help. This is challenging and is not 
possible in all situations, however. If there is time 
to build motivation, you can work with your team 
on a strategy for how best to do so.

 Having Allies in High Places

When forming relationships with stakeholders, it 
can be helpful to figure out who has influence in 
what arenas, who may be above you hierarchi-
cally in terms of leadership, and who has inter-
ests that align with your priorities in education 
and residency training. Developing relationships 
with people who are higher in leadership and 
have similar vision, priorities, and goals can be 
priceless in a successful negotiation. These 

L. J. Bessey et al.



65

“allies in high places” can be important in help-
ing you navigate larger systems that are difficult 
to understand, figuring out optimal timing of a 
negotiation, and advocating for you and your 
negotiation in discussions you are not part of. In 
academic institutions, “allies in high places” may 
be a vice chair for education in your department, 
a medical director of an inpatient unit or clinic 
where trainees rotate, or a senior faculty member. 
When possible, depending on the specific nego-
tiation, timing needs, and who you will be nego-
tiating with, it is helpful to talk with these 
potential allies ahead of time to gain support, 
feedback, and advice. In addition to offering 
feedback or an approach that may help you be 
more successful in your negotiation, they may 
also themselves talk with decision-makers about 
the merits of your case. In negotiations where the 
decision-maker may not be an expert in the area, 
the decision-maker may also ask you during the 
negotiation conversation if you spoke with cer-
tain people who are more expert or who are advi-
sory to the decision-maker about this ahead of 
time. Doing so prior to the negotiation can save 
time and help move decisions forward in a more 
efficient manner. Additionally, if your negotia-
tion is initially unsuccessful, your ally may be 
able to advocate for a compromise or recommend 
resuming negotiations when a more opportune 
time or context arises that you may not be aware 
of.

 Is a Negotiation Really Necessary?

While many situations require negotiating for 
change, resources, or time, some things can be 
accomplished without a full negotiation process. 
When in the throes of building and maintaining 
relationships and rapport, it can sometimes be 
difficult to spot areas where negotiation is not 
necessary and decisions can be made. Some situ-
ations to consider where the program director is 
the “ultimate decision-maker” and so a negotia-
tion may not be needed include but are not lim-
ited to the following: a decision that is low cost/
risk and high reward (e.g., changing a form or 
process to make it more useful, such as a leave 

form or residency recruitment process), a change 
in responsibilities of someone who is under your 
oversight (e.g., a program coordinator, associate 
program director, or resident), a change in sched-
ule or timing of rotations that is consistent with 
ACGME program requirements and does not 
require additional funding or approval, respond-
ing to a direct violation of an existing policy 
where immediate action is needed or enacting a 
remediation or disciplinary plan. When making 
decisions where negotiation is not necessary, it is 
still helpful to consider who the change involves 
and how it may affect them prior to acting. When 
possible, being transparent and providing time 
for preparation, feedback, or questions will help 
you maintain relationships even when a decision 
has already been made and will hopefully help 
those affected by the decision understand the sit-
uation better.

 Negotiating as the “Boss”

Residents and faculty routinely make requests of 
the program director. Our first bit of advice to 
program directors is to recognize that you have 
entered a negotiation. Then, the same principles 
discussed in section “Execution” apply here, with 
approaches tailored to low-stakes and high-stakes 
situations. Trust and, to the degree allowable, 
transparency are critical. Residents will be in the 
program for up to 4  years and may ultimately 
become your colleagues; faculty are already your 
colleagues. Thus, the rules of reciprocity dis-
cussed in section “People Involved in a 
Negotiation” are especially germane: be 
 trustworthy and reliable; be fair; and let others 
know if you think they have treated you unfairly.

A word about transparency
As the boss, there are times you will not be able 
to be fully transparent about a decision or why a 
change is made, such as sensitive personnel 
issues. However, if you can be transparent, letting 
people know explicitly what you are asking for 
can help prevent confusion. For example, if you 
are asking for input on a decision, be clear about 
it so that the other party does not think that they 
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are deciding. If possible, let who you are negoti-
ating with know what constraints there are sur-
rounding the decision to be made. For example, if 
a final decision is to be made by another party 
such as a committee (e.g., program evaluation 
committee), you should be transparent about this. 
Note that this can also provide you cover if an 
unpopular decision must be made. Residents and 
faculty often have the false impression that you, 
the program director, have the ability to change 
everything related to the program. Letting people 
know what other stakes, stakeholders, and deci-
sion-makers are at play when possible can help 
prevent disappointment when a decision turns out 
differently than the input they provided. When 
change and difficult decisions must be made, 
oftentimes, someone will be disappointed, but 
being transparent when possible can help others 
understand where you are coming from and their 
role in the negotiation.

 Knowing Your Priorities and Picking 
Your Battles

As a program director, you probably have a 
vision for how to improve your residency pro-
gram and what direction you would like to see the 
program grow in the future. Such improvement 
and direction may require multiple changes that 
will need to be negotiated over your tenure as 
program director. Aside from your vision, there 
will also be the seemingly constant barrage of 
unanticipated challenges, problem-solving, tasks, 
and unexpected negotiation that comes with the 
day-to-day running of a training program. 
Because your time, program funding, and other 
resources are limited, you will on occasion need 
to be flexible in prioritizing negotiations. This 
could mean delaying a planned negotiation to 
negotiate for something more urgent, allowing 
you to focus on what truly matters in a timely 
fashion. Additionally, by making choices about 
negotiation, you will be clear to your leaders and 
stakeholders about what is most important at the 
time so that they can support you.

In addition to prioritizing what you are negoti-
ating, picking your battles when it comes to 

negotiation is important to success. While all 
negotiations you will pursue for the program are 
likely very important and seen as essential by you 
and your staff/trainees, the people you are nego-
tiating with often have many competing priorities 
to consider outside of training. Knowing when to 
compromise or pause a negotiation versus when 
to continue to push for the specific terms you 
wanted can be one of the more challenging things 
to determine. Building relationships with and 
inspiring your stakeholders can help you sort out 
some of the behind-the-scenes details ahead of 
time to help you pick your battles wisely. In a 
position where you will likely need to pursue 
multiple negotiations over time, it is especially 
important to maintain rapport with people you 
will negotiate with frequently. In some cases, this 
may be more important than getting exactly what 
you hoped for in the negotiation. By picking 
which negotiations can be compromised or put 
aside for some time, you will be seen as collegial 
and collaborative by others, which can go a long 
way with future negotiations that may be more 
important. Additionally, picking your battles is 
helpful for protecting your time and morale as a 
program director and allows you to be more 
effective in your position overall.

 Timing and Time Frames

Having a vision for what you would like to 
improve in your program and having the ability 
to advocate for these changes are one of the more 
exciting parts of being in program leadership. We 
often enter our positions in education with pas-
sion and a desire to make things better for our 
trainees as soon as we can. While it can be tempt-
ing to want to make a lot of changes at once or in 
a short period of time, this is not always in the 
best interests of yourself and the program. 
Pursuing multiple negotiations at once may lead 
to disappointing outcomes and frustration in the 
process. We have learned that timing of negotia-
tions is key to their success. Whether you are just 
starting out or have been a program director for 
some time, we suggest thinking of making 
changes over a longer time period where possi-
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ble. Thinking of changes, vision, and negotiation 
in a five-year time frame or even longer tends to 
be more realistic and helpful in the long run. 
Additionally, managing your expectations in 
terms of the time needed between successful 
negotiation and implementation of what was 
negotiated is important, as many changes take 
time and planning to implement successfully. If 
you are realistic and flexible about the time 
frame, your negotiation is also likely to go more 
smoothly.

One must also consider the optimal timing for 
proposing a change and implementing it. For 
example, trying to negotiate a major residency 
schedule change too soon before the start of the 
academic year is more likely to lead to frustration 
and less likely to lead to the successful change 
you intend. In this example, planning ahead 
1–2  years is more likely to result in successful 
negotiation or change.

Experienced mentors outside your institution 
can help in assessing realistic time frames for 
negotiations and program change. National orga-
nizations such as AADPRT or the Association for 
Academic Psychiatry (AAP) provide such men-
torship. Ultimately, negotiation success depends 
on a lot of factors lining up. However, if you take 
the time to plan ahead, understand departmental 
and institutional factors affecting your program 
or the subject of your negotiation, and strategi-
cally time when you present your request, you 
will have set yourself up in a more favorable 
position for success.

 Following Up on an Unsuccessful 
Negotiation

Even with the best planned approach and the best 
intentions, not every negotiation you pursue will 
be successful. After taking time to let any imme-
diate frustration or other initial emotion pass, it 
can be helpful to debrief an unsuccessful negotia-
tion with allies or stakeholders soon afterward. 
These people may be able to help you see differ-
ent perspectives or reasons why your negotiation 
may not have been successful this time and also 
to help you determine what, if any, next steps to 

take. For example, if your timing or anticipation 
of stakeholder motivations were not correct, oth-
ers can sometimes provide additional informa-
tion or perspectives so that you may proceed with 
a different strategy in the future. You may also 
realize after talking with your team that this is not 
a negotiation worth pursuing further or that 
returning to it at a later date may be more suc-
cessful. You may discover that you need more 
data or other supporting information to justify an 
expense or movement forward on an idea. 
Additionally, some negotiations require time, 
persistence, and culture change, or taking smaller 
steps incrementally. After debriefing the negotia-
tion and any new information with others, it is 
helpful to think of what, if any, your next steps 
will be. If the negotiation is important and is 
something that can be continued at a later time, it 
may be worth following up with your stakehold-
ers on this at a later date when circumstances or 
priorities may be different. This may be the case 
especially with larger negotiations such as expan-
sion of a program or addition of support staff. 
Some things, however, may not be worth further 
follow-up, and in those cases, it is best to learn 
what you can from the unsuccessful negotiation 
process and move on, reminding yourself that 
even the most experienced and accomplished 
people have unsuccessful negotiations at times.

 Negotiation as Listening 
and Empathy

We often think of negotiation as having a need or 
want, making an ask, and talking back and forth 
with others persuasively with the goal of getting 
what we want and need. While this may be the 
general purpose of negotiation, sometimes using 
a different approach can provide helpful informa-
tion and help you to be more successful. In any 
negotiation situation, the parties we are working 
with will most often have a perspective that is dif-
ferent from our own. To be able to listen to the 
other person and to imagine yourself in their situ-
ation is an important skill of a truly great negotia-
tor  – in fact, as we discussed above, Shell 
considers listening patiently as one of four “hab-
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its of thought” of successful negotiators [7, 
pp. 20–23]. Listening and perspective taking can 
be especially helpful when negotiating with peo-
ple under our supervision or on behalf of people 
in a hierarchically lower position. Especially 
when negotiating a responsibility change or an 
issue that directly affects the other person, it is 
important for them to feel heard and understood, 
whether or not that will ultimately change the 
outcome of the negotiation or decision. As dis-
cussed earlier in this chapter, active listening and 
reflecting can be helpful in these cases. This will 
not only help you grow as a leader, but it will also 
help build trust and confidence of others in your 
leadership abilities and interest on their behalf.

An example of this was negotiating when and 
how residents would return to providing face-to- 
face care during the COVID-19 pandemic. At the 
beginning of the pandemic, given lack of ade-
quate personal protective equipment (PPE) and 
access to testing for the virus, a majority of our 
residents providing clinical services were 
switched to telehealth over video. As the pan-
demic progressed, resources and knowledge 
improved and the request for face-to-face psychi-
atric care became stronger from the institution 
and our patients. Although the transition back to 
face-to-face services was inevitable, we took the 
time in a virtual program director meeting to 
inform and prepare the residents for the upcom-
ing change and elicit their concerns and feedback 
on the process. During this time, we had to make 
explicitly clear what we had control over and not 
(e.g., we could control their requests to ensure 
supervisors would also be back on site and to 
make adequate PPE available, but we could not 
control the exact timing of their return or the 
behavior of consulting services). By hearing resi-
dents’ fears, concerns, and requests, we were 
able to empathize and validate these concerns, 
helping the residents feel understood and appre-
ciated. Additionally, some of their requests were 
able to be taken into consideration to provide a 
better overall experience for both residents and 
faculty upon their return to face-to-face care. 
Listening and explicitly showing appreciation are 
two things that will never lead you wrong in a 
negotiation.

Empathy can help you understand the situa-
tion of the person you are negotiating with in a 
different way, which may help you feel better 
about a decision should a compromise or unsuc-
cessful negotiation take place. When you listen to 
others, they may also be more open to hearing 
your perspective on things you feel are vitally 
important to your program. This can have both 
current and future benefits to you in your role.

 Conclusion

Negotiation is a vital and learnable skill for pro-
gram directors. In order to sustain and improve 
the quality of a residency program, all program 
directors will need to negotiate for faculty time, 
administrative support, clinical support, and 
resources. Program directors can become suc-
cessful negotiators by preparing in advance, set-
ting high but achievable goals, engaging 
stakeholders, listening carefully to their negotiat-
ing partners, and maintaining integrity, trustwor-
thiness, and high ethical standards. Program 
directors should become aware of their natural 
and preferred negotiating styles and how these 
could help or not, depending on the type of nego-
tiation. Because of the importance of building 
and maintaining relationships in graduate medi-
cal education, negotiators should explore 
 underlying concerns and try to identify common 
goals that, if achieved, will benefit all parties.

 Resources

Fisher, Ury & Patton’s Getting to Yes: Negotiating 
Agreement Without Giving In

This is the classic text espousing principled 
negotiation, first published in 1981. The authors 
invented the term BATNA, the best alternative to 
a negotiated agreement, discussed in detail in 
section “Planning”. Check out the related Harvard 
Program on Negotiation: https://www.pon.har-
vard.edu/free- reports/.

Shell’s Bargaining for Advantage: Negotiation 
Strategies for Reasonable People

L. J. Bessey et al.

https://www.pon.harvard.edu/free-reports/
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In this chapter, we rely most heavily on this 
text, which is readable, pragmatic, and filled with 
many vivid examples from history and the busi-
ness world. The book includes a copy of the 
Bargaining Styles Assessment Tool, which can 
help you identify your preferred negotiation 
style(s).
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6Recruitment in Graduate Medical 
Education

Jessica G. Kovach, Sandra D. Batsel-Thomas, 
Daniel Gih, and Lia Thomas

 Mission and Vision

Recruitment should always start with the end in 
mind. Begin by establishing the mission and 
vision of the program. This will, in turn, allow 
identification of the attributes and experiences of 
the ideal resident or fellow. Ideally, mission and 
vision are established in collaborative depart-
mental discussions. These discussions take time 
and should occur months (or years) before 
recruitment begins.

Questions to consider include

• What is the current culture of the program? 
Does the program wish to change this, and if 
so, how and why?

• What are the values and strengths of the 
program?

• What are the targeted areas for growth and 
future programmatic goals?

• What programmatic attributes are unique?
• Why would an applicant choose to train in the 

program?
• Are there opportunities that would attract 

applicants with certain career goals?
• What characteristics would enable a resident 

or fellow to thrive in your program?
• What is the program/department doing to 

recruit and support a diverse workforce?

New programs and existing programs looking 
to revamp recruitment will find this an exciting 
opportunity to identify a clear vision for the 
future of the program. Identification of qualities 
that make an applicant an ideal fit for the pro-
gram will provide a framework for many of the 
recruitment steps ahead.
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 Outreach and Pre-application 
Recruitment

Recruitment starts well before a program director 
starts reviewing applications. Once you have 
fleshed out your mission and vision and used that 
to determine the qualities that will make an appli-
cant an ideal fit for your program, it is time to 
think about how to get the attention of applicants 
with those qualities and encourage them to apply 
to your program. In this process, every program 
should consider the following questions:

• Where do prospective target applicants obtain 
their information about programs?

• What information should programs highlight 
and promote?

• How do other residency programs get noticed?

As the readers of this book will surely be 
aware, public health and safety during the 
COVID-19 pandemic triggered transitions to the 
entire learning environment. The pandemic 
accelerated remote learning, increased crowd-
sourcing of educational materials, and expedited 
the introduction to telehealth as part of the clini-
cal experience [1, 2]. The use of social media, 
which was easily accessible before the pandemic, 
became even more prominent [3, 4]. While word 
of mouth and traditional reputation continue to 
be important, students today rely heavily on 
Internet-based sources to select where they apply 
and eventually how to rank programs [5]. 
Common sources of information utilized by 
applicants today include directory and ranking 
sites like Doximity, Residency Navigator, The 
American Medical Association (AMA) 
Residency and Fellowship database  – the 
Fellowship and Residency Electronic Interactive 
Database (FREIDA™) Online, Texas Seeking 
Transparency in Application to Residency 
(TexasSTAR) site, the Association of American 
Medical Colleges (AAMC) Residency Explorer, 
in addition to discussion-based sites like Reddit 
and Student Doctor Network.

Prior to the pandemic, many programs seemed 
to lag in their use of social media. However, fol-
lowing 2020, most programs strategically 

expanded visibility and outreach in new forms to 
supplement traditional in-person experiences like 
away rotations and traditional on-campus inter-
views. Social media is becoming the common 
solution for recruitment and outreach. The cur-
rent target group of applicants is Millennials [6]. 
This generation is comprised of individuals born 
in the early 1980s to mid-1990s. This cohort 
highly utilizes social media and likely spends 
more hours on it each day than the faculty recruit-
ing them. This trend is unlikely to change. 
Therefore, it should be an essential recruitment 
tool as future applicants are already there.

There are a few tenets in developing a social 
media strategy for recruitment. First, social 
media exists to raise visibility and increase con-
nection. “Selling” a program well can assist deci-
sions around potential fit for an applicant 
preinterview. Second, social media provides an 
accessible forum for the unique aspects of a pro-
gram that cannot always be captured in a more 
static institutional website. There are opportuni-
ties to showcase some of the personality and cul-
ture that exist in the program. The familiarity and 
ready incorporation of multimedia through pic-
tures and videos can provide a better glimpse into 
a program. Third, social movements and reform 
have found a home within social media. As such, 
programs can use social media to highlight pro-
grams’ progress with inclusion, diversity, equity, 
and antiracism. Finally, for new, community, and 
smaller programs, social media may help level 
the playing field in reaching potential applicants. 
Newer programs will find that reputation and 
operational history greatly influence peer percep-
tion and ranking sites. In the absence of informa-
tion, students and future applicants may overly 
rely on these sources. Likewise, discussion 
threads can easily contain outdated information 
or misinformation. A regularly tended social 
media account will allow the program to better 
shape the narrative in a way that is timely and 
responsive to interest.

Program directors with personal experience 
with social media may find maintenance of a 
social media account to be second nature. 
However, program directors who are not as famil-
iar with the details of social media should engage 

J. G. Kovach et al.



73

a faculty member or chief resident to monitor and 
update the program’s social media presence. The 
program’s current residents are an important 
resource since they will likely have a more cur-
rent idea than faculty of what applicants will find 
attractive on social media sites and which social 
sites will provide the most traffic. However, the 
appropriateness of social media posts should 
always be monitored by the program in some 
form. Parent institutions will have media policies 
in some format, and these should be reviewed. 
Some institutions have a centralized way to mon-
itor and approve all posts. Program directors are 
encouraged to explore the social media posts of 
other programs to familiarize themselves with 
typical posts.

A less-flexible means of showcasing the pro-
gram is the department and program website. 
Websites continue to be important and should be 
updated at least once per year, if not more often. 
Important information is usually housed on pro-
gram websites about overall program structure. 
The program mission statement should be fea-
tured prominently on the website. Other com-
mon content on websites includes a list of 
graduate job and fellowship placements, the 
work of diversity and inclusion committees, 
well-being resources and efforts, welcome let-
ters from program directors and chief residents, 
and “day in the life” sections that highlight the 
experiences of current residents. Programs may 
choose to embed videos or link directly to their 
social media accounts. Applicants are particu-
larly appreciative when programs include trans-
parency about recruitment on their websites. 
This may include directly stating what the pro-
gram looks for in applicants, any score cutoffs 
used, number of positions and interviews, and 
anticipated dates for release of interview offers. 
Program directors should explore the websites of 
other programs and check on the maintenance of 
their own program site regularly.

The loss of the in-person interview day during 
the 2020–21 recruitment cycle forced programs 
to consider proximal experiences, delivered vir-
tually. Residency fairs, typically conducted at 
major conferences, were converted to online and 
often promoted through social media. Program 

Directors may consider hosting virtual open 
houses or participating in virtual recruitment 
fairs hosted by other organizations such as 
AADPRT, the Psychiatry Student Interest Group 
Network (PsychSIGN), the Student National 
Medical Association (SNMA), or other specialty 
organizations. If the program is associated with a 
medical school, the program director could con-
sider coordinating with the local Psychiatry 
Interest Group to help foster interest in the field 
and their own program.

Programs may consider starting even earlier in 
the pipeline by engaging with or even developing 
a pipeline program to promote interest in psy-
chiatry in high school and college students. For 
more information on pipeline programs, please 
see Chap. 7.

 Logistics of Recruitment

What is needed to run a successful recruitment 
season? Breaking this question into more man-
ageable pieces will keep it from becoming over-
whelming. What resources are needed to recruit, 
select, and interview applicants for my program? 
This is meant to be a broad overview, and the 
authors will go into more detail elsewhere in the 
chapter.

 (a) Advertising – Consider how the program is 
showcased to interested applicants. Is the 
website up to date? Does the website include 
videos of clinical sites? Remember institu-
tional/hospital systems may need to provide 
permission to film videos and/or add content 
to a program website. Review the Outreach 
and Social Media section of this chapter.

 (b) Screening of applicants – Establish who will 
screen applications and how much time will 
be needed to do so. Determine if a coordina-
tor will complete the bulk of this work, if it 
will be done by the program director and 
associate program directors, or if it will be 
done by a committee. The number of person- 
hours necessary will be determined by the 
depth of the screening process as well as the 
number of applications screened. This can 
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vary anywhere from 4 hours to over 160 hours 
per program.

 (c) Invitations to interview  – Once applicants 
have been selected for interview, how much 
of the coordinator’s time will be necessary to 
notify applicants and schedule interviews? 
What software and/or web-based programs 
will coordinators be using to keep track of 
applicants and interview spots? While some 
programs use only ERAS, others have cho-
sen in recent years to pay for scheduling pro-
grams that advertise a smoother process.

 (d) Interview day – Time, space, technology, and 
cost must be considered. How many days per 
week will you be interviewing and how many 
faculty and residents will interview each 
applicant? Consider resident time necessary 
for tours and any informal interactions with 
applicants. Coordinators, faculty, and train-
ees will all need time to be present for inter-
view season. Space must be considered and 
reserved. Will all interviews occur in the 
same space, or will applicants need to be 
shuttled across the clinical campuses? For 
virtual interviews, technology will be 
required and a backup process for technol-
ogy failures must be in place.

 Nuts and Bolts: Resources Needed 
for Successful Recruitment

 Electronic Residency Application 
Service (ERAS) and the National 
Resident Matching Program® (NRMP)

Each program or residency track must be regis-
tered with both ERAS and the NRMP.  The 
NRMP, known commonly as “The Match®,” is a 
private, nonprofit organization used by the major-
ity of residency applicants and residency pro-
grams to Match® applicants to residency 
positions. The NRMP uses “a computerized 
mathematical algorithm to align the preferences 
of applicants with the preferences of program 
directors in order to produce the best possible 
outcome for filling training positions available at 
U.S. teaching hospitals.” More information can 

be found on the NRMP website: http://www.
nrmp.org. ERAS is a service provided by the 
AAMC that allows medical students to centralize 
their applications to residency programs. ERAS 
also allows programs to screen applications, 
select applicants for interviews, schedule inter-
views, and create a rank list. Program directors 
must review policy and timeline information on 
the ERAS and NRMP websites as there are 
changes periodically.

Each residency program or separately match-
ing track within a program (Research, Integrated 
Child and Adolescent, Rural Psychiatry, etc.) 
must be registered uniquely with both ERAS and 
the NRMP. Each year program directors of regis-
tered programs receive an email from ERAS 
Account Maintenance (EAM) with a login ID 
and password for annual registration. Following 
registration, programs can add information, 
including a website link, about the program. 
Later in the chapter, we will provide more details 
on how to use ERAS to screen and review 
applications.

Each year program directors must also log in 
to NRMP to certify that the program will use the 
Match®. The NRMP allows both programs and 
applicants to enter a Rank Order List (ROL) of 
choices. Program directors can enter this list 
manually or download the list from ERAS for 
entry into the NRMP.  Administrative staff or 
associate program directors (APDs) can enter a 
list into the NRMP system, but the Program 
Director is the only individual who can certify 
the list.

Programs filling postgraduate year (PGY) 1 
positions must follow the “All in Policy” [7]. This 
policy states that “any program registering for the 
Main Residency Match® must register and 
attempt to fill all positions through the Match® or 
another national matching plan(7).” After regis-
tering with NRMP each year, program directors 
must also decide if they will use the Match® 
Week Supplemental Offer and Acceptance 
Program (SOAP) to fill any positions that do not 
fill in the Match®. Programs that opt out of par-
ticipating in SOAP cannot make offers for any 
unfilled position until after the SOAP process has 
concluded. Most programs elect to utilize the 
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SOAP if necessary. Any program that uses the 
Match® for PGY1 positions is restricted from fill-
ing any unfilled positions outside of the Match® 
until after the Supplemental Offer and Acceptance 
Program (SOAP) has concluded.

Some but not all psychiatry fellowship train-
ing programs participate in the Match®. At the 
time of writing this chapter, psychiatry 
 fellowships are not bound by the “All in Policy.” 
Program directors must review the NRMP poli-
cies each year as there are significant conse-
quences for violating the Match® agreement, 
including but not limited to not being able to par-
ticipate in the Match® in subsequent years.

Calendars for both the residency and fellow-
ship application and the Match® processes can be 
found on the ERAS and NRMP websites. 
Program directors must familiarize themselves 
annually with important dates from these 
calendars.

 The Roles of the Program Coordinator 
and the Graduate Medical Education 
(GME) Office

The degree of institutional guidance, resources, 
and integration for each step of the recruitment 
process will vary between institutions. At most 
institutions, a centralized GME office provides 
guidance, resources, and some standardization 
and oversight of the residency recruitment pro-
cess. Psychiatry program directors should famil-
iarize themselves with the recruitment 
expectations, policies, and resources provided by 
their institution.

Program directors should establish early in the 
recruitment process if their program’s recruit-
ment goals align with those of the institution. If 
not, consideration should be given to why the 
misalignment exists and if such divergence is 
appropriate. Appropriate reasons may be specific 
to the specialty of psychiatry or to a geographic 
region where the psychiatry program is primarily 
located. Program directors may find that the met-
rics used to measure their recruitment success 
within the parent institution may not align with 
what makes a resident successful in their indi-

vidual program. Anecdotally, internal scorecards 
may include average USMLE score, international 
medical graduate (IMG) vs. US graduate, how far 
into the Match® list each program goes to fill, or 
number of underrepresented minorities matched. 
The authors of this chapter do not recommend 
allowing any single metric to drive recruitment; 
however, we find it helpful to be aware of parent 
institution’s expectations and measurements of 
“success” so that program directors can be pre-
pared, if they do not meet these metrics, to 
explain the deviation from expectations. It may 
also be important to discuss any discrepancies 
with the departmental chair, who may also be 
held accountable by the institution for meeting 
institutional expectations.

Centralized GME resources can greatly reduce 
the burden of recruitment on an individual depart-
ment. Wherever possible, program directors 
should utilize these resources. Examples include 
website design and upgrades, institutional social 
media accounts, training for coordinators and pro-
gram directors on aspects of recruitment, virtual or 
in-person recruitment events promoting diversity 
and inclusion, online promotional materials such 
as video tours, and discounted travel resources.

One of the most important people in the resi-
dency recruitment process is the program coordi-
nator (note that some institutions title this 
position “administrator”). The coordinator is 
usually the first person with whom applicants 
interact. Leading up to the interview day, the 
coordinator will be in contact with applicants via 
phone or email. Friendly and professional inter-
actions make for good first impressions. Based 
on these early interactions, applicants may start 
to develop presumptions about the personality 
and organization of the program. The coordina-
tor’s interactions with the applicants are ulti-
mately viewed as a reflection of the program.

The program coordinator can and should be 
helping with all parts of the recruitment process. 
For example, the coordinator should be involved 
in developing and maintaining web content. 
Depending on a coordinator’s level of compe-
tence and experience, maintaining social media 
accounts and website may also be part of their 
role. Coordinator participation in candidate 
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screening varies between programs. In some pro-
grams, the coordinator is not involved in the 
screening process at all. In others, the coordina-
tor may complete nearly the entire process and 
only present “on the fence” applications to the 
program director or their designee. Despite this 
delegation, the program director is ultimately 
responsible for all aspects of resident  recruitment. 
If the coordinator is completing screening, they 
should be intimately familiar with the program’s 
recruitment goals, knowledgeable about which 
application items merit attention, and knowl-
edgeable about relevant hiring practices. 
Following the screening process, the coordinator 
usually extends interview invites, schedules the 
interviews, distributes schedules to applicants 
and interviewers, and sends programmatic infor-
mation and promotional materials to applicants. 
The coordinator should help plan for, organize, 
and operationalize the recruitment day. After the 
interview day, the coordinator should help in col-
lating and collecting evaluation data about the 
applicants. Finally, most coordinators help with 
ensuring that all data needed for the ranking pro-
cess are organized for the program directors. 
While coordinators do not typically interview 
applicants, they often know what type of resi-
dents fit well with the program, including the 
existing residents, and should be encouraged to 
provide input on interpersonal concerns outside 
of the formal interview. The importance of a 
highly skilled program coordinator cannot be 
overemphasized.

 Screening and Strategy 
for Application Review

With the increased interest in psychiatry among 
US medical students and the increase in the num-
ber of medical students and graduates participat-
ing in the Match®, matching into psychiatry has 
become more competitive than it has been in the 
past. The number of US seniors matching into 
psychiatry has increased from 640  in 2011 to 
1205 in 2021 [8]. US medical students, on aver-
age, have applied to an increasing number of pro-

grams over the last several years. US allopathic 
students have increased from applying to an aver-
age of 31.77 programs in 2016 to an average of 
52.77 in 2021. US osteopathic students have sim-
ilarly increased from applying to an average of 
36.39 in 2016 to an average of 74.77 programs in 
2021 [9]. As a result, psychiatry programs have 
seen a dramatic increase in the number of appli-
cations from US allopathic and osteopathic 
seniors they receive each year for the Match®. In 
2016, the average program received 222.88 appli-
cations from US allopathic students and 75.61 
from osteopathic students. By the 2021 Match®, 
those numbers had increased to an average of 
347.64 applications from US allopathic students 
and 179.79 from US osteopathic students [9]. 
The increase in applications has made effectively 
and efficiently screening applicants more chal-
lenging for programs.

There are many screening strategies, and no 
one strategy is most effective for every program. 
When deciding on a strategy for screening appli-
cations, program directors should return to the 
mission of the program to help decide what attri-
butes, skills, and life experiences qualify appli-
cants to best meet the goals and mission of the 
residency program. It may be helpful to take a 
global look at the current residents and assess the 
strengths and weaknesses that could be addressed 
in recruitment or targeting of specific qualities. 
Some programs may look for applicants with ties 
to the region as their mission is to train psychia-
trists who want to stay and practice in their 
region. Another program may prefer applicants 
that are bilingual if a large proportion of their 
patient population are immigrants. Programs 
with fellowships or specialty tracks (Child, 
Research, Rural, etc.) may want to prioritize 
applicants with expressed interest in those areas. 
Applicable attributes and experiences will vary 
greatly between programs. Past successes in 
recruitment may not always translate to future 
success, and recruitment priorities should be 
revisited each season.

For many, if not the majority of, programs, 
starting with applicants that have ties to the 
geographical region in which the program is 
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located is a reasonable place to start as many 
studies show that the majority of US applicants 
ultimately match in the geographic region in 
which they completed their medical school. A 
study of all US graduating allopathic seniors 
participating in the 2011–2015 main residency 
Match® in all specialties found that 63% of 
applicants matched at programs within the 
same region as their medical school, ranging 
from 58% in the Midwest to 69% in the West 
[10]. Multiple studies of specific subspecialties, 
including plastic surgery, otolaryngology, and 
orthopedic surgery, showed similar results with 
48–60% of applicants matching into a program 
in the same geographic region as their medical 
school [11–13].

ERAS allows filtering of a wide variety of 
attributes [medical school state, awards, United 
States Medical Licensing Exam (USMLE) or 
Comprehensive Osteopathic Medical Licensing 
Examination (COMLEX) scores, number of pub-
lications, etc.]. However, many of the metrics that 
are easily filterable, such as grades, standardized 
test scores, and honor society selection, are heav-
ily influenced by gender, racial, and ethnic biases 
[14–17]. Important applicant attributes, including 
previous life experiences, clinical skills, and 
leadership experience, may not be adequately 
identified with ERAS filters and require a more 
time-intensive review. Heavy reliance on metrics 
alone decreases the time necessary to screen 
applications but will also likely decrease the 
diversity of the applicants selected for interview 
and will cause programs to miss highly qualified 
applicants with importance life experiences, 
leadership skills, and resilience.

 Evaluation of Application 
Components

The USMLE was originally developed and val-
idated for licensing purposes. The numeric 
score associated with the USMLE has become 
a focus of applicants and program directors 
alike in recent years. According to the USMLE 
Invitational Conference on USMLE Scoring 

(InCUS) [18], standardized test scores best 
predict other standardized test scores and not 
clinical performance. USMLE scores have 
been linked across specialties to performance 
on in- training exams and risk of failing spe-
cialty board exams [19–23]. However, the 
overemphasis and misuse of these scores, 
along with the corresponding limitations in 
diversity when a numeric test is overempha-
sized, led USMLE to eliminate numeric scor-
ing for Step 1 as of January 26, 2022. The 
impact of this change on recruitment remains 
to be seen. The COMLEX Level 1 examination 
will follow suit and change to pass/fail report-
ing as of May 1, 2022.

Comparing grades across institutions can also 
be fraught with difficulties. While some schools 
give only a minority of students Honors on their 
psychiatry rotation, others may give as many as 
70% an Honors grade. Racial/ethnic disparities 
have been demonstrated in both clinical clerkship 
grades and Alpha Omega Alpha (AOA) member-
ship [14, 16].

The Medical Student Performance Evaluation 
(MSPE) is designed to be a summative method of 
communicating medical student performance 
and unique attributes to program directors. One 
study of one residency program over 20  years 
found that negative statements in the MSPE pre-
dicted problematic resident behavior [24]. 
However, a study across specialties found that 
less than half of program directors trusted the 
information contained in the MSPE [25]. Program 
directors generally suspect that dean’s offices 
may try to minimize student difficulties in medi-
cal school in order to improve their students’ 
chances of a successful Match®. Letters of rec-
ommendation have similar difficulties, and lack 
of standardization between writers makes them 
complicated to interpret [26]. Some specialties 
are working to address this problem by imple-
menting standardized letters of recommendation, 
but it is too soon to fully assess the effectiveness 
of these attempts [27, 28].

Because of the perception of decreasing 
amounts of objective data about applicants and 
the increasing number of applications, some pro-
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gram directors have sought other means of evalu-
ating potential applicants. Situational judgment 
tests (SJTs) are intended to evaluate applicant 
skills such as collaboration, equity, problem solv-
ing, professionalism, empathy, and self- 
awareness. SJT questions ask applicants what 
they would do in a given situation and why. SJTs 
are used in graduate medical education as well as 
other job fields as a mechanism for selecting 
applicants. Early studies in US graduate medical 
education programs demonstrated potential 
validity in predicting resident performance [29]. 
A study of the use of SJT in recruitment in seven 
surgery residencies found that the percentage of 
underrepresented in medicine (URiM) applicants 
recommended increased [30]. While SJTs may 
have an important place in evaluating potential 
applicants, the full utility of these tests is yet to 
be determined.

At the time of writing this chapter, no one fac-
tor can predict resident success at a given institu-
tion, and no one factor can predict the quality of 
psychiatrist an applicant will become. Program 
directors should not overly rely on one factor in 
the assessment of applications but are encour-
aged to use a holistic review process in their 
assessment of applicants.

 Holistic Review

The AAMC defines holistic review as “mission- 
aligned admissions or selection processes that 
take into consideration applicants’ experiences, 
attributes, and academic metrics as well as the 
value an applicant would contribute to learning, 
practice, and teaching. Holistic Review allows 
admissions committees to consider the ‘whole’ 
applicant, rather than disproportionately focusing 
on any one factor” [31]. Studies of holistic review 
processes in pediatrics, general surgery, and 
internal medicine residencies demonstrate that 
the diversity of the groups of applicants inter-
viewed, ranked, and matched increased [32–34]. 
The AAMC offers helpful videos and tools to 
help programs develop a holistic review process 
tailored for the needs of the program [31].

 Scheduling and Extending 
Interview Offers

Traditionally, psychiatry residencies have 
extended approximately 10 interview invitations 
for every PGY1 slot available. However, this 
ratio may be influenced by the number and qual-
ity of psychiatry applicants, the program’s aca-
demic profile, and local competition. Interviewing 
more applicants requires more resources. 
Interviewing too few applicants risks not filling 
in the Match®. Some programs extend all of their 
offers at once, and others extend offers in batches 
as they work through their review process. It is 
useful to prepare a waitlist of qualified applicants 
to invite for an interview in the event of a 
cancellation.

Coordinators usually extend interview offers 
through ERAS or other for-profit interview 
scheduling platforms with a brief and friendly 
message. Programs should never extend more 
interview offers than interview slots available as 
this creates undue stress for applicants. Provide 
applicants a set amount of time (for instance, 
2–7  days) to accept the interview offer before 
rescinding it. Applicants appreciate having a 
choice of interview dates from which to choose. 
Listing dates that interview offers will be 
extended on the program website decreases 
applicant anxiety and generally is appreciated by 
applicants.

Dates for interviews typically run from 
October through February. Many applicants and 
schools will intentionally schedule flexible inter-
view time from November through January. Most 
programs determine interview dates far in 
advance. Programs that utilize longer screening 
processes may not be prepared to start interviews 
until November. During in-person interview sea-
sons, geography may determine interview dates. 
Programs in northern areas may consider travel 
delays caused by winter weather and choose 
dates earlier in the season for this reason, while 
programs in resort areas may choose to avoid 
dates that are expensive for applicant travel. 
Thanksgiving, Christmas, New Year’s, and other 
holidays are typically avoided for interviews. 
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Annual program director responsibilities such as 
semiannual resident reviews, semiannual report-
ing of Milestones, or Program Evaluation 
Committee meetings may also influence program 
choice of interview dates. Programs must finish 
interviews with enough time to create and submit 
the ROL, which is typically due in late February.

 Preparing the Team 
for Interview Day

Preparing the faculty and residents for interview 
days is an essential step in recruitment. This is an 
opportunity to make sure all parties involved are 
on the same page regarding the process. Program 
directors must review the NRMP website annu-
ally for any updates or changes to policies and 
procedures. NRMP rules and regulations about 
communications with applicants must be dis-
cussed with every person an applicant interacts 
with on interview day. Violations of these rules 
often lead to harsh judgment by applicants in 
addition to formal Match® violations, citations, 
and sanctions.

Residents, staff, and faculty will play key 
roles in recruitment. They should be prepared 
with departmental expectations and answers to 
common questions so that they can provide infor-
mation to applicants and can represent the pro-
gram accurately. In addition to a season overview, 
the program mission statement and recruitment 
goals should be reviewed. It may also be helpful 
to ensure everyone involved in screening or inter-
viewing applicants has had training in uncon-
scious bias.

The importance of resident involvement in 
recruitment cannot be underscored enough. Chief 
residents play an especially pivotal role. Chief 
residents often organize and plan the social activ-
ities, recruit other residents to meet with appli-
cants, and give tours. Chiefs and other residents 
may be communicating with future applicants 
before, during, and after interviews. Many appli-
cants really want to hear what their immediate 
experience in your program will be and therefore 
appreciate when PGY1s are directly involved in 
recruitment season.

 Interview Day

In 2020 and 2021, the interview season is being 
conducted in a virtual/online setting as a response 
to the ongoing COVID-19 pandemic and the 
need to minimize the spread of this disease. At 
the time of writing this chapter, it is unclear if 
future interview seasons will be restricted to vir-
tual. Therefore, this section will speak about a 
face-to-face interview day, a virtual day, and 
what a hybrid interview day could possibly look 
like.

There are some elements to all days that will 
be similar. Most programs begin with introduc-
tions by the program director and interviews with 
2–3 key faculty members. Informal time with 
residents is typically built into the schedule  – 
either before, after, or during the interview day – 
and may consist of social hours, or a walking or 
virtual tour of the campus. In addition, there may 
be opportunities for candidates to meet with fac-
ulty who share an interest in topics applicants are 
interested in (i.e., psychotherapy, teaching, health 
equity).

On a face-to-face interview day, many pro-
grams host a dinner with residents the night 
before the interview day. For the 2020–21 virtual 
interview seasons, some programs translated 
their traditional model directly to an online for-
mat, and some chose to have their resident social 
hour the same day or evening as the interview.

Hybrid models pose additional dilemmas. 
Some programs may keep the formal aspects 
(meeting faculty, interviews) as a virtual experi-
ence and offer applicants opportunities to be 
present on campus for tours and meetings with 
residents/fellows. Programs also may consider 
having some faculty interviews conducted by vir-
tual means during a face-to face-day to allow for 
faculty in more distant sites/locations to be 
involved in recruitment.

Requiring and/or allowing in-person interview 
elements in a hybrid format should be carefully 
considered. The benefits of in-person interaction 
may seem obvious. Applicants may very much 
want to meet a potential future employer and col-
leagues in-person, and programs may feel they 
are better able to demonstrate their strengths and 
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assess goodness of fit in-person. However, in- 
person interviews also pose logistical challenges 
such as expense and time for medical students. 
Since medical students come to school with vary-
ing levels of resources, in-person interviews may 
limit opportunities for students with fewer 
resources. Additionally, students may wonder if 
“optional” in-person elements of the interview 
are truly optional or if they would be judged 
harshly for not attending [35]. There is very little 
literature looking at whether applicants who are 
interviewed in-person are at an advantage over 
applicants interviewed virtually. Much of the 
early literature is concerned about management 
of biases that could be introduced into the pro-
cess of virtual interviewing [32, 36]. One small 
study in an anesthesia program that offered both 
in-person and virtual interview prior to the pan-
demic did find that the interview type did not 
affect the likelihood of a candidate being ranked 
or matched to their program, but it is not clear 
that finding will be generalizable and much more 
research needs to be done [37].

 Interview Techniques 
and Assessment

Most programs take a conversational approach to 
the interview day. Faculty usually ask applicants 
questions about the candidate’s path to psychia-
try and their hopes for a future career. Other com-
mon questions include discussion of an interesting 
patient or aspect of psychiatric care, and personal 
or professional interests (the hobbies section of 
an application is a rich place for discussion). 
Interviewers usually try to assess for predeter-
mined areas of focus that have been established 
by the program.

Some programs may ask more behavioral- 
based interview questions or other versions of 
structured interview questions. These are ques-
tions where applicants are asked to provide 
examples of how they have handled work-related 
situations. Examples of this can include asking 
an applicant to describe a challenge with a col-
league and how they addressed it, or to talk about 
a time in their life when they had to balance com-

peting demands. The AAMC’s guide  – Best 
Practices for Conducting Residency Program 
Interviews – provides guidance for creating these 
questions [38]. Proponents of behavioral inter-
viewing argue that learning about past experi-
ences and behaviors can help predict future 
performance but acknowledged that there was 
not enough data to speak to whether this type of 
interview could predict future clinical perfor-
mance [39, 40]. There are some who have noted 
that a more structured interview did not differ 
greatly from faculty gestalt, and yet others noted 
that while there was an improvement in interrater 
agreement, these efforts required time to be set 
aside to train the interviews [41, 42]. As pro-
grams move toward more transparency, it may be 
appropriate to inform applicants when standard-
ized interview questions are used.

Most programs create their own interview 
scoring rubric based on qualities and attributes 
that align with their program’s mission and per-
sonality. Examples of items to consider include 
interpersonal skills, research experience, leader-
ship experience, academic performance, psycho-
logical mindedness, experience with a specific 
patient population, and demonstrated ability to 
overcome obstacles. Programs that opt to use 
behavioral-based interviewing techniques will 
create rubrics for these questions as well. 
Structured interview questions and rubrics can be 
tailored to the values and vision of the program.

Options for distribution of the rubric include 
paper forms, editable electronic forms, survey 
software, or links to editable spreadsheets into 
which scores can be entered. Privately owned 
residency interviewing scheduling services, 
which are relatively new at the time of writing 
this chapter, also may allow rubrics to be built-in 
so that interviewers can complete them in that 
system. Remember, interviewers are typically 
busy faculty members. A simple process to return 
data will likely be the most useful and 
successful.

Some programs also find it helpful to have all 
interviewers meet at the conclusion of the inter-
view day to discuss their experience with appli-
cants, while others prefer to utilize only written 
feedback from interviewers.
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 Second Looks and Post-interview 
Communication

The NRMP Match® Code of Conduct for pro-
grams requires that programs limit post-interview 
communication to the exchange of clarifying 
information and requires that they not solicit or 
require post-interview communication for the 
purpose of influencing applicants’ ranking pref-
erences. Program leadership should ensure that 
all faculty and residents involved in recruitment 
do not send misleading information to applicants 
about ranking intentions or preferences. Program 
directors and other individuals involved in 
recruitment will likely get multiple thank-you 
cards or letters and “letters of intent” where an 
applicant will state their intent to rank the pro-
gram anywhere from first to “at the top of their 
list” or “highly.” It is important to think carefully 
about how you respond to these, if you respond at 
all, as it is a gray area regarding what could be 
interpreted as intending to influence the appli-
cants’ ranking preferences. One study published 
in 2021 reported that 18.6% of senior medical 
students surveyed reported feeling assured by a 
program that they would match there but did not 
despite ranking that program first [43]. Many 
program directors will make a clear statement on 
the interview day that they will not initiate post- 
interview communication and will not respond to 
post-interview communication unless there is a 
specific question asked or clarification requested, 
and that any post-interview communication 
received will not affect the program’s rank list. 
This is a reasonable approach to help reduce anx-
iety applicants may feel about whether they 
should send a thank-you note or “letter of intent” 
and if they do not get a response from any post- 
interview communication they send.

Some programs offer second looks either in- 
person (pre-pandemic) or virtual to allow appli-
cants to learn more about the city, program, or 
specific components of the program. Some are 
hosted by the institution, and they may be geared 
toward underrepresented minority applicants or 
applicants to specific specialty tracks (Research, 
Rural, Child, etc.). These events can offer bene-
fits by allowing applicants to gather more infor-

mation about the program or institution but may 
be logistically challenging to attend and appli-
cants may wonder if they will be negatively 
impacted if they do not attend. These second 
looks are allowed, but it is important to ensure 
that they are not required. Therefore, attendance 
is not taken, and attendance does not affect the 
rank list.

 Rank Order List (ROL)

Program directors should consider at the start of 
the interview season how the Rank Order List 
(ROL) will be created. How will the program 
numerically rank the many applicants you will 
interview? Most programs pre-establish areas to 
assign a numerical score to help create a rank list. 
Unique applicant experiences and attributes that 
contribute to the programmatic mission and 
vision, scores given by interviewers, and aca-
demic metrics are examples of items that may be 
given numerical weight. This list, however, 
should be unique to each program and aligned 
with the program’s vision of future residents.

Some programs create smaller lists through-
out the season to help organize while others wait 
until the end to put together the entire list. 
Because of the risks involved if a ROL is dis-
cussed or “leaked,” most programs limit the num-
ber of individuals who have access to the list. If a 
program chooses to include people other than the 
APDs and PD in the ranking process, it will usu-
ally be only a small committee of key faculty 
educators. Reminders about confidentiality 
should be made at each ranking meeting. All 
recruitment content, applicant information, and 
processes are sensitive. Resident involvement in 
ranking is privileged and requires a high level of 
responsibility. Knowledge of an applicant’s place 
on the program’s ROL may inadvertently affect 
expectations for future performance, self-esteem, 
and interpersonal interactions in the program. 
Faculty or residents who know applicants from 
their own school could also be biased in future 
interactions with the student especially as they 
have ongoing clinical rotations at the school. Any 
temptation to reveal or tip off the applicant’s 
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location on the ROL should be firmly resisted. 
This would be an NRMP violation.

Programs are strictly prohibited from asking 
an applicant about their ROL or revealing details 
of the program’s ranking of the applicant as this 
could be seen as an attempt to coerce the appli-
cant to move the program up on their list. Moving 
an applicant up or down on a program’s ROL 
because the applicant has voluntarily declared 
the program their first choice offers little to no 
advantage to the program and is not advisable. 
Some applicants will try to influence programs 
by messaging programs that they are the top 
choice.

Once a program’s ROL is entered into NRMP, 
it must be certified by the program director or 
designated institutional official (DIO). If it is not 
certified, the program will not match applicants 
in the NRMP.  Program directors may uncertify 
the list, edit the list, then recertify as many times 
as they would like prior to the ROL deadline.

 Match® Week

At the end of the long recruitment process is 
Match® Week! Hopefully, this will be a happy 
time and program directors will only need to 
announce the exciting news of a successful 
Match® to the department at the end of the week 
and reach out to welcome new residents or fel-
lows. However, if a program did not fill all of its 
spots in the Match®, the program will most likely 
participate in the SOAP to fill unfilled positions.

A detailed annual calendar of Match® Week is 
available on the NRMP website. Please reference 
it as details may change year to year. Typically, 
on Monday of Match® Week the program director 
and coordinator will receive an email from the 
NRMP announcing how many of the program’s 
positions were filled in the main Match®. Program 
directors who filled completely can relax until 
Thursday when the list of matched applicants is 
emailed. Until Friday at noon Eastern time, the 
names of matched residents cannot be released. 
Most programs keep the location of matched 
applicants on the ROL highly confidential. Even 
if a program is filled with applicants low on the 

list, it is recommended to announce results enthu-
siastically and limit the number of people who 
are aware of how “low” on the list the program 
matched. No resident wants to show up on day 1 
to learn that they were ranked last on a program’s 
Match® list.

Programs that did not fill in the main Match® 
and opted into the SOAP will have a busy week. 
It would be prudent for the program director and 
other key people involved in recruitment to block 
time in their schedule during the first half of 
Match® Week in case they need to review appli-
cations in SOAP or interview SOAP applicants. 
Anyone who may be involved in the SOAP pro-
cess should know what will be expected of them 
and the process the program will follow if they 
need to participate in SOAP. Typically, there are 
three rounds in the SOAP process, but in 2021 an 
extra round was added. SOAP typically con-
cludes Thursday afternoon of Match® Week. 
Programs that participated in the Match® and 
have unfilled positions are not allowed to make 
any offers to applicants outside of the SOAP pro-
cess, regardless of whether the applicant partici-
pated in the Match® or is SOAP eligible, until 
after SOAP concludes. The NRMP website con-
tains helpful videos and guides for programs [44] 
that should be reviewed carefully by programs 
participating in SOAP.  After the conclusion of 
SOAP, unmatched applicants and programs may 
reach out to each other.

While programs are bound by NRMP rules to 
utilize the Match® process for PGY1 spots (if 
their institution participates), off-cycle recruit-
ment and most non-PGY1 spots are filled outside 
of the Match® process. Please see the Special 
Topics section in this chapter for more details.

 Special Topics

 Conflict of Interest

In an ideal world, there would never be conflicts 
of interest in recruitment. However, humans are 
imperfect and life happens! Early identification 
of potential or perceived conflicts of interest is 
important. Potential conflicts should always be 
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discussed with the institutional GME office. 
Typically, a GME office can provide guidelines, 
support, and advice. It will be important to check 
to see if your GME office has a written conflict of 
interest policy in regards to recruitment. One 
common example is the application of a spouse 
or family member of a current resident or faculty 
member. GME offices usually will pay particular 
attention anticipated supervisory relationships in 
these situations.

 Transfers Between Programs

A unique group of applicants are those with pre-
vious residency experiences. Residents with pre-
vious experience can apply to positions through 
the NRMP or can apply for positions that are 
available outside of the Match®. Applicants may 
switch specialties for a variety of reasons.

Previous residency experience may bring 
great strength to a program. One of the most 
important questions to consider is why a resi-
dent is seeking to transfer. Typical reasons 
include that the applicant did not match into 
psychiatry initially, changed their mind about 
the current specialty, or that the applicant did 
not find that their current program provides the 
level of education or the quality of work envi-
ronment that they expected. Sometimes a resi-
dent will find themselves in an environment 
where they are unable to meet the program’s 
expectations. In these cases, it is important to 
consider what your program will provide differ-
ently so that the resident can succeed. Finally, 
geography and personal life may dictate that a 
resident must move.

One logistical consideration is years of GME 
Medicare funding per resident. The Medicare 
direct funding cap is set to the number of years of 
the specialty the physician first matched into, up 
to 5 years. For example, a resident who has com-
pleted an intern year in internal medicine only 
has two remaining years eligible for full funding, 
but a resident who completed an intern year in 
neurosurgery will have four remaining years of 
full Medicare funding. Applicants with previous 
residency experience may bring valuable clinical 

experience, but program directors should check 
with the institutional GME office for guidance 
around financial limitations.

If an applicant is transferring from another 
GME program (either within psychiatry or from 
a different specialty), program directors should 
request letters of recommendation from attending 
physicians with whom the resident has directly 
worked. It is similarly important to talk with the 
prior program director to find out if there were 
performance/disciplinary issues and to determine 
how much credit they received or will be receiv-
ing for their prior training. The American Board 
of Psychiatry and Neurology (ABPN) should be 
contacted to approve any credit being given for 
prior training. Often, only some of the previous 
program’s work can apply to the current program. 
Credit for previous rotations or work should be 
transparent and agreed upon prior to transfer. 
Finally, the expected dates for starting and gradu-
ation from the accepting program should also be 
clearly communicated to the applicant.

Once a transferring resident has been accepted 
into the program, an official record of rotations 
the resident has completed, Milestone attain-
ment, rotation evaluations, clinical skills verifica-
tions (CSVs), and supervisor evaluations should 
always be obtained from the prior program. If the 
resident is transferring between psychiatry pro-
grams, be sure that the original program docu-
mented resident rotations and education in the 
ABPN PreCert system and released the resident 
from their program in that system.

 Positions Outside of the Match®

Program directors who believe they have an open 
spot in the program outside of the Match® should 
check with their GME office to establish that the 
spot is indeed open, funding is available to sup-
port the resident through the completion of train-
ing, and they are able to extend a position or offer 
if a suitable applicant is found. This could happen 
if you have a resident leave the program for any 
reason. Programs may also be able to accept a 
transfer if they have residents leaving after the 
PGY3 year for a Child and Adolescent Psychiatry 
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fellowship and are therefore not at their full 
ACGME-approved complement. Because the 
demand for psychiatry program spots is high, 
advertising for these open spots is typically infor-
mal via the AADPRT program directors’ listserv 
and quickly results in inquiries from many inter-
ested applicants. Program directors should request 
and screen the same materials that they do in the 
Match® process. When accepting a transferring 
resident, the GME office will be important in cre-
dentialing and orienting the new resident.

 Closing Programs

For the residents of a closing program, the pro-
cess is usually very stressful. The closing of a 
program is typically an unpleasant surprise for 
residents who had pictured themselves complet-
ing a full residency in one location. Most young 
physicians have never experienced termination of 
employment and never dreamed they would 
experience this. They may even question if they 
will ever be able to complete their residency 
training and attain their career goals. While the 
residents may receive good advice from a closing 
program or institution, the advice may also come 
from sources whose interests are no longer fully 
aligned with the educational interests of the resi-
dents. Residents are encouraged to seek advice in 
this process from the dean’s office of the medical 
school where they completed their medical 
degree or from others who have experienced this 
process.

The Accreditation Council for Graduate 
Medical Education (ACGME) policies relevant 
to closures fall under Section 21.00 ACGME 
Policy and Procedures to Address Extraordinary 
Circumstances. Closing programs must “assist 
the residents and/or fellows in permanent trans-
fers to other ACGME-accredited programs in 
which they can continue their education” [45]. 
The ACGME has, historically, advocated for 
groups of displaced residents [46]. However, in 
prior closures the ACGME has been very clear 
that “the ACGME is not directly involved in resi-
dent or fellow placement or decisions related to 
funding” [46].

When a residency program closes, the spon-
soring institution must notify ACGME. Medicare 
funding does not immediately follow the dis-
placed residents, but usually the sponsoring insti-
tution will choose to, under Medicare regulations 
42 CFR 413.7, transfer the temporary “cap” that 
includes direct and indirect funding to the receiv-
ing program [47]. This temporary cap transfer 
expires when the displaced resident finishes their 
training. Since displaced residents usually come 
with their Medicare funding for the remainder of 
their residency, they are usually able to find 
accepting programs.

If the institution is closing (as opposed to only 
the residency program), the long-term funding 
for these spots is usually open for application 
through CMS as well. The long-term distribution 
of these spots is determined by Section 5506 of 
the Affordable Care Act: Preservation of Resident 
Cap Positions from Closed Hospitals [48]. 
Institutions that accepted residents or complete 
programs from the closing program have histori-
cally been given higher preference for the long- 
term funding. Because of the complexity of this 
process, program directors are highly recom-
mended to discuss this with their GME office and 
sponsoring institution.

If a program is closing and a program director 
at another program is considering accepting the 
orphaned residents, there are important steps to 
take. First, the accepting program director should 
assess if the accepting program has the resources 
needed to support and educate these residents. 
Are there enough of the required rotations, super-
visors, and physical spaces? What else will be 
necessary to accommodate extra residents? Will 
accepting orphaned residents help or detract from 
the education of the program’s current residents? 
Including residents and faculty in the process will 
help ensure optimal team dynamics as new resi-
dents merge into an existing program. The ratio-
nale for accepting orphaned residents should be 
clearly communicated to faculty and residents. 
The results of this process should be communi-
cated to the institutional GME office as GME 
approval is necessary for this process.

Next, the program director must establish if 
the program’s currently approved ACGME 
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 complement enables the program to accept the 
orphaned residents. If not, a temporary request 
for increase in complement specifically to accom-
modate the residents must be filed with the 
ACGME. Historically, the ACGME’s Psychiatry 
Review Committee has moved very quickly to 
approve these requests for temporary comple-
ment increase in order to help the orphaned 
residents.

Program directors considering accepting 
orphaned residents should next request the mate-
rials usually used to evaluate applicants, and then 
should conduct interviews. While interviews can 
be conducted before obtaining ACGME-approved 
complement increase, offers cannot be extended 
until that complement increase has been assured. 
Usually the DIOs of the accepting and closing 
programs will discuss formal release date and 
start date for the residents. Orphaned residents 
are typically under high amounts of stress during 
this process. In addition, the process of being 
offered spots under time pressure outside of a 
Match® process is unsettling for those who have 
not experienced it.

When an entire hospital closes (as opposed to 
an individual program), the process can be very 
chaotic. Once a hospital announces that it is clos-
ing, the hospital services and clinical programs 
that support residency education may terminate 
quicker than anticipated. For instance, lab equip-
ment, which hospitals typically rent instead of 
purchase, may quickly be recalled by the owners 
to prevent it from being part of bankruptcy court 
proceedings. In one recent example, a bankrupt 
hospital failed to pay its malpractice premium, 
and tail malpractice coverage for all of its physi-
cians was uncertain for some months. If a pro-
gram is accepting residents, it is advisable to 
obtain the residents’ educational records and to 
have ABPN PreCert completed as quickly as pos-
sible because after the hospital closes these 
records may not be accessible.

Following credentialing, onboarding, and ori-
entation, new residents can be accepted to the 
program!

For more information, please refer to Chap. 
22, which gives a detailed description of manag-
ing program closure.

 Separate Match® Tracks

Many programs have created specialized tracks 
within their program that applicants apply to and 
match into separately from the categorical pro-
gram. Examples of these specialized tracks 
include Research tracks, Integrated Child and 
Adolescent Psychiatry tracks, and Rural 
Psychiatry tracks, among others. The following 
unique considerations apply:

 1. A unique NRMP number must be obtained for 
a separately matching track.

 2. A separate track must be set up in your ERAS 
Account Maintenance system for the categori-
cal program.

 3. Programs can decide if some or all of the track 
positions revert to categorical positions if the 
track does not fill, rather than going to SOAP 
[49].

 4. ERAS filters allow program directors to view 
applicants that applied only to a specialized 
track or applicants that applied to both the 
specialized track and the categorical program. 
Programs should decide in advance if appli-
cants who apply to both the categorical pro-
gram and the specialized track will interview 
for both on 1  day or will need to complete 
separate interview days.

 Combined Training Programs

Combined psychiatry residency training options 
include internal medicine/psychiatry, family 
medicine/psychiatry, neurology/psychiatry, and 
pediatrics/psychiatry/child and adolescent psy-
chiatry (Triple Board). These options are 
approved and monitored by the ABPN Alternative 
Pathways Oversight Committee, and therefore, 
programs need to consult with the ABPN before 
creating a combined program. The following 
additional considerations apply:

 1. Communication between the combined pro-
gram leadership and the leadership of both of 
the categorical programs will be essential for 
a successful recruitment season.

6 Recruitment in Graduate Medical Education
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 2. Like new categorical programs, new com-
bined training programs require program 
directors and the institutional GME office to 
work together to complete a new program 
form in NRMP to obtain a unique NRMP 
number.

 3. When setting up a combined program in the 
ERAS Account Maintenance system, pro-
grams can choose if some or all of the com-
bined positions revert to either of the 
categorical programs if they do not fill, 
rather than going to SOAP.  This may be a 
consideration if either program has donated 
an approved position to the combined 
program

 4. Categorical and combined programs should 
work together to decide in advance the struc-
ture of the interview day, how applicants will 
interact with faculty and residents from each 
program, how the costs of the recruitment 
process will be shared, and if applicants can 
interview together on one day for both cate-
gorical and combined programs.

 5. Within ERAS, there will be separate ERAS 
accounts for the combined and categorical 
programs. Filters enable programs to identify 
applicants who apply to both the combined 
program and one of the categorical programs.

 Summary and Key Points

Recruitment of high-quality trainees that are a 
good fit for culture of the program is one of the 
most important and rewarding tasks of a resi-
dency or fellowship program director. This starts 
with looking at the mission and vision of the pro-
gram to identify attributes or experiences that 
would make an applicant a good fit for the pro-
gram. This process requires a well-trained team, 
including the program coordinator, other faculty, 
and residents/fellows. Program directors should 
familiarize themselves with and utilize available 
resources for navigating recruitment interviews 
and the Match® process, including online and 
institutional resources. Development of internal 
practices should be done thoughtfully and in 
alignment with the mission and vision of the pro-

gram. Internal processes may need to be flexible 
and regularly synchronized to align and comply 
with changing regulations. Thoughtful pre- 
recruitment outreach through social media, web-
site updates, and recruitment fairs followed by 
holistically reviewing applications and a well- 
planned interview day will pave the way to a suc-
cessful recruitment season.
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7Promoting Diversity, Equity, 
and Inclusion

Adrienne Adams, Brigitte Bailey, 
Auralyd Padilla Candelario, Ana R. Ozdoba, 
and Thomas Wright

 Introduction

The US population continues to increase its 
diversity at a steady pace. During the last decade, 
the White population decreased almost by 10%, 
while the Latinx and Asian American populations 
increased by 6.1% and 2%, respectively [1]. 
Other factors such as gender, sexual orientation, 
language, education, age, physical differences, 
and socioeconomic status contribute to one’s 
identity and diversity. Population estimates from 
July 1, 2021 show that our nation continues to 

grow more diverse in regard to race. Those that 
identified as White alone accounted for 60.1% of 
the population, Black or African American 
13.4%, American Indian and Alaska Native 1.3%, 
Asian alone 5.9%, and Hispanic or Latino 18.5% 
[2]. Many identify as multiracial. Estimates pre-
dict that by 2050 we will be a nation of all minor-
ities. Efforts toward matching our physician 
population to the country makeup and cultural 
competency/humility development are essential 
to improve clinical outcomes. Clinical innovation 
and improved outcomes in medicine are better 
achieved with a diverse team [3]. A clinician’s 
lack of understanding of important cultural atti-
tudes and customs can result in poor patient com-
pliance and therefore outcomes [4]. Analysis 
demonstrates a positive association between 
health-care cultural competency education and 
patient clinical outcomes [5].

The Accreditation Council for Graduate 
Medical Education (ACGME) is charged with 
creating and establishing general standards and 
competencies for postgraduate medical educa-
tion. It has developed six core competencies to 
guide graduate medical education (GME), pro-
gram accreditation, and ongoing learning. The 
general core competencies are patient care, med-
ical knowledge, professionalism, interpersonal 
and communication skills, practice-based learn-
ing and improvement, and systems-based practice 
[6]. These common program standards developed 
by the ACGME are then modified as indicated by 
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the specialty-specific review committee (RC). 
The RC is comprised of a group of volunteer 
specialty experts from the field and provides peer 
evaluation of specialty and subspecialty training 
programs, including residencies and fellowships. 
The RC is charged with using the core compe-
tencies and developing specific practices within 
their specialty to ensure adequate training for 
their residents. According to the ACGME website 
(https://www.acgme.org/what- we- do/accredita-
tion/), “In academic year 2020–2021, there were 
approximately 862 ACGME-accredited insti-
tutions sponsoring approximately 12,420 resi-
dency and fellowship programs in 182 specialties 
and subspecialties. Accreditation is achieved 
through a voluntary process of evaluation and 
review based on published accreditation stan-
dards. ACGME accreditation provides assurance 
that a Sponsoring Institution or program meets 
the quality standards (Institutional and Program 
Requirements) of the specialty or subspecialty 
practice(s).” These accreditation standards 
now include criteria developed by the ACGME 
department of Diversity, Equity, and Inclusion 
(DEI), launched in 2019 [7]. This department 
supports the ACGME Board and Administration 
toward the critical goals of increasing diversity 
and equity in medicine and eliminating health-
care disparities in the United States.

One of their first efforts in outreach included 
the establishment of the Barbara Ross-Lee, DO 
Diversity, Equity, and Inclusion Award in honor 
of Dr. Ross-Lee’s career and her contributions to 
graduate medical education and health policy. 
The award honors  ACGME-accredited 
Sponsoring Institutions and programs, as well as 
specialty organizations, working to diversify the 
underrepresented physician workforce and create 
inclusive workplaces that foster humane, civil, 
and equitable environments. In 1993, Dr. Ross- 
Lee became the first African American female 
dean of a US medical school when she accepted 
the position at Ohio University’s Heritage 
College of Osteopathic Medicine. She is cur-
rently the president-elect of the American 
Osteopathic Foundation. The award was first 
bestowed on four recipients in recognition of 

exemplary projects in the areas of diversity, 
equity, and inclusion. Awardees included

• American Academy of Ophthalmology 
(Specialty Organization).

• Children’s National, Pediatric Residency 
Program (Program).

• Seattle Children’s Hospital, University of 
Washington Pediatric Residency Program 
(Program).

• State University of New  York (SUNY) 
Downstate Health Science (Sponsoring 
Institution).

The DEI department also oversees such initia-
tives as ACGME Equity Matters™. This initia-
tive mirrors the goals of the department. It also 
contains areas addressing outreach with the med-
ical community, curriculum support and exam-
ples for residency programs, and updates and a 
newsroom with traditional media and social 
media updates for current news in this area.

The Association of American Medical 
Colleges (AAMC) has in some ways become a 
leader within the medical world for the integra-
tion of diversity, inclusion, culture, and equity. 
AAMC implemented a chief diversity officer role 
who has considerable presence with the presenta-
tion of policies, coalition work with other stake-
holders, and active advocacy for diversity, 
inclusion, and equity within the physician work-
force. The AAMC has put forth definitions to 
provide a foundation and allow for consistency, 
and these definitions are frequently referenced 
within psychiatry [8]. These definitions include

• Diversity is a core value that embodies inclu-
siveness, mutual respect, and multiple per-
spectives and serves as a catalyst for change, 
resulting in health equity. In this context, we 
are mindful of all aspects of human differ-
ences such as socioeconomic status, race, eth-
nicity, language, nationality, sex, gender 
identity, sexual orientation, religion, geogra-
phy, disability, and age.

• Inclusion is a core element for successfully 
achieving diversity. Inclusion is achieved by 
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nurturing the climate and culture of the insti-
tution through professional development, edu-
cation, policy, and practice. The objective is to 
create a climate that fosters belonging, respect, 
and value for all and encourages engagement 
and connection throughout the institution and 
community.

• Culture is what instills the values and beliefs 
of an institution.

• Climate is the perceptions, attitudes, and 
behaviors reflecting the beliefs and values (the 
culture) of an institution.

 Current Data

According to data kept by the American 
Association of Medical Colleges (AAMC), diver-
sity has been improving in our medical school 
classes over the past several years. In 2019, the 
number of female students exceeded the number 
of male students, and this trend has continued 
into 2021. Racial diversity has shifted also. In 
2016, 6.5% of the enrolled students identified as 
Black. In 2020–2021, that had grown to 7.6%. 
This is a change and trend to be proud of, but 
probably not enough [9].

In a 2020 study, a randomized controlled trial 
(RCT) looked at patient satisfaction as a function 
of race concordance between patient and physi-
cian. It showed that higher patient satisfaction 
survey scores were associated with racial/ethnic 
concordance between patients and their physi-
cians. This, among other studies, shows that 
efforts to improve physician workforce diversity 
are important. Delivery of health care in a cultur-
ally mindful manner between racially/ethnically 
discordant patient–physician combinations is 
also essential [10].

Many of the past efforts and curricula to 
address these disparities in medical education 
have focused on cultural competency. Medical 
schools and residencies have developed depart-
ments, positions, and training materials to 
improve our physicians’ and physicians-in- 
trainings’ knowledge about cultural differences 
and how to best address these in clinical practice. 

However, as our awareness of these differences 
and our sensitivity to the broadening scope of 
cultural awareness grows, a newer learning 
framework is necessary. Trinh et  al., in a 2020 
article in Psychiatric Clinics of North America, 
speak on this with the concept of cultural 
humility.

Awareness of the limitations of knowledge- 
based cultural competence has resulted in a shift 
toward attitude-based cultural humility. This 
approach “incorporates a health provider’s com-
mitment and active engagement in a lifelong 
practice of self-evaluation and self-critique 
within the context of the patient–provider (or 
health professional) relationship through patient- 
oriented interviewing and care.” Cultural humil-
ity is not an achieved destination, but rather a 
lifelong endeavor. Cultural humility emphasizes 
cross-cultural communication, and sustained 
dedication is required to build therapeutic rela-
tionships between patient and provider [11].

Developing attitudinal skills and competency 
in the area of cultural humility will help the phy-
sician within the community have the tools to 
address cultural issues through a framework of 
lifelong learning, not restricted to a particular 
cultural conceptualization. It expands our abili-
ties to help our patients no matter how they might 
define themselves in our diverse communities.

With these trends and data in mind, medical 
educators have renewed efforts in recruitment of 
diverse and culturally competent matriculates 
into medical schools. Medical school and resi-
dency faculty also have disparities. According to 
data kept by the AAMC, in 2018, medical school 
faculty continued to be predominantly White 
(63.9%) and male (58.6%) overall, and especially 
so at the professor and associate professor ranks. 
This is consistent with past reports and demon-
strates persistent underrepresentation of certain 
racial and ethnic minority groups and women in 
medical school faculty positions. The physician 
workforce faces similar challenges. According to 
the same AAMC report, most active physicians 
were White (56.2%) and male (64.1%). However, 
among the youngest cohort of active physicians 
(34 years of age and younger), women outnum-

7 Promoting Diversity, Equity, and Inclusion



92

bered men in most racial and ethnic groups. This 
reflects the growing number of women gaining 
entrance to medical school as previously men-
tioned. About 30–40% of physicians practiced 
primary care across all groups, including 41.5% 
of American Indian or Alaska Native physicians, 
41.4% of Black or African American physicians, 
36.7% of Hispanic physicians (alone or with any 
race), and 30.6% of White physicians [12].

 DEI in Faculty and Program Director 
Recruitment and Retention

Faculty recruitment and retention is essential to 
all medical departments associated with graduate 
and undergraduate medical education. But what 
does faculty recruitment and retention mean in 
this era of diversity, equity, and inclusion? 
Professional organizations, medical schools, and 
residency and fellowship educational programs 
have incorporated diversity, equity, and inclusion 
(DEI) into accreditation standards, mission state-
ments, and policies [13–15]. Guidelines and tool-
kits have been created by the American Medical 
Association (AMA) for use in diversifying the 
medical workforce [16]. There is hope and pes-
simism that organized medicine will sustain 
changes necessary for equity and inclusion for 
underrepresented in medicine (URM), other 
minority, and women faculty [17, 18].

Viewed through the lens of DEI, the faculty of 
medical schools in the United States should 
reflect the racial/ethnic makeup of our popula-
tion. The AAMC and others have reported on the 
disparities in the number of URM individuals in 
academic medicine [19]. According to the 
AAMC, in December 2020 there were 184,682 
unduplicated full-time faculty in US medical 
schools [20]. The race/ethnicity of these faculty 
is represented in Fig. 7.1.

Inequities of physician salary between women 
and men continue to exist [21]. The AAMC 
reported from their 2020 Faculty Salary Survey a 
difference in median compensation between men 
and women at every rank across a majority of 

specialties and departments. The report found 
that across the clinical science disciplines women 
earned 67–77 cents per $1 earned by men [22].

In this section, aspects of faculty and program 
director (PD) recruitment and retention pertain-
ing to DEI will be explored in a novel approach, 
primarily through vignettes based on anecdotal 
life experiences designed for illustration. The 
vignettes will inform those looking to equalize 
opportunity and benefits and diversify their work-
force. Suggestions on how to intervene utilizing 
the vignettes are made.

 Challenges to Diverse Faculty 
Recruitment

For some potential academic faculty hires, the 
low numbers of URM faculty in academic medi-
cine and the salary gap between women and men 
physicians play a role in their decision to decline 
a faculty position after residency or fellowship.

 Vignette 1

A female African American child and adolescent 
psychiatrist declined a faculty position after 
being offered a salary that was below her expected 
minimum salary. She had made inquiries about 
salaries of men and women on the faculty and 
found there was a $20,000–$30,000 salary differ-
ence favoring the men. There were no African 
American faculty in the department to consult. 
She was unable to negotiate the salary to what 
she had set as her minimum after researching the 
literature and her personal inquiries. She under-
stood as a minority and a woman, if you settled 
for a low salary in your first position post- 
fellowship, the salary difference would not be 
made up. The salary inequity between men and 
women is as relevant today as it was 30  years 
ago.

Identified issues Inequity, lack of resources, 
and lack of leadership champion for DEI.

A. Adams et al.



93

 Vignette 1: Recommendations

How might psychiatry and other departments in 
medicine use their data on diversity and salary 
equity, even if the data is not at their targeted 
goals, to increase their recruitment of URM fac-
ulty and assure equity in salaries? Departments 
should show their statistics compared to national 
and regional data, trends toward goals, their 
alignment of mission statements and policies that 
will achieve their goals, and efforts for inclusion. 
This information can creatively be displayed in 
quick fact sheets and brochures used in recruit-
ment interviews. Interviews could showcase why 
the department wants them and how they can be 
a part of positive change.

 Challenges for Program Director 
Retention

Self-reflection is crucial for understanding and 
change. Departments must identify and target 
barriers from within their department and their 

institution to build the DEI culture and identity 
that will promote a diverse and equitable faculty. 
Barriers that will interfere with URM faculty 
recruitment and retention are undermining the 
authority of minority faculty; providing poor 
resources; and appointing URM, other minority, 
and women faculty to leadership roles without 
the authority or power the roles traditionally 
have. When URM residents and fellows witness 
and hear about examples of these barriers that 
URM faculty experience, it reinforces that aca-
demia is not a place for them. This semblance of 
noninclusion disrupts the faculty recruitment 
pipeline from within the department and 
institution.

 Vignette 2

A White American woman, the first woman to be 
appointed program director (PD) in her psychia-
try department, started to make changes to 
improve equity for URM, other minority, and 
women residents. Her inherited associate pro-
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gram directors (APDs) were men. They were 
resistant to changes and her authority as PD. They 
made comments and remarks to residents that 
disparaged and questioned her leadership skills. 
Over time, some residents started questioning 
and challenging her authority.

Identified issues Undermining authority of PD, 
lack of leadership support, lack of leadership 
preparation for unique circumstances that may 
occur promoting a woman to a position of power 
over men, and creation of a hostile environment.

 Vignette 3

The first woman and African American PD of a 
psychiatry fellowship asked her fellows why they 
did not come to her regarding a situation. The fel-
lows responded they were confused about who 
was in charge and made the decisions. Despite 
having a transition plan for changing PD leader-
ship, the full authority and power were not easily 
relinquished by men in leadership.

Identified issues Undermining role and author-
ity of PD, lack of leadership support, and lack of 
leadership preparation for unique circumstances 
that may occur promoting a minority woman to a 
position of power.

 Vignette 4

A URM woman psychiatry fellowship PD was 
not included in clinical contract negotiations 
involving the fellows. She was expected to imple-
ment plans without full knowledge of contract 
obligations. There were times when her decisions 
regarding the education program conflicted with 
contract obligations, creating confusion and sow-
ing doubt about her leadership skills. She also did 
not have the same control or authority over her 
budget as the other psychiatry PDs who were 
White men.

Identified issues Inequity of authority and 
power of PDs, microaggression, URM leadership 
role delegated as an administrator role, and 
implicit bias.

 Vignettes 2–4: Recommendations

Leadership can mitigate similar situations to 
those described in vignettes 2–4 by having an 
open mind, the ability to hear and validate 
URM, other minority, and women faculty con-
cerns, and a willingness to have difficult conver-
sations with all their staff. Leadership should 
anticipate potential barriers to the success of 
URM and women physicians appointed to fac-
ulty and in leadership roles. Frequent meetings 
between a faculty member and their supervisor 
specifically to address these challenges should 
be scheduled. This would assist in building a 
relationship of trust and providing a safe space 
to have difficult conversations. Action plans 
would be developed in these meetings and prog-
ress of goals tracked. URM, other minority, and 
women faculty newly appointed to leadership 
roles should be provided robust mandatory 
training in leadership skills from learning about 
finances and budgets, expected responsibilities, 
delegating, giving and receiving feedback, 
active listening skills, effective communication, 
having difficult conversations, time manage-
ment, defining their vision, setting short-term 
and long-term goals, implicit bias, microaggres-
sions, and other identified skills important in 
being successful in their role. Leadership should 
identify and immediately address subtle and 
direct comments undermining URM, other 
minority, and women faculty. Leadership should 
be aware of how their behaviors and actions 
with URM, other minority, and women faculty 
can be perceived as undermining their authority. 
It may be a leader’s intent to assist the faculty 
member, but it may not be perceived nor 
received as being helpful by the faculty member 
or others.

A. Adams et al.



95

 Challenges for Program Director 
Professional Development

As part of the ACGME Common Program Core 
Requirements, program directors “have the 
authority to approve faculty members for partici-
pation in the residency/fellowship education pro-
gram at all sites.” “The PD has the responsibility 
to ensure that all who educate residents/fellows 
effectively role model the Core Competencies” 
[23]. If the PD does not have another leadership 
role over faculty in the department, there can be 
challenges in addressing faculty bias.

 Vignette 5

The leadership of a psychiatry department hired a 
new faculty member. The URM PD was not 
involved in the hiring interviews. The new faculty 
member would be working with residents at 
some clinical sites. As the residency program 
increased recruitment of African American resi-
dents, there were comments made among resi-
dents regarding this faculty member asking more 
questions in patient checkouts and being per-
ceived to have more expectations of their perfor-
mance in comparison to non-URM residents. The 
faculty member’s pattern of interactions with 
URM residents was observed to also occur with 
African American medical students. The faculty 
member was the sole supervisor in these clinics.

Identified issues Microaggression, implicit 
bias, lack of inclusion of PD in faculty hiring, 
and undermining role of PD in clinical education 
of trainees.

 Vignette 5: Recommendations

Leadership can play a significant role in URM 
PDs’ success in addressing faculty behaviors 
based in bias. Leadership must be clear in poli-
cies and actions that the PD, regardless of race/

ethnicity, has the authority to directly address 
faculty patterns of behavior that indicate bias. All 
PDs must be trained in identifying microaggres-
sions, implicit bias, and having difficult conver-
sations. Adequate resources, financial and time, 
must be allocated to ensure proficiency of PD 
leadership skills. If despite adequate training the 
PD is unable to resolve the issue with the faculty, 
leadership must be willing to support and medi-
ate without undermining the authority of the 
PD.  This means leaders above the PD must be 
adequately trained in leadership skills, identify-
ing implicit bias, microaggressions, and having 
difficult conversations. These steps will enhance 
successful outcomes between PD and faculty 
regardless of whether the race/ethnicity, gender, 
sexual orientation, etc., of the two are the same or 
different.

Department leadership should include their 
PD in the faculty interview and recruitment pro-
cess when it intersects with resident education. 
Departments should develop an interview plan 
that includes standardized questions and discus-
sions regarding expectations of DEI from the 
department and the interviewee. Most academic 
institutions now have DEI offices to assist with 
recruitment and retention efforts of URM, other 
minority, and women medical students, residents, 
and faculty. Department leadership should enlist 
their expertise in developing realistic strategic 
plans for DEI. Utilize internal work groups that 
include a representative from the DEI office in 
developing questions for interviewing that pro-
mote DEI. Work groups can also assist in identi-
fying ideal characteristics of faculty who are able 
to promote DEI.  These work groups should be 
short term. They should change membership 
each time they are formed to ensure diversity of 
ideas. The PD should be considered part of the 
department leadership team and included in lead-
ership team meetings. Protected time should also 
be allocated for a PD to attend. If the PD is not 
part of the leadership team meetings, how can 
they be perceived as leaders with authority and 
power among their colleagues and trainees?
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 Challenges for Diverse Faculty 
in Leadership Support and Career 
Advancement

Barriers to retention of URM faculty include 
inability to reach adequate numbers of URM fac-
ulty, lack of resources and coordinated program-
matic efforts, lack of a leadership champion, 
isolation, racism, lack of mentorship, and fewer 
opportunities for promotion [24–26]. URM, 
other minority, and women faculty may feel the 
need to mentor others in navigating difficult cir-
cumstances that are unique to them. The faculty’s 
goal is to improve mentee success. This worthy 
endeavor, even if voluntary, can become part of 
“the minority tax.” Rodriguez et  al., in a 2015 
article, describe the minority tax as “the burden 
of extra responsibilities placed on minority fac-
ulty in the name of diversity” [27].

 Vignette 6

A URM faculty volunteer mentor for medical 
students participated in dismissal appeal meet-
ings. Participation was requested primarily by 
URM students. The different levels of the 
appeal process were all chaired by White men 
and women. URM students observed that the 
URM faculty member was subjected to micro-
aggressions during meetings, including being 
excluded from introductions. URM students 
expressed concerns about retaliation against 
the URM faculty for assisting them in the 
process.

Identified issues Microaggression and potential 
negative impact of DEI endeavors on career 
advancement and promotion.

 Vignette 7

URM faculty observed White men being pro-
moted to leadership roles without being given 
the opportunity to apply for the positions 
themselves.

Identified issues Limited opportunities for 
URM faculty career advancement, White privi-
lege, and lack of transparency in promotions.

 Vignette 8

URM faculty became aware of leadership plan-
ning to recruit a recent White male graduate with 
the intent of appointing him as the future PD. A 
mid-level career URM faculty had expressed 
interest in becoming a PD. This opportunity had 
not been announced to the URM faculty.

Identified issues Racism, White privilege, and 
lack of transparency in promotions.

 Vignettes 6–8: Recommendations

Leadership can decrease the number of similar 
occurrences described in the three preceding 
vignettes by continuously examining their fac-
ulty recruitment, retention, and promotion data 
and altering their strategic plan as inequities are 
identified. Collaborate with the institution’s DEI 
office to identify and modify plans that disrupt 
promoting a culture of diversity, equity, and 
inclusion. New residency programs and academic 
departments should allocate appropriate 
resources to develop an environment of diversity, 
equity, and inclusion prior to recruitment of fac-
ulty and trainees.

Vignettes 6–8 not only demonstrate barriers 
for faculty staying in academics but also why it is 
necessary to build a culture of DEI from the top 
down. Without the top leaders of academic 
departments and medical schools championing 
diversity, equity, and inclusion in policies, 
resources, and intentional behaviors, increasing 
the numbers of URM faculty will not happen.

 Professional Development

Adequate time and resources should be allocated 
to effectively educate staff, residents, and faculty 
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in understanding the richness and challenges of 
diversity, equity, and inclusion.

 Vignette 9

All faculty, including leadership, residents, and 
staff of a psychiatry department, were required to 
participate in annual training on microaggres-
sions for 1 hour. There was an average of more 
than 30 people in each group. The groups were 
sorted by title of faculty with leadership roles, 
faculty, staff, and trainees to minimize the power 
differential within each group.

Identified issues Lack of commitment to make 
sustainable changes toward DEI and failure to 
commit appropriate resources.

 Vignette 9: Recommendations

Diluting training on topics such as implicit bias, 
microaggressions, and having difficult conversa-
tions has the appearance of “checking a box.” 
Departments should allocate appropriate 
resources that include time and money to make 
sustainable change. Increase in time for trainings 
can be all at one training or distributed in shorter 
time increments across the academic year. 
Discussion groups should be small enough to 
make sessions meaningful. People may need time 
to reflect and process new information and ideas 
as they impact them and their life experience 
with DEI.  Facilitators of DEI education should 
be skilled and experienced in mediating conflict-
ing and confrontational reactions that may occur. 
Departments that are significantly below their 
goals of achieving DEI are strongly encouraged 
to invest in outside consultants. It shows commit-
ment and intent to achieve equity and create 
opportunities for all.

 Vignette Utilization for Ongoing DEI 
Learning

The vignettes used in this section can be utilized 
for DEI education of department leaders, faculty, 

staff, and trainees. It is recommended that facili-
tators at a minimum be trained in microaggres-
sions, implicit bias, allyship, and crucial 
conversations. A second junior facilitator, early 
career faculty or trainee, should be considered as 
this offers mentorship, training, and experience 
for the junior facilitator, and the junior facilitator 
offers a diverse viewpoint. This opportunity may 
increase the positive impact on the pipeline to 
academia via recruitment and retention. The 
objectives of the DEI education sessions would 
be to analyze a vignette by identifying DEI issues 
and designing a plan of improvement with path-
ways to success for residency programs, divi-
sions, and departments. The personal attributes in 
the vignettes can be changed to reflect different 
issues of URM, other minority, and women fac-
ulty and PDs.

 Role of the American Association 
of Directors of Psychiatric 
Residency Training (AADPRT)

AADPRT plays a significant role in education 
and mentoring of PDs and program coordinators 
(PCs). At its annual meeting, there are many 
training opportunities for PDs and PCs, includ-
ing training opportunities related to recruitment, 
DEI, and faculty development. AADPRT’s com-
mittees offer an opportunity to create educa-
tional experiences that can be disseminated 
broadly to programs and their departments. 
Additionally, AADPRT has the potential to be a 
leader in advocacy efforts for programs, PDs, 
and DEI through its relationship with other orga-
nizations, including the ACGME and the 
American Association of Chairs of Departments 
of Psychiatry (AACDP).

It is hoped that the organization will continue 
to invest more resources in these efforts in the 
future. The benefits to URM, other minority, 
women, and non-URM faculty, leaders, trainees, 
and coordinators would be well worth the invest-
ment. AADPRT has the potential to have a direct 
effect on the pipeline of URM students to aca-
demia and recruitment and retention of URM fac-
ulty, staff, and trainees. Other benefits would 
likely include increased productivity, increase in 
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perceived value to the department and institution, 
less perception of a hostile environment, and less 
burnout.

 Issues of Diversity in Training 
in Resident and Fellow Recruitment 
(Review of Applications, Preparing 
Faculty, Unconscious Bias, Scoring)

There is a clear need to increase the diversity 
and representation of groups that are underrep-
resented in medicine. Medical organizations 
such as the American Medical Association 
(AMA), the AAMC, and the National Medical 
Association (NMA) have been addressing this 
need [28]. As mentioned in the recruitment 
chapter (Chap. 6), residency programs should 
begin their recruitment efforts by developing a 
pipeline to recruit in high school and under-
graduate programs, with particular attention to 
diverse populations. Organizations such as the 
Student National Medical Association (SNMA) 
also support such pipelines beginning in ele-
mentary school if possible. SNMA provides a 
number of resources for URM students, includ-
ing their Pipeline Mentoring Institute (https://
snma.org/page/programspipeline). The APA 
has its own pipeline program for interested 
undergraduate college students, the Workforce 
Inclusion Pipeline Program (https://www.psy-
chia t ry.org/ res idents-  medica l -  s tudents /
medical- students/medical- student- programs/
workforce- inclusion- pipeline). Programs inter-
ested in building their own pipeline program 
may benefit from interfacing with existing local 
pipeline programs. For example, an existing 
program local to the Midwest is Southern 
Illinois University’s Physician Pipeline 
Preparatory Program, or P4 (https://www.
siumed.edu/diversity/p4- physician- pipeline- 
preparatory- program). In addition, participa-
tion in recruitment fairs that pay special 
attention to students from underrepresented 
groups in medicine such as the Latino Medical 
Student Association (LMSA), SNMA, and oth-
ers is beneficial to URM student recruitment.

During the recruitment season, there are sev-
eral opportunities for programs to address diver-
sity, equity, and inclusion, starting with a holistic 
review that moves away from the traditional met-
rics and focuses on individual attributes. The 
AAMC defines holistic review as “mission- 
aligned admissions or selection processes that 
take into consideration applicants’ experiences, 
attributes, and academic metrics as well as the 
value an applicant would contribute to learning, 
practice, and teaching” [28]. Please refer to Chap. 
6 for more information on holistic review.

In addition, the interview process allows pro-
gram directors and faculty to examine and dis-
cuss unconscious biases that may contribute to 
disparities in the assessment of training candi-
dates. The AAMC in their best practices for con-
ducting residency program interviews 
recommends that interviewers become aware of 
their own unconscious bias and rating errors. 
Their guide emphasizes the importance of objec-
tive measures, including the use of behavioral or 
situational questions [28]. Tools such as the 
Implicit Association Test may be useful for iden-
tifying implicit biases held by faculty [29].

 Minority Tax

While many academic institutions and medical 
organizations have increased their diversity, 
equity, and inclusion (DEI) efforts, often trainees 
and faculty from underrepresented groups are 
recruited to lead committees, outreach events, 
and mentor students. These additional tasks and 
time spent are commonly referred to as the 
“minority tax” [27]. Diversity-related initiatives 
are often not compensated or valued equally to 
other academic work when considering faculty 
for promotion and career advancement. In addi-
tion, with a limited number of faculty from URM 
groups, the same people are assigned to multiple 
committees, taking time away from other profes-
sional pursuits. It is important to ensure that 
members of the majority groups also participate 
in DEI-related work and that DEI efforts are rec-
ognized as important in the promotions process.
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 Supporting Trainees of Color: 
Education and Mentorship

As we aim to increase the number of underrepre-
sented minority trainees in psychiatry residency 
training programs, faculty educators must 
become culturally and structurally aware of fac-
tors that impact the trainee’s learning environ-
ment. In addition, teaching faculty should be 
educated on the fundamental inequities within 
our educational system to ensure the academic 
success of each trainee. Our medical education, 
specifically psychiatric education, should include 
a historical background of how our system has 
contributed to current mental health inequalities. 
The curriculum should consist of culturally 
diverse material, enabling all learners to view 
mental health concepts and psychiatric illness 
from various angles. As educators, we can adjust 
our curricula to become more inclusive of all cul-
tures and challenge the current narrative based on 
systemic racism. We can incorporate lessons that 
challenge the oppression experienced by differ-
ent racial and ethnic groups and how this relates 
to our current mental health culture, including 
diagnosis and treatment choices. As educators 
and supervisors, we can provide safe spaces to 
talk about race and culture, allowing for a more 
sophisticated understanding of mental illness.

We should aim to have a diverse training com-
munity, inviting faculty members with diverse 
backgrounds, culturally and from different disci-
plines, to be involved in our learning environ-
ment. We can invite guest faculty and case 
conference discussants who represent different 
identities and teach from different historical per-
spectives. We can introduce the trainee’s experi-
ence into the classroom, allowing them to share 
their lives and honoring their background and 
culture. As educators, we can invite community 
partners, peers, and patients to become a part of 
the learning community, giving trainees a broader 
view of the impact of social structures on mental 
illness. Allowing community partners and 
patients to train our residents provides a richer 
discussion about inequality in mental health care, 
social determinants of health, and how structures 

in their communities impact health outcomes. 
Involvement from different community stake-
holders and patients will allow the residents to 
understand better our shared responsibility in 
shifting inequality and advocating for change.

Educators should reflect on who they are and 
understand their own experience with race and 
diversity. They should establish cultural self- 
awareness and understand their own unconscious 
biases. GME programs can provide opportunities 
for all faculty, supervisors, and anyone involved 
in the training community to become more aware 
of their own unconscious bias. Professional 
development for faculty on implicit bias will help 
us provide better educational and supervisory 
experiences to our residents and provide better 
care to our patients and communities. As faculty, 
we need to understand our responses and know 
when and why these biases emerge in our day-to- 
day interactions. This same level of self- 
awareness needs to be developed by all trainees 
to create a safe learning environment for collabo-
ration and increase a sense of belonging and ally-
ship within the program. Educators should be 
aware that each resident had a different life expe-
rience, and intersectionality may come into play. 
Residents and faculty may experience forms of 
discrimination and oppression other than race 
when they belong to multiple groups simultane-
ously. We need to consider other factors that 
impact inclusion and diversity, including gender, 
class, disability, language, sexual orientation, 
among others. Our learning environments should 
be inclusive of multiple identities.

As mentors, we can empower and intention-
ally strengthen our trainees’ identities. We can 
connect trainees to inspiring role models, alumni, 
or faculty who have successfully graduated from 
our programs. Mentors can create a culture of 
inclusivity and help with identity development, 
providing a safe learning community for resi-
dents of color and from underrepresented back-
grounds. Providing mentors allows for a stronger 
sense of belonging in our field. We have different 
forms of mentorship in a training community, 
formal and informal mentors. It is essential to 
train all faculty to become aware of our responses 
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and beliefs as day-to-day interactions substan-
tially impact our trainees’ development and iden-
tity. We need to educate all our faculty to deliver 
culturally aware mentorship, where mentors are 
knowledgeable of their own culturally shaped 
biases, beliefs, perceptions, and judgments and 
become aware of differences between themselves 
and their mentees.

To ensure diversity in the mentor group, we 
can invite faculty from other GME programs in 
our academic institutions or collaborate with 
nearby training programs to expand our network 
of mentors, especially in areas of the country 
where this might be a limitation. We can create 
mentorship relationships between residencies in 
our hospitals or reach out to faculty at the medi-
cal school level to increase our diversity pool. As 
mentors, we can encourage our residents to join 
national organizations with specific subgroups 
dedicated to diversity, equity, and inclusion, 
encouraging the development of communities for 
underrepresented minorities. With the develop-
ment of telehealth, it has become easier to create 
mentoring relationships and stay connected with 
people who are not close by. The ability to use 
video conferencing platforms now provides a 
new opportunity for our training programs to 
increase faculty diversity in our teaching, super-
visory, and mentorship environment. We can 
invite diverse speakers and faculty to participate 
in academic programming, including lectures, 
grand rounds, and case conferences. We can pro-
vide opportunities for residents to meet diverse 
faculty, even when those faculty are not directly 
involved in our programs.

In addition to mentoring, we can also support 
our underrepresented minority residents through 
sponsorship. Sponsorship is an effective strategy 
to smash glass ceilings in academic environ-
ments. The high performance of people of color 
and other minority groups often goes unrecog-
nized within our organizations. While mentor-
ship provides a supportive environment for 
personal and professional growth and develop-
ment, sponsorship focuses on increasing visibil-
ity, credibility, and professional networks of 
talented individuals, in our case, trainees. In 
addition, sponsorship will target career advance-

ment using the sponsor’s knowledge of the insti-
tution and system. As a faculty and residency 
training community, we can work on sponsoring 
our residents, offering and searching for opportu-
nities to help them succeed and increase their vis-
ibility within and outside our training institution. 
Sponsorship could include

• Inviting them to present at local and national 
conferences.

• Asking them to participate in department- 
level or national-level collaborations.

• Recommending them for other positions or 
opportunities that allow them to become more 
visible in the field.

Another way of supporting residents of color 
in their training communities is to provide con-
fidential ways to report any witnessed or experi-
enced racism or discrimination. We should 
provide safe spaces for these real-life experi-
ences to be discussed and explored, allowing 
opportunities to discuss how these experiences 
impact our trainees and our learning environ-
ment as a whole. Sharing these experiences 
allows for cultivating a culture of empathy and 
fosters inclusion. When issues are reported, it is 
our administrative responsibility to address 
these concerns locally as a department, but at 
times also at the hospital level, providing feed-
back to all in our learning community to elimi-
nate discriminatory experiences, including 
microaggressions.

As training programs, we have a responsibility 
to prioritize diversity, equity, and inclusion. By 
educating our faculty on biases and becoming 
more culturally and structurally humble, we cre-
ate a culture of empathy and support for all train-
ees, patients, and staff. Creating safe spaces to 
have these critical discussions and address any 
concerning behaviors provides opportunities for 
stronger allyship among all residents and faculty. 
By increasing the voice of residents of color and 
underrepresented minorities, we have a chance to 
change the narrative, help recruit and retain train-
ees and staff of color, create supportive environ-
ments, and eventually help address health-care 
inequities.
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 Culturally Sensitive Supervision 
and Training

Supervision can be defined as the formal provi-
sion, by approved supervisors, of a relationship- 
based education and training that is work focused 
and that manages, supports, develops, and evalu-
ates the work of colleagues [30, 31]. When dis-
cussing issues of diversity, equity, and inclusion 
(DEI), cultural humility is a key component in 
supervision. Cultural humility is “a willingness 
and ability to listen and learn from patients” [32]. 
This stance of cultural humility builds cultural 
competence by promoting ongoing self- 
evaluation, engaging with power imbalances, and 
fostering a collaborative approach to treatment 
[33]. Furthermore, when supervisors attend to 
issues related to diversity, supervisees report that 
they experience increased satisfaction with 
supervision [34]. The events that transpired in the 
year 2020, such as the disparities in the COVID 
pandemic, the murders of George Floyd, Breonna 
Taylor, and other Black people at the hands of the 
police, and the massive protests that ensued, 
highlighted the effects of structural racism and 
inequalities in our society. Many psychiatric 
organizations like AADPRT, the American 
Psychiatric Association (APA), and the American 
Academy of Child and Adolescent Psychiatry 
(AACAP) focused their efforts on incorporating 
these conversations into our clinical and educa-
tional programs.

In this section, we discuss some of the key 
components of a supervisory relationship atten-
tive to diversity, equity, and inclusion. We also 
present recommendations to address the chal-
lenges of including DEI in supervision.

 Components of a Safe Supervisory 
Space

Dr. De Golia [34], in the book Supervision in 
Psychiatric Practice, examined the process of 
supervision by breaking it down into four 
phases: preparatory, introductory, working, and 
termination. The preparatory phase includes 
knowing the context of supervision and antici-

pating roles and limitations. Incorporating DEI 
into this phase of supervision would ensure that 
supervisors begin the process of self-assess-
ment, acknowledging their biases, understand-
ing and identifying microaggressions, and 
learning about racism in health care. Some tools 
to examine their biases are the Implicit 
Association Test [29] and the ADDRESSING 
(age, developmental disabilities, other disabili-
ties, religion, ethnic and racial identity, socio-
economic status and sexual orientation, 
indigenous heritage, national origin, and gen-
der) cultural self-assessment tool [35].

During the introductory phase, the supervisor 
works on building alliance, setting the frame, and 
establishing goals. From the DEI perspective, 
this stage would include conversations between 
the supervisor and supervisee to understand each 
other’s backgrounds and expectations. The super-
visor would set a supportive, safe space, high-
lighting their welcoming stance to conversations 
about race, ethnicity, power, and other sociocul-
tural issues. Discussing evidence from the litera-
ture about the role culture and race play in all 
aspects of health care can offset the vulnerability 
a trainee may experience in the supervisory rela-
tionship [36]. The impact of structural racism, 
health-care disparities, social determinants of 
health, and bias should be evaluated when dis-
cussing a patient’s presentation. In the third phase 
of supervision, the working phase, the supervisor 
provides oversight, mentorship, teaching, and 
feedback, including topics related to 
DEI. Throughout the supervision, the supervisor 
should serve as a model of cultural humility, 
showing curiosity regarding the role of culture, 
gender, power, ability, and other attributes in the 
patient’s presentation, and the supervision. 
Similarly, they should show willingness to learn 
from the supervisee and take a stance of reflec-
tion, humility, and working with the otherness 
[37]. In encouraging the supervisee to learn more 
about the patient’s experience related to race and 
cultural identity, structured tools such as the 
DSM-5 cultural formulation interview can guide 
the trainee on how to ask questions regarding 
self-identification, cultural conceptualization of 
distress, cultural features of vulnerability and 
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resilience, and cultural features of the relation-
ship between the patient and the clinician [38].

Lastly, during the termination phase, the 
supervisor prepares the supervisee for transition, 
engages and invites self-reflection, and provides 
a summative evaluation. As part of the self- 
reflection, the supervisor may explore the way 
the supervisory relationship unfolded and how 
issues related to DEI were handled and 
discussed.

 DEI Challenges in Supervision

 Avoidance

Both supervisor and supervisee may hesitate to 
include issues of diversity, equity, and culture in 
supervision due to fear of discomfort or saying 
something unintentionally offensive [33]. 
Supervisors may fear that they have a lack of 
knowledge related to the specific cultural or 
racial factors playing a role in the patient’s pre-
sentation. In such situations, the supervisor 
should acknowledge their limitation and consider 
seeking out consultation from a colleague [36].

 Mistreatment

When a supervisee experiences mistreatment by 
a patient, subtle or overt, the supervisor should 
help the trainee process and ensure their safety 
first. If the supervisor is in the room when this 
happens, they should address it directly, address-
ing the therapeutic needs of the patient and the 
resident at the moment, and supporting the peo-
ple affected [39]. If the mistreatment is identified 
in indirect supervision, supervisees should be 
encouraged to maintain boundaries with the 
patient and provide support [36]. It is important 
that the supervisor understands existing policies 
in their institution regarding appropriate treat-
ment of learners and follows any protocols in 
place to report the incident as needed. In turn, 
when it is the trainee who may be showing 
implicit bias or microaggressions against the 
patient, the supervisor’s role is to bring this to the 

surface in a supportive way, highlighting how 
common unconscious bias is in all people [36].

 Countertransference

The supervisor should be attentive to the issues of 
ethno-transference and countertransference that 
arise both within the patient and trainee, as well 
as in their supervisory relationship. Issues such 
as idealization of the therapist and/or supervisor, 
overcompliance, mistrust, or denial of cultural 
differences can be present [40].

 Power Differential

Independent of the race, ethnicity, or minority 
status of the supervisor and supervisee, trainees 
are in a vulnerable position within this dyad. The 
power differential in this relationship threatens 
the trainees’ ability to own mistakes and be vul-
nerable. Given the power difference between 
supervisor and supervisee, it is incumbent on the 
supervisor to open up the dialogue and anticipate 
barriers [41]. Furthermore, the attitude each per-
son in this relationship has toward power is 
shaped by their own cultural background and 
values.

 Implementing Diversity, Equity, 
Inclusion, and Justice (DEIJ) Clinical 
Training to Provide Culturally 
Competent Care and Combat 
Health-Care Disparities

Cultural competency describes the ability of a 
system to provide care to patients with diverse 
values, beliefs, and behaviors. In developing cul-
tural competence, clinicians are instructed to tai-
lor care to meet the patient’s social, cultural, and 
linguistic needs. It is well known that underrepre-
sented minority patients encounter more barriers 
to care, a higher incidence of chronic disease, 
lower quality of care, and higher mortality rates 
[42]. By teaching our psychiatry residents to pro-
vide culturally competent mental health care, we 
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have an opportunity to improve health-care 
access, improve psychiatric outcomes, and elimi-
nate mental health-care disparities. In addition, 
with increased cultural competence, racial and 
ethnic health-care disparities are reduced, and 
equity of care improves.

As residency training programs, it is our 
responsibility to educate future psychiatrists in 
both structural and cultural competencies. 
Structural competency typically involves health 
outcomes within systems [43]. Cultural compe-
tence helps the early learner understand the com-
plex intersection between mental health and other 
social, cultural, and structural factors impacting 
care. Education in this area includes increasing 
awareness of conscious biases and understanding 
implicit, unconscious biases. Trainees and fac-
ulty need to ensure that associations or attitudes 
do not alter perceptions, behaviors, interactions, 
or decision-making regarding patient care. 
Helping our trainees identify these biases, stereo-
types, and prejudices will help reduce the impact 
of these perceptions on the care we deliver. 
Cultural competence trainings also help in 
increasing the opportunity for our psychiatry 
trainees to provide compassionate, patient- 
centered care and develop a more trustworthy 
relationship with patients.

Residency training programs should incorpo-
rate curricula addressing cultural competence 
while also moving toward a critical thinking 
framework that encourages continued growth and 
development in this area. The continuous process 
of understanding cultures and encouragement of 
self-reflection and lifelong learning leads to cul-
tural humility. All residency training programs 
should discuss with their residents the impact of 
systemic racism as a root cause of illness and 
health-care inequities. The racism prevalent in 
our health-care system continues to negatively 
impact the quality of care patients receive, which, 
in turn, influences the level of trust that patients 
have in us as clinicians. Being culturally compe-
tent and developing cultural humility will allow 
clinicians to understand better what impacts 
patients’ lives and symptoms. It also strengthens 
the therapeutic alliance and increases the likeli-
hood of trust in the relationship, which will help 

adequately address mental health concerns. In 
addition to learning about the needs of racial and 
ethnic minority patients, we need to teach our cli-
nicians to communicate in culturally competent 
ways. We should be mindful of not exacerbating 
stigmas that might lead to further barriers to care, 
difficulties in engagement, or delay in finding 
adequate treatment. Our residents need to under-
stand how social determinants of health influence 
the health outcomes of underserved populations 
and the importance of advocating for our patients.

In addition to incorporating trainings in 
implicit bias and moving toward cultural compe-
tence, we need to assess these sessions’ impact 
on residents’ knowledge and skills. It is crucial to 
evaluate the knowledge and skill acquired via the 
training to modify our teaching approach and 
improve our curricula. Focusing on patient- 
centered care, we should also assess the patient’s 
perception of the trainee’s cultural competence 
and how this has impacted their clinical care. Is 
the resident perceived as culturally competent by 
the patients? Is the resident’s cultural compe-
tence affecting the patient’s care? Have the 
knowledge and skills acquired impacted engage-
ment, trust, and mental health? Several residency 
training programs have incorporated creative 
ways to improve cultural competence. In addition 
to lectures and seminars, training programs have 
included case conferences, live patient interac-
tions, and building a better understanding of the 
community they are practicing in as part of the 
educational structure to achieve cultural humility. 
Some training programs have community tours 
and engage patient advocates and peer counselors 
to help trainees better understand the community 
they serve, with its challenges and resources.

In addition to addressing cultural competence 
at the residency level, departmental leadership 
and all staff need to be involved in cultural com-
petency initiatives. Hospitals and care systems 
must prepare their clinicians and staff to interact 
with patients of diverse backgrounds [44], 
increase patient engagement and education, and 
help eliminate racial and ethnic disparities in 
care. Hospital leadership and care systems must 
understand the benefits of cultural competence 
for the diverse patients and communities they 
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serve. Effective educational programs and train-
ing for hospital staff should include a cultural 
assessment, multiple training methods, ongoing 
teaching, and measurement and tracking [44]. 
Culturally competent health-care organizations 
have improved patient outcomes, increased 
respect, trust, and mutual understanding from 
patients, and increased participation from the 
local community [44]. As psychiatrists, we need 
to address the mental health-care needs of a 
racially and culturally diverse population.

Departmental leaders must be firmly commit-
ted to addressing and educating their workforce, 
not just the psychiatry residents. As academic 
leaders, we should revise the core mission and 
values of our training programs and the depart-
ment to embrace the concept of cultural compe-
tency. Prioritizing cultural humility as part of our 
mission will ensure that the delivery of culturally 
and linguistically appropriate care is ingrained 
within the department and possibly the academic 
institution. Cultural competency should be an 
institutional initiative linked to the organization’s 
strategic mission. We can achieve cultural com-
petence through changes in policies, learning and 
changing structures within the organization, and 
addressing individual attitudes, behaviors, and 
systems. Successful implementation of cultural 
competency requires an organizational commit-
ment toward addressing these complicated topics 
as a system. Cultural humility will then become a 
priority for all clinicians and hospital 
employees.

It is crucial to consider the challenges we 
might face as we implement cultural competency 
training in our institutions. First, evaluate and 
remind trainees and staff of the impact of cultural 
competence on patient satisfaction and patient 
outcomes. Second, assess your education’s 
impact on these aspects of care as a motivator to 
continue to engage clinicians and trainees in 
these training sessions. Third, consider including 
patients, peer advocates, community collabora-
tors, and community resources in the educational 
sessions, so trainees and staff can better under-
stand the impact the community has on mental 
illness. Finally, involve the department and the 

academic institution in making cultural compe-
tence and development of cultural humility a pri-
ority with a commitment to move toward health 
equity.

 Summary

“Trainees, patients, and supervisors bring many 
different cultural systems into play when engaged 
with one another in therapeutic and educational 
experiences” [41]. Because of this, there has been 
more recognition of the need to include issues 
related to cultural identity in psychiatric training. 
The Accreditation Council for Graduate Medical 
Education (ACGME) expects psychiatry resi-
dents to demonstrate competence in addressing 
sociocultural, economic, ethnic, gender, reli-
gious, sexual orientation, and family factors in 
medical knowledge, patient care, and interper-
sonal communication [23]. Similarly, cultural 
psychiatry literature describes the importance of 
the intersection between provider and patient cul-
tural identities, interethnic and intraethnic trans-
ference and countertransference [40], and cultural 
issues of the clinician–patient relationship. In 
order to provide culturally competent care and 
teach trainees to do the same, training programs 
and institutions must ensure the faculty that serve 
as educators, mentors, and supervisors are prop-
erly trained to address the issues that arise in their 
work with trainees.
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8Resident Onboarding 
and Orientation

Sean Stanley, Anushka Shenoy, and Payton Sterba

New residents and fellows have many tasks to 
complete before beginning the official start of 
their training. If the resident or fellow comes 
from out of state, they need to move, settle their 
housing situation, register their car, get a new 
driver’s license or other identification, and learn 
how to commute to program training sites, for 
instance. In addition, the new resident or fellow 
may need to become connected with places of 
worship or community groups that will serve as 
sources of support during training. They may also 
need to start self-care routines, such as exercise 
or meditation.

New residents or fellows may need to finish 
paperwork often started before arriving at the 
program, such as licensure applications or 
requests to access hospital systems. They may 
need new hospital badges, computer passwords, 
and identification codes. They may also need to 
learn how to operate the various electronic medi-
cal records and place orders. In addition, they 
may need to know about mental health laws and 
procedures specific to the area, such as civil com-
mitment statutes. In addition, the new resident or 
fellow needs to learn how to maintain safety for 
themselves and others within clinical settings. 
Finally, they will need to know who to ask for 

advice or help when they have difficulties both at 
work and outside of it.

Residents and fellows also need to meet the 
other residents and faculty in the program and in 
closely affiliated programs in other disciplines. 
Similarly, new residents and fellows need to 
meet staff such as the program coordinator, 
library staff, or other key staff people. The new 
residents or fellows also need to bond with each 
other as a class of learners and feel that they are 
part of the larger community of psychiatrists and 
physicians.

Given the many possible tasks for new train-
ees to complete before starting their programs, 
views of the purpose and goals of orientation 
vary. McGrath et al. [1] examined the curricular 
content and structure of orientation sessions in 
emergency medicine programs. Based on the 
McGrath study, the most frequent goal of orienta-
tion was social, especially providing an opportu-
nity for new interns to get to know each other. 
Familiarization with hospital and departmental 
policies, acclimating to the program’s emergency 
department (ED), getting to know department 
faculty and staff members, and completing 
administrative tasks were common orientation 
goals. CarlLee et al. [2] saw orientation as a time 
for residents to integrate into the new learning 
environment rapidly. Incoming residents were 
given an examination to assess baseline clinical 
skills, determine readiness for resident responsi-
bilities, provide a background for individualized 
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education plans, and identify areas for program 
curricular emphasis.

O’Brien [3] explored three perspectives on the 
transition to residency. First, the transition could 
be seen as one of transaction  – the goal is the 
smooth movement of trainees from medical 
school to residency with the least wasted time, 
effort, and money for all parties. Under this per-
spective, the goal of orientation is transparency – 
from the trainees’ residency application or 
current evaluations, programs develop a sense of 
the trainee’s capabilities and needs. A vital task 
of the transition is the identification of strengths 
and weaknesses to develop an individualized 
learning plan. Alternatively, the transition could 
be seen from the point of view of a transfer – the 
goal to transfer skills learned in medical school to 
the new context of residency. Therefore, as 
described by O’Brien, the major task of orienta-
tion is to help new trainees “adjust to new health 
care systems, new roles and new levels of respon-
sibility so that they can safely and effectively 
apply knowledge, perform a skill and communi-
cate with patients, supervisors, and team mem-
bers” [3]. Finally, the transition could be seen as 
one of continuing on a trajectory. As trainees gain 
clinical experience, they develop as clinicians on 
a developmental continuum. The goal of orienta-
tion is to continue promoting that developmental 
trajectory and prevent discontinuity as trainees 
take on new residency responsibilities.

It is the view of the authors that graduate med-
ical education (GME) is a profoundly different 
experience than undergraduate medical educa-
tion (medical school). As such, trainees cannot 
simply transfer into a residency program from 
medical school without understanding that work, 
education, and work/personal life balance must 
be approached differently than prior. It is not 
merely adjusting to new environments and 
responsibilities; one’s professional identity must 
profoundly change. Further, the pathway will 
likely not be a smooth upward developmental tra-
jectory. There will be setbacks, and skill sets will 
need to change. The goal of orientation is to fos-
ter a sense of community and support for when 
those inevitable problems occur.

Many institutions have a main orientation for 
residents and fellows of all of their programs. 
This centralized program typically consists of the 
onboarding tasks of credentialing and badging, 
life support training, vaccination verification and 
infectious disease testing, directions to personal 
health-care access, retirement planning, elec-
tronic health-care record and duty hour tutorials, 
and other administrative tasks. This orientation 
may also provide introductions to institutional, 
hospital, and graduate medical education leader-
ship. The leadership may attempt to describe the 
culture and aspirational goals of the institution. 
However, most trainees, especially those in post-
graduate year 1, will have little day-to-day inter-
actions with these leaders. Most of their 
interactions will be the program faculty and other 
trainees. It is at this level that most of the orienta-
tion must take place, and therefore it is the focus 
of this chapter.

Below, we have broken down the task of ori-
enting residents into three components. Trainees 
need to be introduced to the program’s culture of 
work, education, and work/personal life balance 
approach. In this chapter, we present guiding 
principles for orientation to each of these compo-
nents and provide sample orientation topics 
related to these principles. It is this chapter’s goal 
that the reader will take these ideas and apply 
them to their local program.

 Work Culture in Residency

As one would expect, the work culture of a resi-
dency program should be an important area of 
focus when designing psychiatry residency ori-
entations. A positive and supportive work culture 
can optimize resident learning, acquisition of 
Accreditation Council for Graduate Medical 
Education (ACGME) core competencies, and 
overall well-being. Orientation provides opportu-
nities to set the stage for developing the desired 
work culture, but it can be challenging to seize 
these opportunities without thoughtful prepara-
tion and focused efforts. Furthermore, orienta-
tions missing this at the beginning of the academic 
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year can pose risks to work culture later in the 
year, such as creating a hostile work environ-
ment, resident burnout, interpersonal conflicts, 
and adverse patient outcomes. In this section, the 
definition of the work culture of psychiatry resi-
dency training is explored to help programs bet-
ter understand their own work culture. Then, 
orientation events that promote the desired work 
culture by fostering communication, community, 
and professionalism are discussed. Lastly, mech-
anisms to monitor, assess, and improve work cul-
ture and strategies for modifying orientations to 
adapt to a changing culture over time are exam-
ined. Orientation sets the tone for the creation of 
an ideal work culture.

 Defining Work Culture Within 
Psychiatry Training

Building upon concepts discussed by Hoff et al. 
[4], the work culture of a residency program can 
be defined as a confluence of attitudes, beliefs, 
and behaviors that make up the atmosphere in a 
work environment. Work culture can build upon a 
residency program’s core values or mission state-
ment. The authors identified specific components 
of residency culture: openness, empathy, cooper-
ation, sharing experiences, trust, support, respect, 
a habit of inquiry, flexibility/adaptability, exami-
nation of failure, self-reflection, shared vision, 
creative thinking, and systems thinking. Many of 
these components may be challenging to teach or 
enforce as they depend in part on the inherent 
characteristics of the trainees selected for the 
residency program. Still, efforts can be made to 
emphasize these values throughout orientation 
activities. In addition, individuals other than 
trainees also influence a residency program’s 
work culture, such as department leadership, pro-
gram leadership, faculty, supervisors, training 
office staff, support staff, and medical students. 
How well new trainees can adapt and contribute 
to the existing work culture within a psychiatry 
residency depends on many factors addressed 
during orientation.

Work culture is dynamic in that it changes 
over time and can vary significantly within a sin-

gle psychiatry residency program. Early in orien-
tation, it is prudent to prepare psychiatry residents 
for the possibility of fragmentation of work cul-
ture between training experiences and rotations. 
The overall work cultures of the affiliated hospi-
tal, university, or health-care system influence a 
residency program’s work culture, and different 
training sites and rotations will likely have their 
own cultures. In addition, there may be a work 
culture specific to call shifts, jeopardy coverage, 
supervision, inpatient wards, outpatient clinics, 
or outside institutions. Work culture may fluctu-
ate throughout the academic year. For instance, it 
may strengthen in trust, support, and respect 
early on as residents get to know one another. On 
the other hand, it may weaken throughout the 
year in response to adverse experiences, burnout, 
or moral injury. Chief residents, program direc-
tors, supervising faculty, and training office staff 
are instrumental in maintaining the desired work 
culture throughout a given year. Still, it is critical 
to establish the foundation of work culture during 
orientation at the start of each academic year.

 Orienting to Work Culture

 Orienting to Communication

Orientation is an opportunity for program leader-
ship to model effective, clear, and timely com-
munication for new psychiatry residents and 
fellows. Chief residents and program directors 
should obtain and reflect on feedback from the 
previous year to improve communication for the 
coming year. They should also work together to 
define expectations for communicating issues or 
concerns. New residents and fellows should be 
informed about the available communication 
channels for voicing concerns. Also, specific 
examples should be provided as to how trainees 
should discuss concerns and who is most appro-
priate for them to contact for various issues (i.e., 
supervising attendings, peers, chief residents, 
program directors, human resources, or other 
institution-specific resources). New residents and 
fellows should explicitly be told about policies 
for sick leave and how to communicate unplanned 
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absences. Chief residents should be instrumental 
in emphasizing the importance of professional 
communication with other psychiatry trainees, 
residents and fellows from other departments, 
and staff from other disciplines (nursing, social 
work, support staff, etc.). Orientation to commu-
nication should include paging and sign-out 
etiquette.

Giving and receiving feedback are common 
sources of communication pitfalls. Consider 
scheduling an orientation session explicitly 
focusing on communication and feedback. By the 
end of orientation, residents and fellows should 
fully understand how to use evaluation systems 
and which evaluations are anonymous or not. 
New trainees should be encouraged to seek direct 
and regular feedback from supervisors before 
receiving formal evaluations. For new rotations, 
residents and fellows should know clearly who 
their rotation directors are and how to contact 
them. Rotation directors should be proactive in 
reaching out to trainees before starting new rota-
tions. Any information about process groups or 
group reflections throughout the year should be 
highlighted during orientation, and chief resi-
dents, program directors, and co-residents should 
encourage attendance. Prioritizing these aspects 
of communication in orientation will promote 
critical components of work culture such as 
openness, sharing experiences, a habit of inquiry, 
examination of failure, a growth mindset, cre-
ative thinking, and systems thinking.

 Orienting to Community

Strong camaraderie between co-residents and fel-
lows is vital to a healthy psychiatry program 
work culture. It is essential to schedule group 
activities during orientation and throughout the 
year to foster rapport building. Many newly 
matched or selected residents and fellows have 
moved to a new city to begin the program and 
may not have a solid local support structure. 
Chief residents and program directors should 
schedule mixers and social gatherings at the 
beginning of the year to promote cohesion within 
and between residency classes. Any opportunities 

to have mixers between residents and fellows, 
faculty, and other staff should be prioritized. If 
feasible, having one or two retreats throughout 
the year can be an excellent way for trainees to 
build a strong sense of community. Chief resi-
dents may elect to create social media or Short 
Messaging Service (SMS) groups (e.g., texting, 
WhatsApp) to facilitate more informal communi-
cation between residents and fellows.

It is crucial for new trainees to understand 
they should never worry alone and that there are 
multiple levels of support provided for them 
should they need it. Chief residents and program 
directors should consider implementing support-
ive programs throughout the year, such as a fac-
ulty/resident or fellow mentorship program, 
buddy systems between junior and senior resi-
dents, structured peer mentorship programs, or 
resident “families” to enhance the community. 
Again, process groups or group reflections 
throughout the year should be highlighted during 
orientation. Attendance at these groups should be 
facilitated so trainees can rely on a safe space to 
process challenging experiences. Prioritizing 
events to build community will promote key 
components of work culture such as openness, 
empathy, cooperation, sharing experiences, trust, 
support, respect, and shared vision.

 Orienting to Professionalism

The culture of professionalism in GME programs 
dramatically influences the overall work culture. 
First-year residents are new to their roles as phy-
sicians, and they likely will enter residency train-
ing at different levels of professionalism. Chief 
residents can discuss the transition from medical 
school to residency (going from students to 
employees/learners) and set program-wide 
expectations for professionalism. This discussion 
can be an opportunity to review the core values of 
the training program, educate new residents 
about important program policies, and set expec-
tations for professional growth over the year. It is 
crucial to define accountability regarding psy-
chiatry training and review basic expectations for 
work, such as when to arrive for shifts, how to 
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prepare for rounds, how to give sign-out, and 
requirements for clinical documentation. Not 
explicitly defining these expectations during ori-
entation risks harming the work culture later in 
the year. Common lapses in professionalism 
include residents showing up late to work, not 
giving adequate sign-out, providing inadequate 
documentation in medical records, and not 
returning pages/calls on time, all of which can 
lead to tension between residents, adverse patient 
outcomes, resident burnout, and disruption to the 
spirit of camaraderie.

Professional identity, professionalism, and 
patient ownership advance throughout training. 
Therefore, each residency class and fellowship 
should have its own professionalism orientation 
appropriate for its level of training at the begin-
ning of each academic year. Topics may include 
self-reflection, examination of failure and oppor-
tunities for growth, and transitioning from inpa-
tient to outpatient settings. Senior residents and 
fellows should be educated about leadership 
roles, being a mentor for junior residents, and 
preparing for independent practice after training. 
Yearly orientation is also an opportunity to 
review issues and concerns from the previous 
year and refresh residents on important program 
policies. Explicitly focusing on professionalism 
during orientation will promote key components 
of work culture such as cooperation, trust, sup-
port, respect, flexibility/adaptability, accountabil-
ity, examination of failure, shared vision, and 
understanding systems.

 Accounting for Iteration 
and Dynamic Change in Work 
Culture

We recognize work culture is not static. Psychiatry 
programs need to monitor their work culture iter-
atively and adjust their orientations over time to 
adapt to, maintain, or improve work culture. Hoff 
et  al. [4] discussed how residency programs 
should develop “cultural templates” that identify 
the individual, group, and organizational barriers 
that must be overcome in the setting to move 
toward the desired type of everyday culture. The 

program’s core values or mission statement may 
approximate such a template. Periodically 
throughout the year, program leadership should 
reflect on the current status of the work culture, 
assess for any deviations from the cultural tem-
plate, and propose solutions to address the varia-
tions. Seeking input from trainees directly, from 
anonymous evaluations, or through the annual 
ACGME survey can assist in identifying weak-
nesses in the work culture. Once core issues and 
deviations from the cultural template have been 
identified, orientation can be tailored to address 
these specific concerns.

Similarly, Almost et  al. [5] discussed the 
importance of assessing both positive and nega-
tive behaviors within the health-care setting in 
order to promote work culture and optimize 
patient-centered care. They encouraged the 
enhancement of positive behaviors such as colle-
giality, respect, cooperation, teamwork, social 
support, and mentorship. These behaviors can be 
facilitators of effective workplace relationships. 
They also discussed the importance of identify-
ing, understanding, and learning from negative 
behaviors such as conflict, emotional abuse, 
harassment, ostracism, and verbal abuse. These 
behaviors are barriers to effective workplace rela-
tionships. Leadership should continually strive to 
correct underlying barriers and promote facilita-
tors throughout the academic year to improve 
work culture. Program directors and chief resi-
dents should strive to be collaborate, transforma-
tional, and dynamic; Sfantou et  al. [6] 
demonstrated how health-care leaders who dem-
onstrate these leadership qualities more effec-
tively promote positive outcomes for workers and 
patients in health-care settings.

Orientations at the beginning of the year are 
often densely packed with information that might 
not be particularly relevant at the time and may 
slip through the cracks. First-year orientations 
are particularly content-heavy. Program directors 
and chief residents might consider planning serial 
orientations to disseminate information in more 
relevant chunks throughout the year. Residents 
and fellows may also need to be reoriented on 
specific topics as needed. Some high-yield strate-
gies for improving work culture throughout the 
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year are to organize more social events or retreats, 
create new spaces for shared reflection, imple-
ment praise cards, and celebrate holidays and 
personal or shared achievements together.

 Sample Work Culture Orientation 
Content for First-Year Residents

 1. Introductions from the program coordinator 
and program director

 2. Introductions from the associate program 
directors, site directors, and clinical rotation 
directors

 3. Safety protocols  – basic life support and 
advanced cardiovascular life support train-
ings, conflict resolution training, aggressive 
or violent behavior training

 4. Electronic health record training
 5. Handoff and call expectations, paging 

etiquette
 6. Paperwork expectations, including how to 

ask for leaves of absence
 7. Professionalism expectations, accountabil-

ity, transitioning from medical school to 
residency

 8. Who to go to for questions and concerns, 
education about leadership structure and 
resolving concerns at the lowest effective 
level

 9. Social gatherings, mixers for residents and 
fellows and faculty

 10. Faculty/trainee mentorship programs, buddy 
systems between junior and senior residents

 Education Culture in Residency

Upon entering psychiatry training, one of the 
many transitions for new residents is the shift 
toward practice-based learning of focused pro-
fessional skills or on-the-job learning. While the 
clinical years of medical school may have 
involved some case-based learning and patient- 
care- anchored educational experiences, those 
experiences may have been balanced with non- 
patient- case-anchored didactic experiences, or 

learning-in-abstraction. As the medical learner 
becomes closer to competency in independent 
medical practice, educational experiences shift to 
support more proximal professional skills and 
utilize more in situ, active, practice-oriented 
learning, with a relative decrease in abstract 
didactic learning experiences.

For residents, this shift can feel anxiety- 
provoking and confusing. It can lead residents to 
grieve the loss of consequence-free practice 
space and generate concerns about the balance of 
education and service. Failing to discuss and 
clarify the nature of multiple venues for and 
expected trajectory of learning in residency can 
lead to resident anxiety about imposterism, anger 
about the perceived loss of traditional educa-
tional experiences, and concern about missed 
opportunities for learning. For programs them-
selves, lack of clarity about educational approach 
and venues can lead to faculty confusion, nega-
tive comments from residents in public forums, 
and more difficulty helping residents utilize all 
available learning experiences. Therefore, it is 
essential to orient residents early in training to 
the purpose and structure of the educational 
experiences in psychiatric residency.

 Defining Education in Psychiatric 
GME Programs

Education in a psychiatric residency or subspe-
cialty fellowship seeks to create competent, inde-
pendently functioning psychiatrists or 
subspecialists by the end of training. While 
numerous factors distinguish one training pro-
gram from another, there are many similarities – 
some inherent to the nature of the shared practices 
and practice settings, and others a result of cen-
tralized standards. The target competencies and 
necessary experiences for psychiatric residents 
and fellows are outlined by the Accreditation 
Council for Graduate Medical Education 
(ACGME) and, to a lesser extent, the American 
Board of Psychiatry and Neurology (ABPN). 
ACGME psychiatry workgroups have further 
elaborated these competencies to more specific 
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subcompetencies and performance indicators 
(Milestones), providing focused guidance to 
teaching faculty and trainees alike. To these 
 educational ends, psychiatry programs generally 
employ educational experiences that adhere to 
adult learning theory and professional skill train-
ing of learning in place. How programs apply this 
theory may be as diverse as the programs them-
selves. Still, residents and fellows themselves 
often progress through similar stages of profes-
sional skill competency no matter how that the-
ory is applied. Knowledge of educational targets, 
who governs them, what theory guides their 
acquisition, and what expectable stages they may 
progress through along the way is important for 
residents and fellows.

 Orienting to Education 
in the Psychiatry GME Program

Orientation to education in the psychiatry resi-
dency or fellowship, like orientations to other 
aspects of training, benefits from iterative expo-
sure, purposeful specification in particular con-
texts, and updating when changes occur. Outlined 
below are some general areas related to resident 
and fellow education that will be beneficial to 
orient trainees to

 1. Competence and who defines it  – ACGME, 
ABPN, and program-defined aspects

 2. Adult learning theory
 3. Expectable stages of skill acquisition
 4. Program structures supporting resident com-

petence acquisition
 5. Trainee learning differences

 Competency in Psychiatric Practice 
and Who Defines It

It is helpful and important for psychiatry resi-
dents and fellows to know the target experiences 
and skills they are expected to have and develop 
throughout training, and who defines those expe-
riences and skills. Residents and fellows should 

be informed that their training length and experi-
ences are guided and governed by the 
Accreditation Council for Graduate Medical 
Education (ACGME) and, to a lesser extent, the 
American Board of Psychiatry and Neurology 
(ABPN). While the ABPN specifies some more 
general aspects of psychiatry resident training, 
such as length of training, limitations on breaks, 
and part-time training, to allow residents to 
become board eligible, the ACGME’s Program 
Requirements for Graduate Medical Education in 
Psychiatry [7], Core Competencies [8], and 
Psychiatry Milestones [9] are a more specific 
guide to experiences and skills of the developing 
psychiatric resident or fellow. The Program 
Requirements outline the required experiential 
content of training, including duration of and 
care focus of rotations and didactic experiences. 
In addition, the six ACGME Core Competencies 
(Patient Care, Medical Knowledge, Systems- 
Based Practice, Practice-Based Learning and 
Improvement, Interpersonal Communication 
Skills, and Professionalism) help define the fun-
damental skills of a physician, and their elabora-
tion for the psychiatric practice in the ACGME 
Psychiatry Milestones further details the target 
psychiatric skills and expectable developmental 
trajectories of those skills throughout a resident’s 
or a fellow’s professional development. 
Awareness and understanding of these concepts, 
documents, and their intent can be helpful to the 
trainee, an adult learner, who benefits from know-
ing why they are learning what they are learning 
and who makes these decisions.

It is also important for residents and fellows to 
know that, while some of the ACGME and 
ABPN’s requirements are prescriptive, there 
remains a significant amount of local institutional 
and program variation in specific educational 
experiences and clinical rotations. Sometimes 
this local and regional variation comes in the 
form of limitations  – for example, a program 
without an affiliation with a Veterans Affairs hos-
pital or clinic may offer less experience in the 
care of veterans, certain disorders that are more 
common in veteran populations, or the broad 
array of services that many VA institutions pro-
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vide their patients. Sometimes this local variation 
comes in the forms of opportunities – for exam-
ple, a program with a close affiliation with a local 
university health and counseling center that pro-
vides residents opportunities to work with 
 transitional age adults in college settings, or a 
program with close affiliation with a psychoana-
lytic center that may partner for robust psychody-
namic teaching or supervision. Other times this 
local variation is a response to community 
needs – for example, a program within an institu-
tion with specific community responsibility or 
caché may have unique opportunities in align-
ment with the institution’s mission – for example, 
training opportunities within culturally based 
clinics, rural telecare clinics, state hospital, gov-
ernment relations, and public health.

 Adult Learning Theory

It is important to help residents and fellows 
understand the theories of andragogy and profes-
sional skill development as they contrast to the 
more general concept of pedagogy. Andragogy is 
defined as methods and principles of adult learn-
ers. This term was created to distinguish it from 
pedagogy, which relates to more general methods 
of teaching and instruction, and has traditionally 
focused on education in the classroom for young 
learners. As developed by Malcolm Knowles 
[10], andragogy is based on adults’ increasing 
capability and desire for self-direction and 
responsibility for decision-making. The follow-
ing assumptions shape andragogy: (1) adults 
learn when they know why they need to learn 
something; (2) adults learn experientially; (3) 
adults learn by problem-solving; (4) adults best 
retain learnings of immediate value. Adult brains 
have already gone through maturational pruning 
processes that preference computational effi-
ciency and speed at the expense of serendipitous, 
context-independent learning that might occur, 
such as in their youth. Adult brains require learn-
ing activation within a relevant, salient context 
reinforced by purposeful action and decision- 
making. Table 8.1 contrasts aspects of pedagogy 
and andragogy.

 Expected Stages of Skill Acquisition

It is also important to help residents and fellows 
understand that professional skill development is 
an incremental process that often progresses 
through predictable stages. The Dreyfus model of 
skill acquisition [11], developed by Stuart and 
Hubert Dreyfus, describes some expected steps 
(novice through expert) through which profes-
sionals pass while developing a particular profes-
sional skill. Their model is based on the 
incremental growth of four factors: skill recollec-
tion (What is this skill I hold?), context recogni-
tion (In what situations might I need to use this 
skill?), decision (How do I use the skill and put it 
into action?), awareness (Now that I use the tool 
implicitly, where do I take the skill now?) – see 
Table 8.2 for details. Residents and fellows need 
to know that these stages build on one another in 
practice. For example, the better a resident can 
recall the criteria for a major depressive episode 
(MDE) in practice, the easier it becomes to sense 
the contexts/patients with which to use the crite-
ria. As a resident becomes facile at recognizing 
contexts in which they can use the MDE criteria, 
they have more opportunities to put the criteria 
into use in their diagnostic discussions and treat-
ment decisions with the patients for whom they 
care. These stages require active participation 
and purposeful engagement with the skill, result-
ing in increasing facility and innate use of the 
skill and an increasing sense of responsibility for 
the patient with whom the skill is used.

Table 8.1 Learning theories: pedagogy and andragogy

Pedagogy (early life) Andragogy (adulthood)
   Few life experiences to 

draw from
   Large number of life 

experiences to draw 
from

   Learning needs dictated 
by teacher

   Learning needs related 
to social roles

   Learning structure/
method dictated by 
teacher

   Learning structure/
method dictated by 
learner

   Subject/content 
centered

   Problem/situation 
centered

   Extrinsic motivation    Intrinsic motivation

Source: Stanley (2021) adapted from concepts outlined by 
Knowles
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It can also be helpful for residents and fellows 
to know that, due to the nature of a program’s 
sequence of training experiences, they may 
develop different professional psychiatric skills 
at different times in the program – for instance, 
developing the skill “diagnosing and treating 
patients with schizophrenia spectrum disorders” 
very early in residency. In contrast, the skill of 
“utilizing theories of psychosocial development 
in work with outpatients” may come later in their 
training. It can also be helpful to know that resi-
dents and fellows may develop specific psychiat-
ric skills at different speeds based on prior 
experience or previously developed skill sets. For 
instance, a trainee who has had a sibling with 
attention-deficit hyperactivity disorder (ADHD) 
may be able to move more quickly along the 
stages of professional use of the ADHD diagnos-
tic and treatment skills than might a trainee who 
has never previously had experience with that 
diagnosis. Or, a resident or fellow who had exten-
sive volunteering with houseless persons before 
or in medical school may be able to more rapidly 
develop the professional skill of helping patients 
engage with community-based services.

 Program Structures That Support 
Resident or Fellow Competence 
Acquisition

While orienting to the above concepts of stan-
dardized training experiences, target skill sets, 
adult education theory, and stages of professional 
skill development, it is likely most critical to con-
nect these concepts to the applied learning prac-
tices within the training program. Educational 
opportunities at different institutions vary widely 
and commonly include educational experiences 
such as a didactic series, grand rounds, morbidity 
and mortality (M&M) conference, to name a few. 
The program, or the department, often organizes 
these educational opportunities, which may be 
independent of trainee practice contexts but are 
considered by many as easily identifiable educa-
tional experiences that adhere to traditional 
didactic learning models. At the same time, many 
parts of a training program falling outside the 
conventional didactic learning model actually 
include educational components that learners 
conditioned to pedagogy may not recognize as 
critical to their professional education.

Table 8.2 Dreyfus model of professional skill acquisition

Source: Stanley (2021) adapted from concepts outlined by Dreyfus
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The array of educational activities in psychiat-
ric residencies may vary in requirement, degree 
of concordance with andragogy, and degree of 
resident control from one institution to another. 
Experiences may also differ in how they activate 
and assist in deepening knowledge, skills, or atti-
tudes. (Table 8.3 attempts to give an example of 
an array of educational opportunities and approx-
imate their differences about several factors. It is 
not intended to be exhaustive and will likely vary 
considerably from one program to another.) 
Therefore, it will be necessary for training depart-
ments to be transparent with residents about 
which departmental educational activities are 
required and which are not required. For those 
required educational activities, established goals 
and objectives should direct trainees to the impor-
tance of the material and the main points of the 
activity.

 Resident Learning Differences

While residents and fellows should be oriented to 
the underlying educational theories and opportu-
nities during training, program-created learning 
experiences are only one side of the learning 

interface. Each psychiatric resident or fellow 
brings their own unique approach to learning to 
the start of residency or fellowship training. In 
addition, each new trainee’s approach to learning 
may have been shaped by biological predisposi-
tions, encultured experiences, and generational 
effects.

It may be helpful for trainees to reflect on and 
explore with their fellow residents or fellows the 
diversity of learning styles, approaches, and expec-
tations within their cohort. An awareness of this 
diversity can help match junior residents with like-
styled senior residents or peers, can help residents 
and fellows own and utilize their preferred learn-
ing styles when working with clinical educators, 
can help decrease overgeneralization of a personal 
experience to the experience of other residents and 
fellows, and can help build tolerance and mutual 
support that can improve group cohesion and may 
even extend to patient care. In addition, discussion 
of different learning styles within resident or fel-
lowship groups may prompt discussion of and 
concern for diagnosable conditions that affect 
learning. While it is critical to avoid diagnosis in 
the training setting, these discussions can offer an 
opportunity to reiterate learning supports and 
medical care available to trainees.

Table 8.3 Example array of educational activities in a training program

Educational activity Required
Resident- 
directed?

Andragogy- 
oriented? Knowledge Skills Attitudes

Clinical-based care and supervision Yes + Yes ++ +++ +
Clinical skills lab training Yes + +++ +
Group supervision Yes + Yes ++ +++ ++
Didactics Yes ++ ++ ++
Journal club ++ ++ +
Case conference Yes ++ Yes ++ ++ +
M&M Yes Yes +++ + +
Grand rounds +++ +
Quality improvement (QI) committee Yes ++ + +
Scholarly projects Yes ++ Yes ++ + ++
Reflection rounds ++ Yes + ++
Process group ++ Yes +++
Individual learning plans Yes + Yes + + +
Clinical observation and feedback, 
clinical skills verification

Yes Yes + +++

Faculty mentorship ++ Yes +++
Peer mentorship ++ Yes + + ++

Source: Stanley (2021)
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 Accounting for Iteration 
and Dynamic Change in Education 
Culture

As discussed in previous sections regarding other 
aspects of the transition to resident or fellowship 
life, reiterating educationally oriented concepts 
throughout the training experience is important. 
This reiteration reminds and refocuses trainees 
on the purpose and intentionality of their educa-
tional experiences and may promote motivation 
to engage in a broad array of active learning 
experiences. This reiteration may also encourage 
residents and fellows to reflect on their profes-
sional growth over time, enhancing self- 
confidence and assisting in peer mentorship 
relationships, during which awareness of profes-
sional developmental stages can be critical to 
empathy and support. Finally, while reiteration 
can be helpful to gain confidence in some internal 
stability of educational experiences in the train-
ing program, it can also highlight the existence of 
and benefits from diverse learning experiences 
within those structures, especially for residents 
and fellows with a variety of learning styles.

While reiteration may assist in establishing 
coherence of the educational program and aware-
ness of and motivation for residents and fellows 
using learning opportunities, the processes of 
learning and teaching are not static. They should 
incorporate processes to adjust dynamically to 
system, patient, and learner needs. Trainees need 
to understand how feedback on educational activ-
ities is acquired and utilized and the opportuni-
ties and limitations for programmatic and 
educational changes. It can also be essential for 
empowering trainees to become involved in edu-
cation themselves  – medical student teaching, 
peer mentoring, group facilitation, and more – as 
teaching reinforces learning.

 Sample Education Culture 
Orientation Content for First-Year 
Residents

 1. Who decides what residents are supposed to 
learn?

 (a) ACGME and ABPN requirements
 (b) Core competencies and milestones
 2. How do adults learn?
 (a) Andragogy
 (b) Dreyfus model
 3. How do residents in the program learn?
 (a) Each learner is different
 (i) Individual learning styles
 (ii) Unconscious bias
 (b) Learning through work – rotations, call, 

etc.
 (i) How to learn while working
 (c) Learning through reflection  – supervi-

sion, peer groups, etc.
 (i) How to use supervision
 (d) Learning through teaching – medical stu-

dents, conferences, etc.
 (i) How to work with students
 (e) Intentional practice –
 (i) Goal setting
 (ii) Receiving and using multimodal 

feedback
 4. Where in the program will resident learning 

happen?
 (a) Rotation introduction by site directors
 (b) Didactics introduction by course 

directors
 5. How can residents impact the learning 

environment?
 (a) Feedback and process improvement on 

education in the residency

 Work/Personal Life Balance 
in Residency

Psychiatry residency or fellowship orientation, 
both at the onset of training and throughout, must 
include proactive education about a trainee’s own 
mental health and wellness. Residents and fel-
lows can suffer from depression and experience 
burnout at higher rates than age-adjusted peers 
[12]. In addition, health and wellness can be 
compromised during residency for reasons 
including but not limited to isolation, toxic work 
environments, difficult work hours, and stress of 
transitioning to the “doctor role.” In particular, 
witnessing adverse patient outcomes or dealing 
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with severely ill patients, particularly those who 
can be verbally and physically abusive, can lead 
to anxiety, burnout, and even regrets about a resi-
dent or fellow’s career choice [13]. Providing 
anticipatory guidance about these potential risks 
and information about proactive support systems 
can help residents anticipate these challenges.

The composition of the psychiatric workforce 
is evolving, and as such, the topics covered dur-
ing orientation may vary over time based on 
changes in the resident or fellow group. To illus-
trate, consider that at many programs the average 
age of incoming interns is increasing, as is the 
proportion of female physicians, and much is 
being written about the changing demand for 
adequate parental policies in graduate medical 
education and psychiatry [14, 15]. Orientation 
about rapidly evolving ACGME, ABPN, and 
institution-specific policies about parental leave, 
childcare, new mothers expressing breast milk at 
work, and moonlighting might be crucial to some 
residents’ or fellows’ well-being. More gener-
ally, financial concerns and pressures are chang-
ing as it becomes increasingly challenging to 
afford housing in many large cities and student 
debt increases. Medicine is becoming more 
diverse, but due to the nature of the Match, some 
residents are moving from inclusive communities 
to communities where they face, at worst, abuse 
and, at best, ignorance about their backgrounds, 
beliefs, or practices. Orientation about the 
makeup of the institutions and communities that 
residents serve and resources to build community 
and combat intolerance might improve resident 
well-being and decrease the risk of burnout and 
moral injury. To best serve and protect today’s 
psychiatry residents and fellows, orientation 
about work–personal life balance and wellness 
will likely need to be more multifaceted and cre-
ative than in the past.

 Define the Area

As mentioned in the previous section, “work–
personal life balance” and “well-being” are 
phrases that can be overused and sometimes try 

to capture nebulous concepts. For this chapter, 
“work–personal life balance” means a trainee’s 
ability to live a healthy life outside of the training 
program while fulfilling the program’s educa-
tional and clinical demands. Well-being refers to 
the mental and physical health of a resident or 
fellow and their family, as well as some admit-
tedly vague concepts such as job satisfaction, 
burnout vs. fulfillment, and desire to remain 
engaged in their career and program. These con-
cepts are intertwined closely. Therefore, orienta-
tion to this area should include the following:

 1. “Anticipatory guidance,” that is, psychoedu-
cation about pitfalls and opportunities resi-
dents and fellows should look out for, 
including how to identify serious issues aris-
ing in oneself and to an extent, one’s peers

 2. Leave policies (sick days, Family and Medical 
Leave Act, extended leave) so that residents 
know how they can balance work duties and 
home duties/well-being if needed

 3. Program- and institution-specific resources 
for health and well-being

 4. Efficiency and time management strategies as 
these can improve work–personal life 
balance

 5. Personal wellness strategies and how to use 
them during residency

 Orienting to This Concept

 Orienting to “Anticipatory Guidance”

The beginning of the intern year is often com-
pared to “drinking out of a fire hose” and feels 
overwhelming and unsustainable. As such, intern 
orientation should be limited to the most crucial 
information for the next 6–12 months. This likely 
includes a short session highlighting the risks of 
intern year, review of where to seek help (dis-
cussed more in future sessions), and introduction 
of ongoing support groups and peer and mentor 
support. In particular, a short session should edu-
cate interns about the increased risk of sleep 
deprivation, burnout, anxiety, and depression 
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during intern year, during winter, more difficult 
rotations, and when studying for Step 3. In addi-
tion, the challenges of moving to a new city to 
start this job should be highlighted and relevant 
community resources introduced. Unique chal-
lenges to starting psychiatry residency should 
also be discussed, including serving a high-acuity 
patient population, working on off-service rota-
tions where one can feel isolated from the psy-
chiatry training program, and concerns about 
moral injury (treatment-resistant cases, involun-
tary treatment and commitment, use of seclusion 
and restraint). This “anticipatory guidance” will 
not scare interns but provide an open forum to 
discuss these challenges and pitfalls. Ideally, this 
session would be conducted with an experienced 
faculty member and a chief resident to provide 
different perspectives. An optional intern support 
group facilitated by a nonfaculty member 
throughout the intern year is highly 
recommended.

Annual orientations should take the same 
format. In particular, each year, a chief resident 
and/or program leader should meet with rising 
classes or beginning fellows to discuss poten-
tial challenges over the next 12 months. These 
could include periods of high call burden/night 
float, transition from inpatient work to outpa-
tient, transition from direct to indirect supervi-
sion, receipt of performance reviews, changes 
in training sites, or transitioning to fellowship. 
Like the intern orientation, it should also high-
light stressors not directly tied to rotations, 
such as job search/fellowship applications, 
potential postgraduation moves and financial 
changes, moonlighting, and ongoing standard-
ized testing.

Continuing orientation can occur primarily in 
scheduled time with a faculty mentor and chief 
resident and peer support groups with the intern 
class. In addition, scheduled 1:1 meetups and 
group activities can help alleviate these stressors 
and allow the opportunity to discuss them. For 
example, informal lunches with senior residents 
and holiday parties (coinciding with the “higher 
risk” time of winter) with faculty in addition to 
more formal check-ins are essential.

 Orienting to Leave and Time-Off 
Policies

Many residents and fellows fear taking time off, 
whether an individual sick day or a necessary 
extended period (parental leave, prolonged ill-
ness), because of the effects of time off on their 
career and reputation. In particular, residents feel 
unable to use sick leave because of the pressure 
this puts on other physicians and staff and 
because they fear retaliation, scrutiny, or damage 
to their reputation. In addition, residents and fel-
lows can feel unable to take extended medical 
leave for fear that they will go unpaid, prolong 
graduation, and damage their reputation. Similar 
worries apply to various situations, including the 
need to schedule one’s own therapy or doctor’s 
appointments or requests for accommodations 
for injury, illness, or breastfeeding at work.

During intern orientation, residents should be 
provided clear, explicit guidance about request-
ing sick days and time off (vacation, wellness 
days, time for Step 3 exam, etc.). Doing so should 
be normalized by the program director, Graduate 
Medical Education (GME) office, and fellow 
residents. Expectations about who an intern will 
contact, when, and their responsibilities regard-
ing coverage should be straightforward and clear. 
This practical orientation should come both from 
the program and chief residents, who often play a 
role in coordinating with other programs to clar-
ify policies and expectations. Chief residents 
should also provide informal orientation about 
culturally appropriate policies, that is, whether a 
resident must take a sick day to attend a short 
doctor’s appointment. Depending on the demo-
graphics and culture of your program, it may not 
be necessary to provide a detailed orientation 
about parental leave or other types of long-term 
leave during intern orientation. Still, new interns 
should be made aware of where to find such 
information.

More detailed information about extended 
leave should be provided annually to all  interested 
residents. Offering this preemptively allows resi-
dents to gain information without disclosing their 
status as someone who might be taking such a 

8 Resident Onboarding and Orientation



120

leave. Additionally, changes to request time off, 
including coverage and other expectations, 
should be reviewed on an annual basis.

 Orienting to Program- 
and Institution-Specific Resources

Most GME programs have implemented many 
policies to support residents’ mental health, 
well- being, and work–personal life balance in 
this challenging part of their career. These efforts 
include but are not limited to support groups, 
peer support programs, resident or fellow-fac-
ulty wellness programs, crisis management 
teams, ombuds programs, new parent supports, 
and immediate debriefing and support after trau-
matic events. Interns and new fellows must learn 
about these programs during orientation, both 
officially from the program and unofficially, 
through faculty encouraging the use of these 
programs and endorsing their effectiveness while 
stressing that they will not be subject to retalia-
tion or “singling out” if they engage with them. 
On an annual basis, residents should be reminded 
of these resources, and throughout the program, 
as applicable, leaders from these services should 
reorient residents and fellows. For example, 
members of a peer support group could do a pre-
sentation during each orientation and chief resi-
dents or program leaders could remind residents 
and fellows of the resident or fellow-faculty 
wellness program. Anonymized statistics high-
lighting the usage of such programs (i.e., x% of 
residents or fellows use the wellness program) 
can teach new trainees that it is safe to use these 
programs. If possible, dedicated time during ori-
entation, both intern orientation and annual ori-
entation, to participate in wellness activities 
reinforces a culture that prioritizes these activi-
ties. For example, a walk with the program direc-
tors, an afternoon off to enjoy cultural events or 
a barbeque, or other wellness and community-
focused events during the traditional workday 
can teach residents and fellows that a program 
values wellness and self- care as much as other 
aspects of resident life.

 Orienting to Efficiency Strategies 
to Improve Work–Personal Life 
Balance

Any discussion of work–personal life balance in 
residency or fellowship must account for the fact 
that residents and fellows work a lot. In particu-
lar, documentation burdens on physicians have 
steadily increased [16]. In addition, during the 
COVID-19 pandemic, hospitals have been at or 
above capacity more than in recent memory, 
leading to increased work burdens, fatigue, and 
moral injury. While trainees often have little con-
trol over the lengths of their shifts or the number 
of patients they see, they can be taught efficiency 
and time management habits from early on in 
training to improve their work–personal life 
balance.

During intern orientation, residents should be 
taught to continuously improve their workflow 
and recognize when they need to transition care. 
With respect to the former, orientation should 
include sessions on reasonable amounts of time to 
spend on activities (pre-rounding, rounding, liter-
ature reviews, documentation) and what to do if 
one finds they are exceeding this time (e.g., check-
in with chief residents, seek guidance from attend-
ings or near peers). “Over the shoulder” sessions 
wherein residents model efficient ways to perform 
tasks, such as chart rounding, preparing a note, or 
writing a progress note, should be incorporated 
into orientation and reintroduced at the beginning 
of each new rotation so that interns do not have to 
“reinvent the wheel” on every rotation. Residents 
and fellows at every level of training who are par-
ticularly efficient should be tasked to share their 
tools with others, whether organizational, cogni-
tive, or as practical as setting up dictation tools for 
notes. Explicit guidance about how long tasks 
should take can help residents identify themselves 
as needing help and resources, and generalized 
education about cognitive strategies that can help 
physicians and residents thrive should be pro-
vided intermittently. Feedback on efficiency could 
be solicited from supervisors and shared with 
residents and fellows and their own self-evalua-
tions during annual reviews.
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 Orienting to Personal Strategies 
to Improve Well-Being

Residents and fellows are adult learners who 
bring a plethora of life experiences to this job, 
including diverse hobbies and interests that facil-
itate their well-being and make them better phy-
sicians and colleagues. Unfortunately, it is not 
uncommon for residents and fellows to give up 
these “extracurricular” activities during medical 
school, residency, and fellowship with adverse 
effects on their health. It is important to empha-
size the role of self-care, be it physical exercise, 
mindfulness, social activities, or spiritual prac-

tices during training, while also helping residents 
and fellows to set realistic expectations about 
their time commitments. During intern or new 
fellow orientation, this could mean showing 
trainees where the gym is on campus, providing 
dedicated time to sign up if they choose, and 
showing them how to use wellness half days and 
vacation time. As training progresses and work 
hours decrease, helping residents and fellows set 
wellness goals and supporting these goals can 
build program cohesion and facilitate wellness 
and well-being.

Table 8.4 summarizes the information pre-
sented in the prior sections.

Table 8.4 Topics covered at each phase of orientation related to work–personal life balance and well-being by theme

Topic Intern orientation Annual orientation Continuing orientation
Anticipatory 
guidance

Unique difficulties/“sticky 
situations” of psychiatric 
residency
Difficult times of year 
(rotations, seasons, Step 3)

Unique difficulties of new 
role(s) (outpatient, call)
Stress of job search/
fellowship applications)

Debriefing or increased support 
after traumatic resident 
interactions
Protected time to share 
information and tips from 
outgoing residents/fellows on 
service/in clinic
Retreats!
Faculty and peer mentorship
Strategically timed social events 
(after PRITE, winter)

Leave policies How to request sick days on 
on- and off-service rotations
Culture around taking time off

Annually
How to request extended 
leave and its effects on 
pay/training length

Policy updates
Consider formal or informal 
“affinity” support groups or social 
events (e.g., parents)

Program and 
institution 
resources

Introduction to resident/faculty 
wellness center
Introduction to relevant 
support programs
State-specific reporting issues 
(what is reported)

Review of pertinent 
resources

“Expert hours” regarding resident 
or fellow wellness and available 
programs
Usage statistics
Resident/fellow support groups 
(formal and informal)
Social events

Efficiency 
strategies

Explicit guidance on 
workflow/time management 
for each rotation
Peer support to provide 
feedback (“big sibling,” chiefs)

Tips and tricks session 
with strong residents from 
the previous year
Expectations (“how long 
should XX take)

Targeted outreach to self- or 
program-identified residents or 
fellows who need help
Education about cognitive 
strategies for doctors/residents/
fellows
Discussion of efficiency at 
evaluations

Personal wellness 
strategies

How to recognize a personal 
or professional crisis
Orientation to gym/meditation/
sleep spaces on campus
How to use wellness half days
How to take vacation time

Protected time to set goals 
and check in/reflect on 
them
Wellness half days/
vacation

Social events that promote 
personal wellness habits (hikes, 
yoga/meditation, art)

Source: Shenoy (2021)
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 Accounting for Iteration 
and Dynamic Change in Concepts

Of all the topics covered in this chapter, these are 
the least defined and discussed in residency and 
fellowship orientation, but that is changing. As 
more attention is called to the complex and some-
times toxic nature of medical training, residents 
and fellows seek to gain more power in the medi-
cal system (e.g., through unionization). By rec-
ognizing “the whole person” in a new trainee, 
psychiatry programs can help them succeed not 
only in their clinical work but also in their per-
sonal lives. This is a worthy goal, and orientation 
is a great place to start.

 Sample Work/Personal Life Balance 
Orientation Content for First-Year 
Residents

 1. Safety and emergencies
 (a) Fatigue mitigation
 (b) Guidelines about reporting physician 

impairment
 (c) Crisis recognition, resources, and report-

ing implications
 2. Practical tips
 (a) How to seek preventative and urgent care
 (b) How to find wellness resources (gym, 

wellness half days, call rooms, peer 
support)

 (c) “High-risk” situations and times of year
 3. Efficiency and time management

 Conclusion

Graduate medical education is highly social. The 
learning involves a degree of acculturation to the 
standards of practice of the profession. The learn-
ing is situated in the same workplace context in 
which it is applied. Training programs are what 
Wenger [17] describes as a community of prac-
tice where members interact with each other 
bilaterally, have a common endeavor, and have a 
common repertoire of skills. As such, the goal of 
residency or fellowship is to welcome trainees 

into the program smoothly and effectively and to 
acculturate them to membership within the pro-
gram. These are the main goals of orientation 
described in this chapter.
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9Recruitment of International 
Medical Graduates: Contributions, 
Trends and Challenges Ahead

Manal Khan, Isheeta Zalpuri, and Vishal Madaan

 Introduction

International medical graduates (IMGs) are a het-
erogenous group of physicians, defined as those 
who have received their medical education out-
side of the United States. It is the location of the 
medical school and not the nationality or citizen-
ship of the physician that determines whether 
they are an IMG or not. Therefore, US citizens 
who have received their medical education out-
side of the US are categorized as IMGs. Similarly, 
non-US citizens who studied medicine in the 
United States are categorized as US medical 
graduates (USMGs). IMGs are further divided 
into US IMGs and non-US IMGs based on the 
status of their citizenship. US IMGs are US citi-
zens or legal permanent residents, whereas non-
 US IMGs are often on a nonimmigrant visa as 
they pursue residency training. IMGs collectively 
make up 23% of the overall physician workforce 
in the United States [1]. In psychiatry, IMGs con-

stitute 30% of the practicing psychiatrists and 
33% of the psychiatry trainees working within 
the country [2]. IMGs represent many different 
countries, languages, and religious and cultural 
backgrounds. According to the 2019 Resident/
Fellow Census published by the American 
Psychiatric Association (APA), the top five coun-
tries of birth outside the United States for active 
psychiatry and internal medicine/psychiatry resi-
dents between 2014 and 2018 were India, 
Pakistan, Canada, China, and Nigeria [3].

IMGs play an important and unique role in 
providing mental health care in the United States. 
IMGs devote a greater percentage of their time to 
working in public sector clinical settings and hos-
pital inpatient units. They are more likely than 
their USMG peers to treat patients who are 
severely ill, publicly insured, and socioeconomi-
cally disadvantaged. IMGs treat a significantly 
higher number of ethnic minority patients, 
including Black and Latinx patients [4].

IMGs are also more likely than their USMG 
peers to receive clinical revenue through 
Medicare and Medicaid. Non-US IMGs on a J1 
visa provide essential services to rural and under-
served communities through waiver requirements 
set forth by visa pathways such as the Conrad 
State 30 program [5]. In recent years, recruitment 
of IMGs to Postgraduate Year 1 (PGY1) positions 
is on the decline. However, IMGs continue to 
constitute a significant percentage of subspe-
cialty fellows. In 2020, IMGs represented 35% of 
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child and adolescent psychiatry fellows, 40% of 
addiction psychiatry fellows, and 47% of geriat-
ric psychiatry fellows [6]. IMG psychiatrists also 
spend 35% more time on average than their 
USMG peers with the elderly patient population 
[4]. Therefore, given the practice trends of IMGs 
in psychiatry, they play a significant role in deliv-
ery of mental health services, especially to those 
patients who are vulnerable, marginalized, and 
underserved.

It is also important to note that the number of 
psychiatry trainees opting for subspecialty train-
ing is on the decline. As per the Resident/Fellow 
Census 2019 [3], only addiction psychiatry has 
seen significant growth (25.76%) in the number 
of fellows between 2014 and 2018. For child and 
adolescent psychiatry, the total growth was only 
5.98%. Similarly, there was no total growth for 
forensic psychiatry, while for geriatric and 
consultation- liaison psychiatry, the number of 
fellows decreased. This, combined with an ongo-
ing and projected shortage of subspecialty psy-
chiatrists [7] in the United States, puts IMG 
psychiatrists in the crucial role of delivering sub-
specialty mental health care. Additionally, the US 
population is diversifying. To parallel patient 
diversity, it is important to recruit and train a 
diverse physician workforce. In light of the 
COVID-19 pandemic, health-care inequities 
within the US health-care system have become 
even more apparent [8]. Physician diversity is 
often cited as an important contributor to 
improved health outcomes, especially for ethnic 
and racial minority patient populations [9]. 
Despite the acknowledgment of the need to diver-
sify the physician workforce, racial disparities 
within medical training continue to exist [10].

The range and depth of IMG physicians’ cul-
tural, linguistic, and international experiences are 
a resource for the delivery of mental health ser-
vices [11]. Some IMG physicians have worked in 
conflict areas and low-resource settings, while 
managing patient expectations and logistics. Due 
to working in low-resource settings and perhaps 
coming from collectivistic cultures, IMGs are 
inclined to engage the patient’s family, friends, 
and immediate community in their treatment, 
resulting in the genuine practice of community 

medicine [12]. Their own life experiences such as 
immigration, loss, and trauma might enhance 
their ability to connect and empathize with vul-
nerable patient populations. In management 
schools across the world, the South Asian word 
“jugaad” (the ability to “make do”) has become a 
buzzword [13]. This word encapsulates the inher-
ent resourcefulness of individuals from these 
backgrounds. In the United States, IMG psychia-
trists have made significant contributions. After 
the Second World War, a large group of IMG psy-
chiatrists arrived in the United States from a 
destabilized Europe. In 1972, the American 
Psychiatric Association (APA) dedicated its 
annual conference to the contributions of IMGs. 
In the past three decades, three APA presidents 
have been IMGs [14]. American psychiatry has 
benefited from the contributions of those who 
migrated from elsewhere, including Alexander, 
Akiskal, Deutsch, Fava, Fromm-Reichman, 
Kohut Mezzich, and Mahler [15]. It is also impor-
tant to recognize that many major innovations in 
psychiatry came from the work of non- Americans, 
such as Ramon y Cajal’s recognition of the net-
work nature of the central nervous system, 
description of convulsive therapy by Meduna, 
Cerletti, and Bini, the inauguration of psycho-
pharmacology based on the observations of 
Denniker and Delay, and the groundbreaking 
work of Freud and Pavlov in introducing psycho-
dynamic and behavioral therapies, respectively 
[16].

Despite these many significant and distinct 
reasons to include IMGs in the US mental health- 
care system, recruitment of IMGs into PGY1 
positions in psychiatry residency programs is on 
the decline. According to the APA’s Resident/
Fellow Census 2019 [3], IMGs filled 17.14% of 
PGY1 spots in psychiatry in 2018. In 2014, IMG 
applicants filled 29.24% of PGY1 spots. One of 
the reasons cited for the decline of IMG recruit-
ment in psychiatry is the growing interest of 
USMGs in psychiatry. The number of US allo-
pathic and osteopathic seniors applying to psy-
chiatry has increased from 685 in 2014 to 1537 in 
2021 [17]. Along with this, there has been a dis-
proportionate increase in the number of USMGs 
graduating from US medical schools compared 
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to PGY1 residency positions offered by US resi-
dency programs [18]. These changes are super-
imposed on previously reported challenges 
associated with IMG recruitment in psychiatry 
such as discrimination in the selection process 
[19]. Other reported and anecdotal reasons for 
declining IMG recruitment into psychiatry train-
ing include difficulty experienced by program 
leadership in assessing applications of IMG can-
didates, concerns regarding changing policies 
related to immigration and travel especially dur-
ing the COVID-19 pandemic, and fears regarding 
adaptation and acculturation of IMGs to the US 
health-care system [14].

This chapter will address these challenges and 
provide strategies to equip program leadership in 
recruitment, training, and career development of 
IMG psychiatrists. Given the gap-filling and 
safety-net roles that IMG psychiatrists play in 
delivering mental health services to the US popu-
lation, it is crucial to preserve their participation 
in the US health-care system.

 Evaluation of IMG Applications

All residency applicants, including USMGs and 
IMGs, apply to Accreditation Council for 
Graduate Medical Education (ACGME)-
accredited residency training positions in the 
United States through the Electronic Residency 
Application Service (ERAS). Additionally, all 
IMG applicants need to be certified by the 
Educational Commission of Foreign Medical 
Graduates (ECFMG) to be eligible to apply for 
residency training positions in the United States. 
ERAS has a standardized application format. The 
format includes an ERAS-generated curriculum 
vitae (CV), US Medical Licensing Exam 
(USMLE) scores, Personal Statement, Letters of 
Recommendation (LoR), and Medical School 
Performance Evaluation (MSPE). Although simi-
lar documents are required from both USMG and 
IMG applicants, their applications can look very 
different. With regard to the ERAS-generated 
CV, the differences will begin to show from the 
outset. The applications of non-US IMG candi-
dates will indicate the need for a work visa in the 

demographics section. IMG applicants usually 
do not have membership in honorary/profes-
sional societies in the United States. Depending 
upon their country of medical education, IMGs 
may or may not have an undergraduate degree. In 
some countries, students enroll in medical school 
after completing high school. The program lead-
ership, especially if devoid of IMG faculty repre-
sentation, might not be familiar with the 
reputation of international medical schools and 
can experience difficulty in discerning the rigor 
and prestige of an IMG applicant’s medical 
school. There can also be some lapse of time 
between an IMG applicant’s year of graduation 
and the year in which they are applying for 
residency.

Some applicants, specifically non-US IMGs, 
come from collectivistic cultures. This can be 
reflected in their communication style. Individuals 
from collectivistic cultures see themselves as 
connected to others and define themselves in 
terms of their relationships. It is important for 
collectivists to maintain social harmony. 
Therefore, their communication style can be indi-
rect, only implying or alluding to what they want 
to say. This contrasts with the communication 
style used in the United States that tends to be 
direct and explicit. These differences in commu-
nication styles can come to light in an applicant’s 
personal statement. They can also influence the 
way an applicant is described in the letters of rec-
ommendation from their country of origin. The 
language used in these letters, while describing 
positive attributes of an applicant, might still not 
be “glowing” or use superlatives, as US letters 
commonly do. Also, international letter writers 
might be unaware of specific phrases such as “top 
10%” that are often used to describe exceptional 
applicants in the United States. Regarding the 
MSPE, most US medical schools follow a similar 
format to communicate an applicant’s notewor-
thy characteristics, academic history, and aca-
demic performance. However, non-US medical 
schools may not follow this pattern, and very 
often, the language used in international MSPEs 
can be generic, nonspecific, and stilted. It may 
also be difficult to discern an applicant’s perfor-
mance in comparison to their peers. This is fur-
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ther compounded by difficulty in establishing the 
rigor of an applicant’s medical school in com-
parison to other medical schools in their country 
of education.

These differences often lead to difficulty in 
assessing applications of IMG candidates. That 
difficulty, in turn, can discourage and dissuade 
residency programs from reviewing applications 
of IMG candidates, especially in the context of 
ever-increasing applications of USMG candi-
dates. This has likely downstream effects on the 
recruitment of IMG physicians, which then 
affects the delivery of mental health services in 
the United States. Therefore, programs can con-
sider the strategies described below when review-
ing applications of IMG candidates. These 
strategies will create relative comfort and 
nuanced understanding of applications of IMG 
candidates.

The residency selection process, which 
includes assessment of residency applications, is 
a process through which programs identify appli-
cants who seem to be a good fit for the specialty 
and the program to which they are applying. 
Programs rely on several facets of the ERAS 
application to elicit important information 
regarding applicants. For example, medical 
school performance, clerkship grades, and 
USMLE scores are often used to discern an appli-
cant’s academic achievement that is then inter-
preted as an indicator of their readiness to begin 
residency training and their likelihood of passing 
certification examinations. Clerkship comments, 
the personal statement, and letters of recommen-
dation are used to determine an applicant’s inter-
personal competencies. However, as mentioned 
earlier, since the applications of IMG candidates 
can be culturally influenced, a nuanced lens is 
needed to elicit this information when reviewing 
these applications. Depending upon their values, 
needs, and priorities, residency programs will 
focus on different aspects of the information 
communicated through ERAS application. Given 
that each individual program can receive a high 
volume of residency applications, these priorities 
can then be reflected through predetermined cri-
teria or filters set by the program. However, more 
recently some have advocated for holistic appli-

cation reviews. Holistic review, which is defined 
as “a flexible, individualized way of assessing an 
applicant’s capabilities by which balanced con-
sideration is given to experiences, attributes, and 
academic metrics ...” [20], has been noted to 
improve the odds of underrepresented minority 
(URM) residency applicants being selected for 
residency interviews [10]. Although traditionally 
not recognized as URM, it is important to note 
that IMGs who are often grouped together based 
on a single characteristic, which is the location of 
their medical school, represent a heterogenous 
group of physicians that add to the program’s 
diversity. They can also be conceptualized 
through the minoritized lens, a term that acknowl-
edges the role of systems of oppression in placing 
populations into “minority” status [21]. 
Therefore, one can assume that strategies that 
improve the odds of URM applicants being 
selected for residency interviews can potentially 
improve the odds of IMG applicants as well.

As discussed earlier, the increased number of 
applications of USMG candidates can result in 
inadvertent de-prioritization of applications of 
IMG candidates. In order to circumvent the de- 
prioritization of applications of IMG candidates 
and limit the impact of individual biases, it is 
important to put together a sizeable group of indi-
viduals (faculty and residents) to review resi-
dency applications and form the recruitment 
committee. It is also prudent to include members 
of minority and minoritized groups on the recruit-
ment committee to optimize diversity-conscious 
recruitment [22]. For improving recruitment of 
IMG applicants, it is important to include IMG 
faculty and residents on the recruitment commit-
tee. The caveat here, however, is to not impose a 
minority tax on IMG faculty and residents. 
Minority tax is defined as the tax of additional 
responsibilities placed on minority faculty to 
advance diversity, equity, and inclusion efforts. 
Therefore, allocating protected time for recruit-
ment activities while acknowledging and reward-
ing their contributions toward these activities is 
important.

While assessing applications of IMGs, it is 
important to remain cognizant of the ways in 
which their applications are similar and different 
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from those of USMGs. As mentioned earlier, 
some documents such as the MSPE might not be 
able to communicate information regarding an 
IMG applicant’s academic performance relative 
to the performance of their peers and clerkship 
comments might not capture their interpersonal 
competencies. In this setting, other components 
of the ERAS application will be relied upon to 
elicit this information. When assessing applica-
tions of IMG candidates for academic perfor-
mance, USMLE scores, comments contained in 
letters of recommendation regarding fund of 
knowledge and clinical expertise of the applicant, 
and medical school honors and awards can be 
used to create an applicant’s academic profile. 
Some IMG applicants might have completed 
postgraduate training, including subspecialty 
training, prior to their relocation to the United 
States. In this case, prior training experiences, 
along with specialty board certifications, should 
be considered and given weight. IMG faculty and 
residents from an applicant’s country of medical 
school can also be consulted regarding the rigor 
and reputation of the applicant’s medical school.

The MSPE also communicates information 
regarding an applicant’s interpersonal skills and 
clinical expertise. For an IMG applicant, this 
information can be gathered through letters of 
recommendation, their personal statement, and 
prior training experiences and board certifica-
tions. IMG applicants often seek US clinical 
experience (USCE) in order to familiarize them-
selves with the US health-care system. 
Familiarity with the US health-care system is 
often seen as a positive predictor of future accul-
turation. In addition, USCE provides IMG appli-
cants an opportunity to familiarize themselves 
with the culture and colloquialisms of the United 
States and practice their communication skills if 
they are non- native English speakers. USCE can 
also potentially generate letters of recommenda-
tion from US physicians, which are in turn strong 
predictors of matching into residency [23]. 
Therefore, while assessing applications of IMG 
candidates, programs should pay attention to the 
nature, duration, and diversity of such US clini-
cal experiences. US clinical experiences in the 
specialty for which the applicant is seeking resi-

dency training communicate a genuine interest 
and experience in that specialty. Proximity of 
such experiences to the beginning of residency 
training can create relative ease in adapting to 
residency training. However, regarding the 
MSPE and USCE, it is important to note some 
caveats. As mentioned earlier, IMGs are com-
prised of both US and non-US IMGs. IMGs who 
have completed medical education at Caribbean 
schools that often offer clerkships and elective 
opportunities in the United States might not have 
difficult-to-decipher MSPEs and might not need 
additional USCE to familiarize themselves with 
the US health-care system. It is also important to 
note that in order to gain USCE IMGs incur 
costs associated with international travel and 
lodging. For IMG applicants coming from low-
resource countries and socioeconomically disad-
vantaged backgrounds, securing USCE might 
not be a possibility. In that case, programs can 
consider using local clinical experiences (out-
side the required rotations) of IMG applicants as 
an indicator of their interest in psychiatry and 
clinical expertise. This can be paired with offer-
ing USCE to matched residents prior to the start 
of residency training. Finally, it is important to 
recognize that during the COVID-19 pandemic 
and restrictions on international travel, many 
IMG applicants lost opportunities to secure 
USCE. In this situation, programs can consider 
offering telepsychiatry as a way of providing 
USCE to IMG applicants [24].

Previously, the USMLE Clinical Skills 
Examination (CSE) was used to evaluate appli-
cants’ clinical and communication skills. 
However, in light of the COVID-19 pandemic, 
this examination was initially suspended and 
then discontinued altogether. Since a component 
of the examination was targeted toward assessing 
communication skills, it was used by some pro-
grams to discern IMG applicants’ English profi-
ciency. The Educational Commission of Foreign 
Medical Graduates (ECFMG) has identified six 
alternate pathways along with an Occupational 
English Test (OET) in lieu of the USMLE 
Clinical Skills Examination. Additionally, pro-
grams can gather information about an IMG 
applicant’s communication skills and English 
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proficiency by studying their personal statement, 
letters of recommendation, and USCE. Successful 
clinical and interpersonal encounters will trans-
late into meaningful clinical experiences – which 
will then be communicated through strong letters 
of recommendation. It is also important to note 
that many letter writers provide their contact 
information for additional questions and con-
cerns. When holistically reviewing applications, 
with a sizeable group of recruitment committee 
members, additional information gathering might 
not be prohibitive in considering an otherwise 
strong applicant for interview.

Other factors often considered by residency 
programs are an applicant’s year of graduation 
and the gaps in their CV.  Again, proximity of 
medical school graduation to residency training 
is seen favorably. However, it is important to 
remain mindful of those IMGs who are “older 
graduates” but with prior residency training, 
board certifications, and clinical practice experi-
ence. Therefore, close attention should be paid to 
“gaps” in the CV as opposed to using year of 
graduation as a predetermined inflexible criterion 
for screening out IMG applicants. Regarding 
gaps in CV, IMGs can have a difficult and convo-
luted path of immigration; therefore, attention 
should be paid to the personal statement for 
explanations of such gaps.

Lastly, while acknowledging the differences 
in the applications of USMG and IMG candi-
dates that pose assessment difficulties for resi-
dency programs, it is also important to highlight 
sections of the application that capture the grit, 
resilience, and distance traveled (defined as the 
“trajectory relative to family or community-level 
barriers reflecting marginalization at a population 
or structural level” [19]) of IMGs. Clearly many 
IMG applicants overcome stressors related to 
immigration, acculturation, and loss (financial, 
relational, and social status) in their pursuit of 
residency training in the United States. Although 
IMG applicants will have varying reasons for 
relocating, it is important to recognize those that 
reflect their determination to acquire advanced 
postgraduate training, and their resilience in the 
face of many challenges experienced in their 
countries of origin and adopted countries. This 

information can be gathered through the personal 
statement, letters of recommendation, and vari-
ous work experiences. The section on “other 
awards and accomplishments” should be studied 
for extracurricular achievements that can also 
give an insight into their lives and 
characteristics.

Strategies for assessing IMG applications, as 
well as potential pitfalls associated with these 
strategies, are summarized in Table 9.1.

 Special Issues With Regard 
to Onboarding and Credentialing

As discussed earlier, IMG applicants can be 
divided into two broad categories: US IMGs 
and non-US IMGs. This classification is based 
on the IMG applicant’s citizenship status. 
Non-US IMGs are not US citizens and there-
fore need a work visa for residency training in 
the United States. There are two main types of 
visas used by non-US IMGs for training pur-
poses in the United States, J1 and H1B. Table 9.2 
highlights the differences between these two 
visa types.

Both residency programs and applicants 
should understand the differences between the 
two visa types, including the difference in the 
timeline, document requirements, and future 
implications of each visa type, in order to make 
an informed decision. Programs should also be 
aware of their institutional policies regarding visa 
sponsorship. Ideally, these policies should be 
mentioned on the recruitment website. Having an 
immigration attorney on board is helpful in 
understanding the nuances of this process. Legal 
counsel can also facilitate the timely acquisition 
and maintenance of a visa and provide guidance 
regarding travel.

Here, it is important to mention the events that 
have influenced visa processing for non-US 
IMGs. Since September 11, 2001, visa and secu-
rity procedures have become more stringent. This 
can cause denial and delays in visa processing. 
This can dissuade residency programs from 
accepting IMGs who require visas [25]. In 2013, 
the National Resident Matching Program 
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(NRMP) introduced a rule change requiring all 
residency programs within an institution, each 
recruitment year, to declare individually whether 
they would be “all in” (filling all training posi-
tions via the NRMP Match cycle) or “all out” 
(filling all training positions outside the NRMP 
Match cycle). Prior to this rule change, training 
programs could offer some positions before 
Match to get a head start on the lengthy visa pro-
cessing for non-US IMG applicants. This change 
was reported to cause delays in the starting time 
for some non-US IMG applicants [26]. In 2016, 

there was a cut in Medicare funding for Graduate 
Medical Education (GME). As a result, many 
training programs stopped offering H1B visas 
that led to non-US IMG applicants being recruited 
via J1 visas. A J1 visa is sponsored by ECFMG 
without an additional cost being incurred by the 
training hospital. Sponsorship of an H1B visa 
costs the training hospital about $3000–4000 per 
GME trainee [25].

A Presidential Executive Order in 2017 
imposed a travel ban on individuals from seven 
Muslim-majority countries (Iran, Iraq, Libya, 

Table 9.1 Strategies for evaluating applications of IMG candidates

Challenges associated 
with assessing 
applications of IMGs Strategies to mitigate these challenges

Potential pitfalls associated with these 
strategies

Increased number of 
applications of USMGs

Increase the number of individuals serving on 
the recruitment committee

Investment in training individuals serving 
on the recruitment committee in holistic 
reviews and implicit bias

Implicit and explicit 
bias in recruitment

Holistic reviews
Implicit bias training
Diverse recruitment committee

Minority tax on IMG faculty and 
residents

Discerning academic 
performance

USMLE scores
LoR comments about fund of knowledge and 
clinical expertise
Medical school honors/awards
Prior residency training and Board 
certifications
Perspectives of IMG faculty and residents 
regarding the rigor and prestige of international 
medical schools with which they are familiar

Relying too heavily on one metric for 
determining academic achievement, 
clinical expertise, and interpersonal 
competencies
Systemic inequities in standardized 
testing
Influence of implicit bias and 
collectivistic culture on the language 
used in LoRs
Influence of collectivistic culture on the 
language used in personal statements

Discerning clinical 
expertise

LoR comments about clinical expertise
Prior residency training and Board 
certifications

Discerning 
interpersonal 
competencies

Personal statement
LoR comments about interpersonal 
competencies

Deciphering USCE Nature, duration, diversity (within a particular 
specialty such as inpatient, outpatient, and 
partial hospital program experiences), and 
focus (on one specialty) of USCE
Proximity to the beginning of residency 
training

Financial commitment
COVID-19-related restrictions on 
international travel and decrease in 
USCE opportunities

Eliciting English 
proficiency

Occupational English Test
Personal statement
LoR comments about communication skills
USCE

Establishing a timeline/
understanding gaps in 
the CV

Carefully assess the application for any major 
gaps
Look at personal statement for possible 
explanations

Prior training and work experience 
(creating time lapse between year of 
graduation and year in which the 
candidate is applying for the Match)
Life circumstances
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Somalia, Sudan, Syria, and Yemen). At that time, 
approximately 8000 physicians in the United 
States had received their medical education from 
one of these countries [27]. Some of the trainees 
from affected countries who were traveling at the 
time when the Executive Order was issued were 
either denied re-entry or deported after arriving 
in the United States. This resulted in interruption 
of their training. Finally in 2020, President 
Donald Trump issued a “Proclamation 
Suspending Entry of Aliens Who Present a Risk 
to the U.S.  Labor Market Following the 
Coronavirus Outbreak.” However, alien physi-
cians and foreign nationals accompanying or fol-
lowing to join them were exempt from provisions 
of this proclamation [28].

Policies regarding immigration and travel can 
change depending upon many factors, including 
federal regulations, international accords, and 
other sociopolitical factors. Therefore, it is 
important to stay up to date on federal policies. 
As mentioned earlier, this can be achieved by 
having the expertise of an immigration attorney 

on board. In addition to factoring in time for 
security clearance, it is important to acknowledge 
that some non-US IMGs come from low- 
resourced countries where electronic record 
keeping might not be the norm. This can also 
result in delays in gathering and transmitting the 
required documents. Prior to starting residency, 
non-US IMGs might not have a social security 
number (SSN), bank account, or a driver’s license 
in the United States. Credentialing might be con-
tingent upon having these documents. Therefore, 
it is important for residency programs and non-
 US IMG applicants to start the process of visa 
acquisition and credentialing as soon as possible 
after Match Day. In light of the COVID-19 pan-
demic, special attention should be paid to recom-
mendations regarding international travel. Timely 
efforts should be made to complete required 
vaccinations.

 Creating a Welcoming Environment

For IMGs, the stresses endured throughout the 
immigration process and relocation to a country 
with different systems and cultural norms are 
often immense. IMGs may experience loss and 
disorientation during their initial phase/entry into 
the US medical system. Many IMGs describe the 
admissions process as logistically difficult, 
impersonal, and stressful as a result of ambigu-
ous selection criteria and lack of meaningful 
feedback. Many are older than their USMG 
counterparts, have children, face financial pres-
sures, and do not have an extended familial sup-
port system in the United States. The process of 
relocation to a new country can be very demand-
ing, time consuming, and strenuous. There must 
be either sufficient time built into IMGs’ training 
to facilitate this process or a concerted effort 
made so that psychosocial and disorientation 
issues are explicitly addressed and resolved. 
Organizations need to understand how IMGs are 
coping and accept that this group may have 
unique vulnerabilities that require a sensitive 
approach. Being proactive to prevent problems 
from arising by providing adequate supports that 
help provide a safe environment and avert the 

Table 9.2 Differences between H1B and J1 visa type

H1B J1
Type of visa Dual intent visa; 

allows the future 
possibility of 
directly obtaining 
permanent 
residency

Nonimmigrant visa; 
exchange-visitor 
status

Sponsor Training hospital ECFMG
Duration of 
training 
allowed

6 years 7 years

Common 
uses

Residency, 
fellowship, and 
employment

Residency, 
fellowship

Security 
clearance

Required Required

Limitations Step 3 required
Narrower 
fellowship 
options

Annual renewal
Travel restrictions 
after visa stamp 
expiration (re-entry 
requires new visa)
Required to return to 
the country of 
residence for a 
duration of 2 years 
(unless J1-waiver 
requirements met)
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need to spend time and resources on interven-
tions at a later time can be helpful.

Community support and engagement with 
local communities is also important for IMG suc-
cess. Studies have shown that community support 
helps promote psychological well-being in 
 immigrant populations, and contacts with host 
support networks can have the most significant 
effect [29]. Community building with co- 
residents can include opportunities for bonding 
and creating a collegial environment such as 
social events or happy hours funded by the pro-
gram. Many programs have instituted process 
groups, and it would be helpful for the process 
group leader to familiarize themselves with the 
varying needs of IMGs so they can provide sup-
port in a group setting as needed. Training leader-
ship should make deliberate efforts to facilitate 
social integration to help reduce feelings of isola-
tion. This can be through fostering peer relation-
ships by creating a buddy system with senior 
residents. It may be ideal to have someone from a 
similar cultural background, but if this is not an 
option, it could be a USMG who has received 
adequate diversity, equity, and inclusion (DEI) 
training on how to mentor and support a junior 
resident from a different cultural background. 
Routine check-ins with a buddy or one of the 
chief residents can help an IMG trainee with 
cultural differences in the physician–patient 
interaction. Having a buddy who provides 1:1 
support both within and outside the workplace 
can provide a safe space for the IMG resident to 
ask questions or express concerns without feel-
ing inferior or incompetent. It may also be eas-
ier to receive constructive feedback from the 
senior resident who is acting as the buddy. The 
institutional GME Office may want to consider 
an IMG liaison officer who can keep track of all 
IMG residents entering the system every year 
and be responsible for creating a network of 
IMGs to provide advice, information, support, 
direction, and contact with other IMGs across 
specialties [30].

Residency programs can consider holding 
diversity days every few months where residents 
and faculty from various backgrounds can show-
case their foods and culture. This will help nor-

malize the experience for the IMG resident. The 
induction and orientation process must include 
information about financial resources, spousal 
jobs, how to obtain a car, transportation options, 
how to open a bank account, visa information, 
among other topics. Assisting families to settle 
into the new community can have a positive 
impact on the well-being of new residents who 
are trying to figure out a new health-care system, 
workplace, and psychosocial environment. For 
those with children, having familiarity with the 
school system and presence of diversity within 
such school settings would be crucial.

Successful transition into the workplace can 
be enhanced with the combination of both an ini-
tial orientation and continuing support. It is also 
helpful to conduct a formal individualized needs 
assessment to understand any training needs to 
overcome cultural barriers. While sessions may 
be needed to address gaps in training, it is also 
important to acknowledge and respect the resi-
dent’s original identity as an IMG by showing 
respect to and valuing their prior training and 
experience in their host/native county.

 Providing Assistance to IMGs Who 
Need Help in Navigating the US 
Health-Care System

IMGs have varying degrees of familiarity with 
the US health-care system. Some Caribbean 
medical schools send their students to the United 
States for clinical experience. IMGs with exten-
sive US clinical experience through electives, 
externships, and observerships might also be 
acquainted with the workings of the US health- 
care system. Therefore, it is important to identify 
the specific needs of individual IMG residents 
when considering ways to help them in navigat-
ing the US health-care system.

The US health-care system is financed through 
a complex combination of public payers (federal, 
state, and local governments), private insurance, 
and individual payments. The presence of 
taxpayer- funded systems such as Medicare and 
Medicaid [31], for-profit health insurance com-
panies, and “networks” is unique to the US 

9 Recruitment of International Medical Graduates: Contributions, Trends and Challenges Ahead



134

health-care system [32]. Mental health services 
are delivered by a wide array of providers, includ-
ing psychiatrists, psychologists, nurse practitio-
ners, primary health-care physicians, and social 
workers. There is no universal system of record 
keeping, and even with electronic medical 
records, there is a variety of different systems. 
There is no federal or central physician license to 
practice medicine, and doctors working in differ-
ent states are required to obtain and maintain 
individual state licenses. Some psychiatry resi-
dency programs also include training at Veterans 
Affairs hospitals, which have their own unique 
health-care system. All these factors can make 
the US health-care system a novel system to navi-
gate for IMG physicians.

In the United States, the health-care system 
generally aspires to be patient-centered and non-
hierarchal in nature. For IMG physicians coming 
from countries where a clear hierarchy exists 
among health-care workers and the practice of 
medicine is paternalistic in nature [33], these dif-
ferences require an intentional change in 
approach. Needs assessment studies conducted in 
Canada noted that IMG physicians identify lack 
of familiarity with the health-care system as one 
of the biggest challenges when transitioning into 
residency [34, 35]. Different programs have 
adopted creative strategies to address this chal-
lenge. A surgical residency program at the 
University of Washington developed an 8-week 
clinical experience opportunity for IMG physi-
cians with duties, responsibilities, and evalua-
tions similar to a fourth-year USMG subintern 
[36]. Similarly, an internal medicine program at 
the University of Nebraska offers a 2-week pre- 
course developed around the ACMGE core com-
petencies to IMG physicians entering their 
program [37]. Such programs provide IMG phy-
sicians with opportunities to experience the US 
health-care system, gain US clinical experience, 
and familiarize themselves with the culture. 
Residency programs committed to recruiting 
IMG physicians can consider developing such a 
systematic and intentional approach toward 
familiarizing them with the US health-care sys-
tem prior to the Match or the beginning of resi-
dency training. In this way, USCE offered by 

residency programs can also serve as a pipeline 
for recruitment of IMGs for residency training.

With restrictions on international travel during 
the COVID pandemic, non-US IMG physicians 
located outside the United States lack accessible 
opportunities for US clinical experience. It is 
important for residency programs to be aware of 
such limitations. Additionally, during this time 
telepsychiatry has emerged as a platform for 
delivering mental health care. Residency pro-
grams can consider using telepsychiatry to offer 
opportunities for US clinical experience to IMG 
applicants. This will also address the financial 
challenges and disparities faced by non-US IMG 
physicians who have had to travel to the United 
States for clinical experience.

 Mentorship for IMG Residents

Mentors are role models who help shape their 
mentees’ personal and professional development 
over time. Mentors provide input and guidance 
on research, clinical work, as well as career 
advancement, and are critical to build confidence, 
credibility, and competence needed for reaching 
career milestones. A mentorship relationship is 
successful when the mentor has a dual role: (1) a 
coach who gives technical advice and works with 
the mentee to help them understand how to do 
something, and (2) a counselor who creates space 
to discuss the experience of doing it and offers 
emotional support [38]. For a detailed discussion 
of mentoring for residents and fellows, see Chap. 
20. While mentorship can take many forms, spe-
cifically for IMGs, intentional dual mentorship, 
for training/research, as well as for issues related 
to immigration, is valuable. IMGs entering a new 
residency program often face systematic barriers 
to mentorship that should be acknowledged and 
addressed. It helps for the training leadership or 
chief resident to be in contact with the resident 
before orientation to better understand their 
needs and design individualized support as IMGs 
can have varying levels of needs.

Studies have found that specific mentorship 
programs and faculty development around sup-
porting IMGs are crucial to the success of IMGs 
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in training programs [39]. Programs such as the 
Programme for Overseas Doctors have improved 
the performance of IMGs, as assessed by out-
comes including career progression, fewer com-
plaints, fewer reported errors, and increased 
retention [40]. The authors recommend that all 
programs consider a comprehensive mentorship 
program for successful assimilation of IMGs into 
their communities. Such a program should 
include

 1. A mentorship program for IMG residents 
(faculty mentors and peer mentors)

 2. A faculty development session for faculty 
members to help them to understand the spe-
cific needs of IMG residents and how to sup-
port them

 3. Educational programs/curricula for residents 
addressing discrimination against IMGs

This program should include frequent reflec-
tion and individual needs assessments and feed-
back to ensure that IMGs are receiving the 
individualized support they need.

Ideally, for IMGs, mentorship programs 
involve assigning a faculty as well as a peer men-
tor who can help orient the IMG resident to the 
implicit values and attitudes that shape their clin-
ical environment, helping them to fully integrate 
and transition into their residency training pro-
grams. Both faculty and senior residents can pro-
vide constructive feedback on the trainees’ 
observed interactions with patients and/or pro-
vide opportunities for the trainee to observe their 
own interactions with patients. This can include 
coaching on cultural nuances such as a shared 
decision-making model that involves patients and 
families in their own treatment planning, further 
enhancing the therapeutic alliance.

To support the entry and adaptation phase, the 
assigned faculty mentor should be someone who 
will be perceived as an advisor and support sys-
tem. They should not be involved in the resident’s 
formal evaluations and assessment processes but 
should rather be able to focus on creating an open 
and safe mentoring relationship. While mentor-
ship is instrumental in imparting direct skills and 
knowledge, it can also enhance implicit knowl-

edge about the “hidden curriculum.” IMGs may 
already feel a sense of disconnect and dissocia-
tion when starting residency in a new environ-
ment and culture. Lack of understanding of the 
hidden curriculum may inadvertently impede 
their clinical performance and further alienate 
them. This mentoring would focus on enlighten-
ing the IMG resident with specific values and 
practices of feedback, self-directed learning, con-
flict management, teamwork, directness, and def-
erence that may differ from practices in other 
countries. There must be a dedicated time in the 
week for the IMG resident to meet with their 
mentor and observe them during clinical interac-
tions. For those residents with a specific career 
interest in research, the program may consider 
another mentor to cultivate these interests and 
expose the resident to various research and fund-
ing opportunities.

While development of organic relationships in 
the workplace is important, it is not always pos-
sible. Hence, it is helpful to provide IMG resi-
dents with a buddy/peer mentor to provide 
support within and outside the residency pro-
gram. It is ideal to have someone from the host/
native country and another peer from a different 
culture as both can have their own advantages, 
but this may not always be feasible. Peer mentor-
ing can be collaborative and mutually beneficial. 
Involving as peer mentors senior IMG residents 
who have experienced similar challenges previ-
ously can be validating for both parties. Seeing 
senior IMG residents progress in their residency 
and go on to be successful after training can be 
quite liberating for new IMG residents, instilling 
hope for their own future. Peer mentoring can 
also be helpful for those IMGs with family obli-
gations and time constraints since it is usually 
more flexible and less structured. Programs that 
do not have IMG residents can consider assign-
ing an alumni IMG (ideally a recent graduate) as 
a peer mentor. Peers can help guide skill develop-
ment but also serve as a supportive community 
and sounding board. A peer mentor ideally would 
be someone who can share their own experience, 
impart wisdom, and help the mentee to adapt and 
progress successfully in their residency. They can 
be a guide to help the mentee build social support 
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networks and help familiarize them with the 
community outside the program, including figur-
ing out basics of day-to-day living such as how to 
use transportation, how to obtain a driver’s 
license, and locating grocery stores where the 
mentee may find supplies from their native 
country.

Training program leadership should be equally 
involved and cognizant of the IMG resident’s 
needs. There are IMG-specific awards or research 
opportunities that program directors should 
encourage their residents to apply for. Since IMG 
residents may have limited social networks, men-
tors and program directors are in a unique posi-
tion to not only introduce them to potential 
career, award, and funding opportunities, but also 
to assist them in making connections with other 
mentors with similar interests, both within and 
outside their institution. The ever-increasing use 
of social media among medical professionals has 
augmented opportunities for networking and 
mentorship, specifically for underrepresented 
minorities [41]. Social media platforms are being 
used to disseminate information about virtual 
IMG-specific seminars, workshops, and webi-
nars that are relatively easy to attend. Trainees 
can also seek mentorship by approaching a fac-
ulty member at another institution via social 
media. Physicians of many nationalities have 
organized groups in the United States (e.g., the 
American Association of Physicians of Indian 
Origin [AAPI], Association of Physicians of 
Pakistani Descent of North America [APPNA]) 
[42]. Program directors can also steer their train-
ees toward these organizations.

It is also important to highlight the role of 
sponsorship. Much as sponsorship is crucial for 
the career development of women and underrep-
resented minorities in medicine, it is also central 
to an IMG resident’s growth and professional ful-
fillment. Sponsorship is the act of using one’s 
influence and position to propel the career 
advancement of an individual who is commonly 
referred to as a protégé or sponsee. While this 
model shares some similarities with mentorship, 
a sponsor is a mentor and more and can have a 
long-lasting impact on the career of the spon-

sored physician. Sponsors provide exposure, vis-
ibility, and experience through opportunity and 
help their protégés develop skills needed to 
become future leaders. While research on this 
topic is still in its early stages, in the authors’ 
experience, sponsors vouching for the merit and 
talent of their IMG trainees can be a strong deter-
minant of their professional development and 
success. However, a deliberate effort by those in 
influential positions (whether IMG or non-IMG 
faculty) is needed to recognize and sponsor those 
who are traditionally excluded from consider-
ation of opportunities. Since this concept is still 
relatively new to many, this is also something that 
must be incorporated into faculty development 
programs. As with any other relationship, to be 
successful, protégés and mentees need to feel 
connected to their sponsor or mentor.

Given that IMGs may have had experience 
with hierarchical culture in their home country, it 
is important that training leadership regularly 
check in with the resident to assess the fit of men-
tor–mentee relationships as it can be difficult for 
the resident to bring up any challenges on their 
own. At the beginning of the relationship, it is 
helpful for mentors to discuss their role as well as 
the role and expectations of the mentee. With the 
program director’s support, the resident should 
have the chance to opt out if the relationship does 
not feel helpful or productive. Trainees may have 
differing perspectives on whether a faculty men-
tor should be an IMG or not. Every IMG is 
unique, and so it is important to understand that 
pairing an IMG trainee with an IMG faculty 
member from a different background does not 
necessarily mean that this will be a good fit. 
Having a mentor from a similar background 
could ensure that the mentee receives tailored 
mentoring from someone who understands their 
knowledge, beliefs, values, behaviors, and cul-
tural and/or religious practices. An IMG mentor 
from a different country can provide valuable 
insights on how they were able to incorporate 
learning the style of US clinical encounters 
alongside learning the practice of clinical psy-
chiatry. Mentorship can still be effective if the 
mentor is a non-IMG or from a discordant back-
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ground. However, it is ideal to have a mentor who 
has experience in training and educating IMGs 
and is familiar with the system, resources, and 
the cultural norms of the training program. The 
authors are also mindful that many programs may 
not have enough or any IMG faculty to mentor 
trainees, and these programs may consider the 
latter option (i.e., assigning a non-IMG mentor) 
or help connect the resident with an IMG mentor 
at a nearby institution.

Despite the benefits associated with diversity 
in the medical workforce, significant disparities 
exist. Many programs are rightfully enhancing 
their focus on their diversity, equity, and inclu-
sion efforts. Mentorship is one proposed mecha-
nism to address disparities for underrepresented 
minorities and has been associated with increased 
career satisfaction [43]. While these efforts are 
often designed for underrepresented minorities, 
specifics around IMGs can be missed. Biases 
arising from a difference in one’s dress, commu-
nication, interpersonal skills, or accent can be 
perceived as microaggressions. This can cause 
further delay in the IMG resident’s sense of 
belonging in the community and the system. 
Implicit bias can also affect recruitment, career 
development, well-being, and self-esteem of 
IMG residents. IMG residents can face bias and 
lack peer support from those with similar back-
grounds, leading them to feel isolated and impact-
ing their well-being and sense of belonging. 
Faculty cluster hiring is an emerging practice in 
higher education and involves hiring faculty into 
multiple departments around interdisciplinary 
research topics, or “clusters.” Training programs 
may wish to advocate for faculty cluster hiring, to 
capture a large and diverse pool of faculty with 
remarkable backgrounds that can help with iden-
tification of synergistic connections among train-
ees and diverse faculty, and foster collaboration, 
as well as a shared experience. Along with pro-
moting diversity, cluster hiring can help recruit 
and retain underrepresented minority trainees 
with diverse backgrounds, who can then mentor 
future generations of URM trainees. When done 
well, this process can be a powerful way to build 
program/department excellence and diversify the 

workforce. However, it also requires buy-in from 
department administration and leadership. A 
workplace culture that acknowledges the impor-
tance of a diverse trainee cohort is crucial to 
retention of these trainees as faculty.

It is imperative that these efforts include a 
focus on IMG discrimination in the program’s 
practices and curricula. Given that IMGs can 
experience and face discrimination and bias from 
their peers and faculty, creation and implementa-
tion of faculty development programs and curri-
cula centered around this issue must be 
prioritized. This would equip trainees and faculty 
to foster a safe and inclusive culture for all. 
Alignment of mentorship programs with institu-
tional goals and resources is crucial to sustain 
efforts to foster an environment of diversity and 
inclusion [44]. Implementing structural policies 
can help IMG residents not only survive but 
thrive in the program.

 Anticipated Changes and Future 
Directions

In February 2021, the Federation of State Medical 
Boards (FSMB) and the National Board of 
Medical Examiners (NBME) announced that 
USMLE Step 1 scoring will transition to pass/fail 
instead of the three-digit score. This change will 
be implemented after January 2022 [45]. 
Historically, the Step 1 score has been used by 
program directors to screen applicants for inter-
views during the residency selection process 
[46]. Although this transition may encourage 
residency programs to holistically review appli-
cations of candidates, its impact on the applica-
tions of IMG physicians is currently unclear. The 
Step 1 score has traditionally been a way for IMG 
applicants to distinguish themselves. In fact, the 
mean Step 1 score of matched non-US IMG 
applicants has been reported to be higher than 
that of unmatched non-US IMG applicants (mean 
score 234 versus 223) in the 2020 Match cycle 
[47]. Now with the transition to pass/fail report-
ing, IMG applicants will have to find alternative 
ways of making their application more competi-
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tive. Furthermore, it is likely that this will cause 
the Step 2 Clinical Knowledge (CK) score to 
assume a much more central role. IMG appli-
cants might also try to supplement their academic 
performance by taking USMLE Step 3 prior to 
the Match cycle. In addition to finding ways for 
showcasing their academic ability, IMG appli-
cants will be tasked with bolstering their chances 
of matching through other aspects of their appli-
cation such as extensive US clinical experience, 
strong letters of recommendation (preferably 
from US physicians), research, publications, 
other scholarly activities, and networking [48]. 
Residency programs should be aware of the addi-
tional challenges this change may cause for IMG 
applicants. As previously discussed, consider-
ations at various levels, ranging from recruiting a 
group of people from diverse backgrounds to 
holistic review of applications, to employing tele-
psychiatry as a means of providing IMG physi-
cians with US clinical experience, are desired.

In addition, the number of attempts for Step 1 
will be reduced from six to four. Furthermore, in 
January 2021, USMLE decided to discontinue 
the previously suspended (due to the COVID-19 
pandemic) Step 2 Clinical Skills exam [49]. 
Despite its flaws, Step 2 CS has been used by 
residency programs to not only assess clinical 
skills, but also spoken English proficiency of 
IMG applicants. As noted earlier in this chapter, 
the ECFMG has introduced the Occupational 
English Test (OET) to fulfill this role and is offer-
ing six alternative pathways that will lead to 
certification.

Beginning in 2024, IMG physicians applying 
through ECFMG will need to be educated at a 
medical school accredited by agencies recog-
nized by the World Federation for Medical 
Education (WFME) [50]. This requirement might 
make program directors more comfortable 
regarding the standards of international medical 
schools. However, it remains to be seen whether 
international medical schools will participate in 
such accreditation processes. It will be important 
to follow any related effects of this requirement, 
perhaps even unintended effects. Some students 
from medical schools that choose not to partici-
pate in the accreditation process might be inad-

vertently affected. It can also affect the status and 
perception of international medical schools in the 
eyes of local students. The impact of these 
changes is currently unknown; however, it will be 
important to stay vigilant about the unintended 
ways in which these changes can influence 
recruitment and training of IMG applicants.

Given that IMG physicians constitute a large 
part of physician workforce in the United States 
and make unique and significant contributions, 
novel strategies must be considered to facilitate 
their inclusion. Some IMG applicants are already 
specialty- and subspecialty-trained and certified 
in their countries of origin. Instead of having 
them repeat residency training, mechanisms for 
directly incorporating them into fellowships or 
the US health-care workforce after ECFMG cer-
tification should be considered. A precedent for 
this, known as the “Alternate Pathway,” exists in 
other specialties such as radiology. Creating such 
a pathway in psychiatry will require developing 
due processes but the following strategies can be 
considered. The role of WFME, ECFMG, and 
ACGME can be extended to include accredita-
tion and credentialing of international residency 
training. The American Board of Psychiatry and 
Neurology (ABPN) can offer in-residency train-
ing exams and board certification in general psy-
chiatry for international psychiatrists. Using 
strategies like these to develop processes that 
allow international psychiatrists to pursue gen-
eral psychiatry and specialty training in the 
United States without having to repeat residency 
training will also address the shortage of general 
and specialty psychiatrists in the United States. 
In Washington State, a bill was passed that would 
permit IMGs to practice at a US facility with a 
limited license [51]. As conversation regarding 
improving access to care by incorporating other 
practitioners gains momentum, it is important to 
recognize the unutilized physician workforce that 
exists in the form of unmatched IMG 
physicians.

IMG physicians are an asset to the US health- 
care system, and efforts to recruit, train, and sup-
port their careers is a small investment that yields 
high results in the form of their unique 
contributions.

M. Khan et al.
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10Creating a Safe and Stimulating 
Program for Four Years 
of Professional and Personal 
Development

Joan M. Anzia

 Introduction [1]

Many new program directors start their roles with 
considerable anxiety about adhering to the 
ACGME program requirements, including worry 
about how to fix a citation or area for improve-
ment (AFI). If AFIs or citations are not the focus, 
new program directors often focus on [1] those 
items that scored lower on their Accreditation 
Council for Graduate Medical Education 
(ACGME) resident or faculty surveys or [1] satis-
fying the desires of their chair, designated institu-
tional official (DIO), or the dean. Such an 
approach can be very stressful and results in the 
program director experiencing their role as one 
long unending chase to attain positive reviews 
from those individuals. This perspective can draw 
focus away from the essential and truly reward-
ing job of ushering a group of talented young 
medical school graduates through training to 
become competent and compassionate psychia-
trists. What could be more compelling, more 
replete with challenges, surprises, and some-
times, if not often, outright fun? The aim of this 
chapter is to try to capture some of that experi-

ence and offer some best practices to guide you 
through the adventure of fostering an environ-
ment of well-being and scholarship. This chapter 
is written based on the author’s experience as a 
program director and based on published best 
practices in the area of promoting a positive 
learning environment.

The secret of long-time program directors is 
this: if you approach this job with a passion for 
medical education, care deeply about your resi-
dents (and the faculty who teach them), and try to 
provide residents with the best possible learning 
experience throughout their 4 years, you are nat-
urally going to do most of the things that the 
ACGME Psychiatry Review Committee (RC) 
expects you to do as a program director. But, 
more importantly, your residents and faculty will 
know that you “have their backs,” that you are 
doing your best for them and their future careers. 
In doing so, you will have “imprinted” them with 
the knowledge, skills, and attitudes that will 
enable them to stay well as individual profession-
als, flourish in their careers, and develop habits of 
a scholar and lifelong learner. To be in a position 
to have that kind of positive impact is simultane-
ously rewarding, a joy, and privilege.

The position of passion for medical educa-
tion, advocating for your residents, and develop-
ing young professionals should always be your 
central focus, your touchstone. If you are doing 
this job for any other reason, you will end up 
exhausted, frustrated, and unrewarded. Some 
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physicians in medicine create new scientific dis-
coveries, new treatments, innovative treatment 
programs, or are innovative leaders and adminis-
trators. As a program director, you will have the 
opportunity to help create skilled new psychia-
trists who will engage in all of those areas of 
medicine. The task of the program director is 
essentially generative: your reward will be a sec-
ond “family” of well-trained, highly profes-
sional, and relatively happy young psychiatrists 
who have gone forth to provide excellent care, 
and perhaps contribute to the field in areas of 
 scholarly research, education, and leadership. If 
you do your job well, that “second family” will 
never forget your role in their growth and 
development.

Residency training is so much more than the 
mastery of knowledge and skills, although those 
are essential. It is an apprenticeship in a vocation 
with core professional values, ethical principles, 
and a body of wisdom about caring for patients 
and oneself. Trainees must find their own unique 
ways to adopt and embody these values and prin-
ciples and integrate them into their professional 
identities. The trainee will also encounter much 
human tragedy in their work with patients and 
their families on this journey. In psychiatry, resi-
dents also enter a world that is foreign to most 
others: they learn about mental illness from the 
inside; they have intimate encounters with human 
beings suffering profound depression, psychoses, 
and other mental disorders. They will also need 
to make choices about professional expectations 
and events in their personal lives. There is no 
instructional manual that can serve this function; 
residents will need experienced guidance at cru-
cial times during training to help them navigate 
and understand these experiences and their role 
as psychiatrists. This may be your most impor-
tant role as a program director: guide, real-time 
teacher, and mentor. It is your availability and 
support at crucial moments that can be career- 
changing for a resident.

In this chapter, we will cover the basics of 
establishing and maintaining a residency pro-
gram in which residents learn to foster their well- 
being (and that of team members), learn how to 
navigate the spheres of personal and professional 
challenges and opportunities, and how to manage 

individual and group well-being challenges 
effectively. We will also discuss strategies to cre-
ate a program that fosters lively scholarly inquiry 
and creativity, which can also be a component of 
well-being for residents. The chapter is divided 
into the following sections:

 1. A brief overview of scholarly work in medical 
education regarding important factors in pro-
moting wellness

 2. Resident traits that are correlated with resil-
ience and well-being

 3. Creating a “safe-enough” residency program 
environment (pyramid of essential factors)

 4. Work and life events that can impact resident 
well-being throughout training

 5. Residents with illness or disability
 6. Residents who exhibit disruptive behaviors 

and disciplinary issues that affect well-being

 Graduate Medical Education 
and Well-Being

It is beyond the scope of this chapter to present a 
comprehensive history of the increasing focus on 
physician and resident well-being that began in 
the early 2000s. Though there were many earlier 
initiatives in physician health and wellness before 
these years, after 2000, there was a groundswell 
of interest and concern about physician burnout, 
well-being, and stressors in residency training 
generated by research and critical events. Studies 
by Shanafelt, Dyrbye, and West at Mayo Clinics 
[1] and Sen at the University of Michigan [2] 
demonstrated the high prevalence of burnout and 
depression in physicians of all specialties, includ-
ing high rates of depression in medical trainees. 
Nearly 20 years before, the death of 18-year-old 
patient Libby Zion in New  York City in 1984 
highlighted the impact of chronic sleep depriva-
tion on the functioning of residents [3]. Following 
this tragic death, the ACGME began to study the 
impact of long work hours in residency and insti-
tuted duty hours regulations for the first time in 
2002. Michael Myers published research on the 
incidence of physician suicide [4]. Some tragic 
resident suicides in 2011 and 2018 brought 
increased focus on depression during residency 
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training and the importance of improving mental 
health services for residents [5]. The ACGME 
held its first national conference on resident well- 
being in 2015  in Chicago and has continued to 
hold these conferences annually in conjunction 
with the National Academy of Medicine (NAM) 
[6]. In 2017, the NAM created the Action 
Collaborative on Clinician Well-Being and 
Resilience, which promotes research and 
evidence- based interventions for resident mental 
health [7]. In 2019, the ACGME added several 
elements to Section VI of the Common Program 
Requirements; one of these was a subsection on 
well-being. The well-being section highlights the 
frequency of burnout and depression during resi-
dency training and includes requirements target-
ing elements such as resident time off for family 
and relaxation, ability to attend health and mental 
health appointments during the workday, and 
program attention to work intensity [8].

The NAM defines resilience as a “multidimen-
sional characteristic that embodies the personal 
qualities that enable one to thrive in the face of 
adversity. Resilience can be built and fostered and 
is a dynamic, evolving process of positive atti-
tudes and effective strategies.” [7] The Action 
Collaborative continues to describe four main 
dimensions of resilience: “(1) attitudes and per-
ceptions, (2) balance and prioritization, (3) prac-
tice management style, and (4) supportive 
relations.” [7] The Stanford WellMD website [9] 
encourages regular exercise and offers strategies 
for finding balance in one’s work life (reference). 
Special attention should be paid to residents who 
are parents of young children; work/home conflict 
(especially having a child at home) can be a sig-
nificant risk factor for burnout.

In 2018, the NAM published a model illus-
trating the various components contributing to 
physician well-being: society and culture, rules 
and regulations, organizational factors, the learn-
ing/practice environment, health-care responsi-
bilities, and skills and abilities. The last 
component is personal factors [10]. The model 
illustrates the fact that “personal factors” are 
only one of seven that contribute to well-being. 
Most of the others are partly under the control or 
influence of the residency program and in large 
part determined by the institution. Therefore, 

any program “wellness plan” should try to 
address all of these areas [10].

The training years are ideal for residents to 
learn how to increase and maintain their resil-
ience and overall wellness through their careers. 
However, they cannot do this alone: a program 
director who has a solid understanding of factors 
that promote well-being can design and imple-
ment a program that facilitates residents’ learn-
ing to live a rewarding and positive life as a 
physician/psychiatrist.

 What We Know About Resident 
Traits That Are Correlated 
with Resilience

Cloninger et al. examined personality traits that 
were associated with resilient physicians [11]:

Resilience was associated with a personality trait 
pattern that is mature, responsible, optimistic, per-
severing, and cooperative. Findings support the 
inclusion of resilience as a component of optimal 
functioning and well being in doctors. Strategies 
for enhancing resilience should consider the key 
traits that drive or impair it.

Identifying traits that drive or impair resil-
ience in prospective residency candidates is 
beyond the scope of this chapter. In addition, no 
medical school graduate arrives at internship year 
with strengths in all of these areas. However, pro-
gram directors can attempt to foster qualities that 
promote resilience during the years of residency 
training. And, they can expressly nurture a posi-
tive attitude toward our profession, train residents 
in cooperative teamwork, and set clear expecta-
tions for appropriate responsibility and persever-
ance in the face of challenges.

 The Safe and Stimulating 
Environment: The Resident 
Needs Both

 What Is a “Safe Enough” Environment 
for Training?

Because psychiatry residency training occurs 
during young adulthood, and is lengthy as well as 
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cognitively, physically, and emotionally demand-
ing, program directors must do their best to cre-
ate environments in which residents can devote 
their energies to learning without unnecessary 
and undue hardship, distress, or extraneous bur-
dens. This does not mean that the program direc-
tor needs to provide massage therapists, frequent 
bonus days off, special resident “wellness” days, 
free food for resident meetings, or non-evidence- 
based interventions to forestall burnout. “Safe 
enough” also does not mean overprotection. The 
balance of safety and necessary difficulty is simi-
lar to that provided by good parents: the program 
director has to allow and encourage residents to 
face many difficult professional and personal 
challenges and responsibilities during training as 
an essential part of their learning.

A format based on Maslow’s hierarchy of 
needs [12] illustrates some of the levels of safety 
that should be built into a residency program and 
monitored on a regular basis. At the foundation 
level, the resident’s personal safety, workload, 
and basic human needs should be addressed. 
Then, a culture of trust and tolerance must be 
nurtured in the program, and the fostering resi-
dent accountability to each other, the program, 
and the profession can take place.

The program director ensures a “safe enough” 
environment by continually monitoring the resi-
dent experience and assuming responsibility for 
providing for the resident’s relative physical, men-
tal, and emotional safety throughout training. The 
resident’s ability to manage challenges will gener-
ally increase throughout the training years. As 
such, the program director must be attuned to the 
learning level of particular trainees. “Safe enough” 
includes a multitude of elements, from adequate 
security presence in high-risk environments to 
adequate confidential reporting systems for the 
processing of harassment and other complaints in 
the workplace, to advocating for the hiring of mid-
level providers to assist residents in a busy clinic 
setting, to ensuring a safe return-to- work plan for a 
resident who has been ill or on parental leave. This 
is an environment in which residents can make 
“productive errors” [13] with adequate supervi-
sion (to ensure patient safety) in an atmosphere 
devoid of shaming and humiliation.

 Access to Mental Health Care

The importance of quality, accessible, mental 
health care for residents cannot be overesti-
mated [14]. The ACGME appropriately man-
dates that residents have 24/7 access to quality 
mental health consultation and care; this is one 
area in which graduate medical education can-
not cut corners – when physicians and trainees 
ask for help, they usually needed it “yesterday.” 
Ideally, mental health clinicians providing care 
for residents should have advanced training and 
credentials (PhD, MD, PsyD), have knowledge 
about medical training, medical culture, and 
training challenges, and have clinical experi-
ence in treating young professional adults. 
There should be available consultation and 
treatment hours that suit the schedules of busy 
residents, as well as 24-hour availability for 
emergency consultations.

The mental health providers should be made 
familiar to all trainees in the program, and their 
contact information easily available at all times 
(e.g., on the back of the resident’s ID or on the 
house staff wellness page). Optimally all resi-
dents should be introduced to the team of provid-
ers during intern orientation; the clinicians can 
also make appearances at other residency events 
or conduct departmental presentations. Mental 
health services should be geographically acces-
sible, but also arranged so that resident privacy is 
protected. Residents must be confident in the fire-
wall between graduate medical education and 
mental health services (i.e., no reporting other 
than numbers of residents seen per time period).

Many of today’s current interns have received 
mental health treatment prior to starting residen-
cies, but may feel uncomfortable continuing with 
treatment due to stigma, worries about available 
time to access care, privacy, and other concerns. 
This may be one of many factors in the increase 
in depression and anxiety of interns within 
months of starting training. Leadership in gradu-
ate medical education can address this by send-
ing out a letter (along with other pre-orientation 
notices) encouraging new interns to continue 
with their medical and mental health treatment as 
they start work, and listing available resources, so 
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that trainees can set up appointments prior to the 
start of residency training.

A resilient residency program, one that can 
promote well-being and sustain the everyday 
challenges of medical training, clinical and 
scholarly work, as well as the common events in 
departments (faculty changes, geographic moves, 
etc.), can be built with attention to several core 
principles illustrated in Maslow’s hierarchy.

We have already discussed many of the ele-
ments in the lower third of the pyramid: estab-
lishing and maintaining a “safe-enough” 
environment for residents to grow and learn.

The middle section of the pyramid can be 
implemented strategically through thoughtful 
policies, procedures, scheduling, and special 
events.

 Building Trust and Support Within 
Resident Groups

Fostering trust between residents, as well as resi-
dents and program leadership, starts during the 
recruitment and selection process. 
Communications with prospective trainees 
should be consistent, accurate, timely, equitable, 
and kind; this is an exciting but often nerve- 
wracking time for applicants. It is especially 
helpful if program directors and coordinators can 
be respectful, patient, and compassionate 
throughout the process. This attitude is modeled 
also for the current residents who are involved in 
recruitment and sets expectations for their future 
relationships with the new interns.

Research has demonstrated that residents rely 
most on peers for support and also as teachers 
[15]. Therefore, explicitly fostering a resident 
community early in training is an essential ele-
ment in strengthening resident resilience and 
well-being. The PGY1 year is one of excitement 
and anxiety. Many residents have moved far from 
family and friends, are living in a new city or 
town, and have not formed a social support net-
work yet. In addition, in most programs, new 
residents are rotating between primary care, neu-
rology, and psychiatry, which limits opportuni-

ties to bond with classmates. It is crucial for 
resident well-being that PGY1s can bond with 
each other, with more senior residents, and with 
faculty early in their first year. Social isolation in 
residency is a contributor to depression; thus, the 
importance of a supportive residency community. 
The program director(s) and chief residents must 
provide several opportunities for residents to 
spend time together both at work and outside of 
work, to get to know one another and each other’s 
partners/families, throughout the initial year of 
training. Along these lines, some programs hold a 
special get-together for PGY1 significant others 
to introduce them to psychiatry residency train-
ing and foster a sense of inclusion in the program 
“family.”

Another helpful strategy is to assign “buddy” 
or “big sib” senior residents to PGY1 residents at 
the start of training so that the intern has a sup-
portive fellow resident, in addition to the chief 
resident, to call with any questions or concerns. 
Senior residents should be explicitly coached by 
the program director to be available mentors for 
junior residents. Welcome parties and frequent 
informal get-togethers should be regular events 
during the PGY1 year. Faculty can hold “movie 
nights” or casual dinners in their homes; inter-
ested residents can put together sports teams 
(softball, volleyball, and running clubs are com-
mon examples). If possible, the chair or program 
director should hold at least one annual event in 
their home for residents and fellows; this shared 
event is tangible evidence that the resident is wel-
come into the department “family.”

 Importance of Chief Leadership
Resident groups, like all groups, can tend to 
regress if inadequate attention is paid to mission, 
values, and boundaries. This is why the program 
director must pay close attention to preparing the 
chief residents for leadership roles: the chief resi-
dents bear much of the responsibility for a culture 
of well-being as well as scholarly productivity. 
Providing some training for chief residents on 
group dynamics, particularly managing conflict 
and regression in groups, can be extremely useful 
in maintaining a positive resident culture. Chiefs 
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can also be coached on running effective meet-
ings, leading the group through inevitable 
changes and challenges, and coping with indi-
vidual residents behaving in a disruptive manner. 
Chiefs, like program directors, must learn to 
simultaneously validate residents’ feelings and 
worries and “take the high road.” In other words, 
they should represent the goals and values of the 
program and the profession.

 Privacy and Confidentiality
Program directors and chief residents must also 
maintain vigilance concerning individual resi-
dent privacy and confidentiality. Chief residents 
must learn when an individual resident issue 
must be brought to the program director, espe-
cially when the issue involves resident well- 
being, such as a resident exhibiting signs of 
burnout, depression, or symptoms of medical or 
psychiatric illness. Such situations, especially 
when other residents in the program are aware of 
the individual resident’s difficulties, call for a 
careful balance of priorities and judicious com-
munication. The program director may likely 
need to meet with the resident in question, evalu-
ate the situation, and develop an appropriate plan 
to assist them, which may be a general medical 
evaluation (or a specific evaluation, such as a 
sleep study), fitness for duty evaluation, a referral 
for psychiatric evaluation for an undiagnosed or 
untreated mental disorder, a few “mental health 
days” off, or professional coaching on burnout 
mitigation.

When other residents in the program ask 
questions or express concerns about the affected 
resident, the program director and chief resi-
dents must remind them that every resident’s 
privacy should be respected. However, this 
maintenance of privacy may sometimes result in 
the resident group feeling anxious that appropri-
ate intervention or assistance may not have 
occurred. In this situation, the program director 
can speak to the group in generalities about how 
the program supports individual residents, with-
out referencing the particular resident situation 
in question. This approach usually calms the 
overall resident group while respecting privacy 
issues.

 Fostering an Ability to Tolerate 
Differences of Opinion and Conflict
It is inevitable that disagreements arise within 
residency programs. If handled poorly, festering 
conflict can seriously impair morale and well- 
being in a program. It is crucial that the program 
director foster a culture of open discussion and 
tolerance for a variety of viewpoints. It is equally 
important that the residency group knows that the 
program director will expect appropriate civility 
and respect for others and will hold residents 
accountable who do not meet these standards. 
Along these lines, the resident group must know 
that the program director is in charge, can make 
firm unambiguous decisions, and is comfortable 
saying “no” when necessary. The fastest way for 
a program director to lose credibility with resi-
dents is to avoid making essential decisions while 
trying to please everyone. The program director 
is not a “best friend,” parent, or therapist to resi-
dents. In the words of James Lomax, M.D. (per-
sonal communication), the program director is a 
“compassionate administrator.” The program 
director must be comfortable in setting limits 
with individual residents or a small group of resi-
dents’ behaviors. If they fail to do this, residents 
will feel frustrated, demoralized, and inevitably 
some will try to fill the vacuum of leadership – 
sometimes with disastrous consequences.

 Accountability to Each Other 
and Sharing Core Values
Most humans will work very hard if they believe 
that their work is important and valued. One con-
tributor to physician burnout is the perceived 
inability to live up to one’s professional values in 
the workplace. In a residency program that fos-
ters well-being, residents believe that they are 
contributing to the profession and that their fel-
low residents live by the same standards of pro-
fessionalism and accountability. This does not 
mean that residents do not make mistakes (after 
all, they are learners), but truthfulness, treating 
one’s fellow residents as one would want to be 
treated, fairness, and “good citizenship” must be 
front and center. The program director, chief resi-
dents, and senior residents must consistently 
model and reinforce these core values daily.
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Modeling of core values is a frequent and 
common challenge in residency programs, espe-
cially because night call and night float are hard 
work. In addition, backup coverage can be a bur-
den, and unexpected coverage demands are 
inconvenient and distressing. Some policies can 
enhance a sense of equity concerning call: for 
example, if a resident must cover for a fellow 
resident who is ill, the latter resident will pick up 
one of the covering resident’s calls at a later time. 
There are other policy iterations that can help 
even out the playing field. However, call sched-
ules never work out perfectly. Therefore, regular 
discussions about shared workload, gratitude, 
equity, fairness, and accountability to patient care 
and each other are important.

 Managing Personal and Professional 
Events in the Life of the Resident That 
Affect Well-Being

 Work-Related Events
The program director must guide residents, espe-
cially junior residents, in their response to work 
challenges. There are common developmental 
challenges that occur during training in psychia-
try, and the program director must be familiar 
with them and able to respond in real time. Here, 
we provide some case vignettes of such work- 
related events.

 1. Feelings about their patients: A PGY1 resi-
dent working on the inpatient unit pages the 
Program Director at 4:00  pm one weekday 
afternoon. The resident is a usually calm and 
even-tempered young man in clinical settings. 
However, he sounds tense, and urgently asks if 
he can speak with the Program Director, 
When he arrives, he tells the Program Director 
that he is very upset that he finds himself 
angry at a paranoid young male patient with 
schizophrenia, who is assigned to his team. 
The resident describes the patient as glaring 
at him in a very hostile manner several times 
during the day. The resident is alarmed that 
he is having brief fantasies about killing the 
patient; he has never experienced such 

thoughts and feelings. The Program Director, 
sensing that humor may help this particular 
resident, says “Welcome to psychiatry!”, then 
explains that these are universal experiences 
in psychiatry training. Then, the Program 
Director describes the psychodynamics at 
work behind the resident’s response to work-
ing with this very ill patient.

Immersion in the world of inpatients with 
psychotic disorders, severe personality disor-
ders, and profound mood disorders can be dis-
orienting and emotionally challenging for 
most, if not all, junior residents. Faculty mem-
bers and program directors can be affirming 
and reassuring mentors in these common situ-
ations and transform them into positive learn-
ing experiences.

 2. Feeling overwhelmed on call: A PGY2 resi-
dent has completed several training calls and 
three independent night calls covering a busy 
emergency department (ED). On her fourth 
call, the psychiatric section of the ED is 
unusually busy with patients and she strug-
gles to keep up. She calls in the backup resi-
dent but feels guilty about that and not being 
able to “clear” the roster of patients on her 
own before morning.

This is still a common experience for resi-
dents long after duty hour guidelines were put 
into place initially in 2002 and modified sig-
nificantly in 2011. Medicine selects for per-
fectionism in trainees and rewards it, so it is 
not surprising that our trainees struggle with 
overwork, an exaggerated sense of responsi-
bility, unrealistic expectations of themselves, 
and shame if they do not meet these 
 expectations. It is difficult to overestimate the 
propensity for shame and perfectionism in 
medical residents. Residency is a crucial time 
for modification of those traits as the resident 
develops a professional identity. The program 
can explicitly help with resident self- 
expectations of perfection through presenta-
tions on reasonable goals, acknowledgment 
that we all fall short at times, and that we can 
only do what is humanly possible. Building a 
strong backup system for residents is essen-
tial, as is selecting supportive and mature 
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chief residents who know when to “jump in” 
to help.

 3. Problems with time management: A PGY1 
resident with an outstanding application from 
medical school is struggling to keep up with 
his workload on the inpatient unit; compared 
with his fellow residents, his notes are too 
long and he appears to belabor his documen-
tation; he is often late for meetings and is 
staying late on the unit to finish his work. He 
looks exhausted and worried.

This is a common problem for beginning 
residents, one that may not have been recog-
nized or addressed in medical school. It is 
important that the program director identify 
time management issues as early as possible 
in training and initiate assistance for the resi-
dent. Some graduate medical education pro-
grams have trained tutors or professional 
coaches to help residents improve their effi-
ciency; another solution is to select a senior 
resident (preferably one who also struggled 
with this problem and learned to master it) to 
confidentially coach the PGY1 in time man-
agement techniques in vivo.

 4. Transition to outpatient rotations and psycho-
therapy: An incoming PGY3 resident has just 
attended the annual “sign out” event in late 
spring, when graduating PGY4 residents meet 
with incoming PGY3s to discuss patients who 
will be transferred to their new outpatient 
caseloads at the start of the new academic 
year. Although the PGY3s are reassured that 
they will have time to space out their first 
appointments and get to know their patients, 
the resident asks to meet with the chief resi-
dents. She appears overwhelmed and very 
anxious about starting outpatient work, stat-
ing that she feels totally unprepared and 
“won’t know what to do.”

This transition mid-training may be the 
most challenging of psychiatry residency for 
some residents; they have just begun to mas-
ter the inpatient and CL settings, and then 
they have to switch gears and learn some-
thing entirely new. The program director can 
ease this transition by (1) openly acknowl-
edging the challenges of the transition, (2) 

emphasizing that the resident has already 
developed some therapy skills in their inpa-
tient work, (3) providing a good, several-ses-
sion orientation to the outpatient clinic setting 
and outpatient work, and (4) ensuring that 
residents not only have weekly supervision 
sessions, but available in-the-moment super-
vision from attendings and senior residents in 
the clinic.

 5. Patient suicide
No single vignette can capture the impact 

of the suicide of a resident’s patient. This is 
our worst outcome, and yet between 30% and 
60% of residents will experience the suicide 
of a patient during the training years [16]. 
This statistic is a reminder of the malignant 
nature of many mental disorders. For exam-
ple, 15% of depressed patients die by suicide 
and 50% of all suicides involve depressed 
patients (reference), This chapter cannot cover 
in detail all of the pre- and post-interventions 
that can help ease the experience of losing a 
patient to suicide, but we can summarize some 
of them. Because a patient suicide always 
comes as a shock, and there is a flood of affect 
for individuals including the small communi-
ties of program, units, and departments, it is 
important that program directors prepare well 
in advance for these events.

First, the program director can help pre-
pare residents by having annual discussions 
and presentations on the topic of patient sui-
cide and the impact of the same on clinicians. 
There are many helpful resources, including 
curricula and videos, that are available [17].

Second, in the immediate aftermath of a 
patient suicide, the program director must 
have an established protocol for how to notify 
and support residents; the protocol should be 
written and readily available to all. The pro-
gram director or designated faculty members 
should inform not only the resident who pri-
marily cared for the patient, but every resident 
who provided care for that patient – prefera-
bly in person, but most importantly before the 
residents hear about it from other sources.

Third, the program director must help the 
resident process this event when they are 
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informed – again, in person – and assess if the 
resident may need to take some time off  – 
from the rest of the workday to a day or two. 
Often, the resident feels numb from the shock, 
and the suicide does not feel “real,” so imme-
diately returning to work the same day of 
receiving the news is generally not advisable. 
However, most residents prefer to return to 
work the next day; remaining at home isolates 
them from peer and faculty support, and can 
contribute to the resident’s remorse, self- 
questioning, and loss of confidence. In most 
cases, we recommend the program director 
check in with the resident briefly on a daily 
basis for a few days, then once a week for a 
few weeks, to monitor sleep, level of anxiety, 
hyperarousal, and possible risk avoidance; the 
program director should also be alert to com-
mon cognitive sequelae such as shame, self- 
blame, and demoralization. For some 
residents, a referral for psychotherapy may be 
indicated.

Fourth, the program director or designated 
faculty member should help prepare the resi-
dent for any critical incident review and attend 
this event with the resident to provide 
support.

The benefits of providing these pre- and 
post-interventions are not only for the indi-
vidual resident. Demonstrating how to man-
age and integrate such painful losses also 
models for the entire resident group how psy-
chiatrists can cope with the worst clinical 
outcomes.

 6. Other adverse events
A PGY2 resident is working in the 

Emergency Department during the daytime; 
the ED is crowded and a group of psychiatric 
patients are waiting in a holding area for 
inpatient beds to become available. The resi-
dent goes to the bedside of a patient with bor-
derline personality disorder to do a routine 
reassessment; he does not leave arm’s length 
of space between himself and the patient. The 
patient, a young woman, reaches out with her 
fist and hits him hard in the jaw.

Patients’ verbal and attempted physical 
assaults on clinicians in the emergency setting 

are not rare, and although thorough safety 
training and supervision for beginning resi-
dents are essential, there are times when resi-
dents may experience them. Like a patient 
suicide, a resident assault should be consid-
ered a program emergency, and the program 
director or faculty designee should assess the 
situation in person as soon as possible. If there 
is a question of an injury, the resident must be 
evaluated by medical staff in the emergency 
setting. The program director should meet 
with the resident frequently in the aftermath 
to check in on any physical symptoms or 
symptoms of acute stress disorder, such as 
impaired sleep, hypervigilance, or avoidance 
of triggers.

An assault on a resident, no matter how 
slight, will impact all residents’ perceptions 
of their own safety on the job. Therefore, a 
thorough critical incident review as well as a 
detailed examination of security procedures is 
recommended, with full transparency about 
the process within the residency.

 7. Ending residency
Despite attending the PGY4 course on 

career planning, a senior resident is highly 
anxious about the decisions facing her as she 
begins her last year of training. She is not sure 
if she wants to remain in her current location 
or seek a job closer to her family. She feels 
overwhelmed by financial decisions, includ-
ing loan repayment, as well as questions 
about pursuing a fellowship.

Despite what senior residents may say, 
they are typically anxious about leaving resi-
dency and becoming attendings, whether they 
choose a fellowship or plan to pursue a par-
ticular job. Residency training constitutes a 
kind of adult developmental delay; while the 
resident develops the skills, knowledge, and 
professional identity of a physician, they have 
had to put off some “real-life” decisions. In 
addition, residency training is very structured, 
so the major increase in freedom of choice 
can be both exciting and unnerving. This is a 
time when regular guidance from the program 
director, faculty mentor, or other faculty des-
ignate is crucial.
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PGY4 residents (and PGY3s departing for 
certain fellowships) will need explicit guid-
ance on career planning, from an overall view 
of possible careers down to crafting one’s CV 
and cover letter, and how to manage job inter-
views. Transitioning residents need to learn 
about how to negotiate a contract and what 
legal assistance they may need.

These transitioning residents need to learn 
about everything from malpractice and dis-
ability insurance to risk management as well 
as personal and professional financial issues. 
They need to ensure that they will be lifelong 
learners. All of these issues can best be 
addressed in a regular seminar or course on 
transitioning from resident to attending. 
Residents especially enjoy visiting speakers, 
particularly recent graduates of the program, 
who can talk about their own early career 
journeys.

In addition to career planning, PGY4 resi-
dents need guidance on how to plan for their 
terminations with patients as the end of resi-
dency approaches. If residents are following 
some patients throughout the PGY4 year, 
administrative and clinical strategies for dis-
position of patients should be discussed at 
length. Lastly, residents should plan to allow 
themselves time to say goodbye to their fel-
low residents, the faculty, the program direc-
tor, and the program administrator/
coordinator. With this level of information 
and guidance, the resident is better prepared 
to move forward with confidence as they com-
plete training.

 Life Events

Of no less importance is the role of the program 
director in assisting the resident in developing 
responses to both planned and unplanned life 
events, which can be as diverse as how to man-
age an upcoming wedding, or how much leave 
they will need for recovery from an appendec-
tomy or caesarian delivery. Most residents have 
never had to balance their responsibilities as a 
physician with major life events. This is one of 

the major learning opportunities on well-being 
and professionalism for trainees because there 
is no “instruction manual” on how to make 
these complex decisions. The program director 
must teach and demonstrate how to use basic 
principles of self-care and responsibilities to 
others in making plans to address individual 
situations.

 Life Happens: Personal and Family 
Events

The four or more years of young adulthood that 
constitute the training years are personally excit-
ing, full, and challenging. For many residents, it 
is the first time they have a full-time salaried 
position with a contract and benefits as well as 
considerable responsibilities. Here is a partial list 
of life events that can and do occur during the 
training years:

 1. Finding a life partner, commitment, and 
marriage

 2. LGBTQ residents coming out to friends, col-
leagues, and family

 3. Pregnancy, childbirth, and parenthood
 4. Relationship breakups and divorce
 5. Personal illness or injury, an emergency sur-

gery, development of a disability
 6. Serious illness or death of grandparents or 

parents, illness or injury of siblings and sig-
nificant others

 7. Personal financial or property loss, such as 
home, fire, or flood

 8. Experiencing a traumatic event such as an 
assault or natural or man-made disaster

 Assisting the Resident in Responding 
to a Life Event

Life events offer “real-time” and valuable learn-
ing in decision-making as a physician. The pro-
gram director must be an active supervisor in 
how to integrate one’s professional and personal 
lives: this can help promote lifelong well-being. 
In addition, many residents are living far from 
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their families, who may have supported and 
advised them in the past.

For example, while junior residents must 
learn how to plan for regular vacations and 
make the most of their time off, they also need 
to plan for good patient handoffs before they 
leave. More senior residents need to learn how 
to notify patients and fellow residents if they 
are unexpectedly ill, and to decide if they need 
to take a “mental health” day following a pain-
ful relationship breakup. Some individual 
vignettes can illustrate the management 
approach of the program director to some 
diverse events.

 The Wedding
A PGY1 resident requests 2 weeks off for his wed-
ding in the spring of the intern year. The chief 
resident informs him that in the first year of train-
ing vacations are scheduled in 1-week blocks. 
The PGY1 is distressed; he had planned on hav-
ing time off prior to the wedding for a bachelor 
party and rehearsal dinner as well as time off 
after the wedding for a week-long honeymoon 
trip. He and his intended decide to delay the hon-
eymoon trip, but as weeks go by, he feels over-
whelmed by the demands of wedding preparation 
and his family members.

Thirty years ago, residents usually got mar-
ried before or toward the end of residency train-
ing, for the very reasons described above. 
However, residents now plan weddings and 
family reunions at all times during training, and 
they are often surprised how taxing the prepara-
tion for such events can be in the early training 
years. If the resident is the first physician in 
their family, relatives may have little under-
standing of the demands of training. It is not 
surprising that junior resident well-being can be 
compromised by what is supposed to be a happy 
event.

It is often helpful to ask new interns – before 
they start  – if they are planning a wedding in 
the coming year, and if they are, offer informa-
tion and advice well ahead of time. In addition 
to the timing of various wedding events, the 
resident should consider delegating preparatory 
tasks to family members or friends, or hiring a 
planner.

 Home Disaster
A PGY2 resident and her husband have just pur-
chased their first home, a condominium, and 
spend 2 weeks painting the interior. After living 
there just 1 month, a fire breaks out in the condo 
building. They escape, but it will be uninhabit-
able for at least several months for repairs. At 
5 am on the morning of the fire, the resident calls 
the program director to ask if she should go to 
her ED rotation that day.

This is only one of many home disasters that 
can occur to residents in training, and most of the 
time residents have no idea how to manage both 
the disaster and their obligations to work. 
Residents usually underestimate the emotional 
and physical toll of such loss and the effort it will 
take to recover, so they need clear direction from 
the program director on how to proceed. In this 
particular case, the resident needs to be told that 
she will need to take several days to a week off 
from work in order to find a new place to live, 
move, contact, and work with their insurance 
company, have their clothing treated for smoke 
damage, and just recover emotionally. The pro-
gram director can take on some of the burden of 
contacting faculty members, chiefs, and (if the 
PGY2 resident agrees) her fellow residents. In a 
program with a positive collaborative culture, her 
fellow residents may volunteer to help out with 
the move and other chores. Through the program 
director’s actions, all residents will learn about 
managing similar personal crises of their own.

 Medical Illness
A very responsible PGY3 resident has appeared 
fatigued, very pale, and drawn for a month. Her 
classmates express concerns to the program 
director about her health. When the program 
director meets with her privately, the resident 
acknowledges that she just saw her PCP and has 
a hemoglobin of 6.5 g. The resident wants to keep 
working her regular demanding schedule. This 
precipitated a discussion about the need for her 
to immediately pursue a more definitive diagno-
sis and treatment, as well as the resident’s pri-
mary obligation to care for herself. Her internist 
recommended some time off service for recovery, 
and the program director and resident took their 
lead from the internist.
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Some readers may feel that this was unneces-
sarily intrusion on the part of the program direc-
tor. However, this young resident had not yet 
learned to appropriately balance her work respon-
sibilities and self-care. Had the program director 
not intervened, she could have become very ill 
and also failed to learn a most important principle 
in well-being. This is not only a personal health 
issue, but also may be a training issue, since resi-
dency training can be difficult, if not impossible, 
to complete in the face of serious illness.

 Residents with Disabilities
Any residency program director who is in the 
role for more than a few years is likely to have a 
resident in the program with a disability. I have 
worked with residents who have long-standing 
vision and hearing disabilities, cerebral palsy, 
seizure disorders, and chronic immune system 
disorders. Some students will disclose their dis-
ability on their application or during interviews, 
but some may not disclose the disability (for fear 
that this will prejudice their ranking) until they 
are already well into training. Some students 
have specially considered psychiatry because it is 
a specialty in which their disability may not be an 
obstacle in their careers.

Whether the resident discloses their disability 
before or after starting training, it is very impor-
tant that the program director is a support and 
advocate for them, especially in arranging for 
reasonable accommodations. Some residents 
have no idea that training institutions must pro-
vide reasonable accommodations such as special 
computer support for visually impaired residents 
or devices to enhance communication for those 
with hearing impediments. Reasonable accom-
modations are required in accordance with the 
Americans with Disabilities Act [18]. The pro-
gram director’s interventions can truly change a 
resident’s experience with their disability.

 Disruptive Behavior in Individual 
Residents and Groups

One of the most painful and time-consuming 
tasks of the program director is managing a resi-
dent with disruptive behaviors, especially behav-

iors that are manifestations of character disorders. 
Experienced program directors generally try to 
identify such prospective applicants during 
recruitment, but given the limited time given to 
the recruitment process, any program can have a 
resident whose character difficulties emerge in 
the first few months of training.

Once these behaviors come to light, the pro-
gram director must accept that assessment, miti-
gation/remediation, and possible disciplinary 
actions may consume a good deal of time during 
the resident’s training years. There are many 
exceptions; sometimes, disruptive behaviors are 
not part of an enduring pattern, but a manifesta-
tion of a resident’s response to the new develop-
mental challenges of training.

A bright PGY1 resident with a stellar record 
from his medical school has been heard by staff 
making cynical remarks about some patients in 
the emergency room, and has been failing to 
include the other clinical staff in decision- making 
in that setting. At times he was quite defensive 
when an attending supervisor questioned him 
about differential diagnoses. When the program 
director meets with the resident to discuss the 
behaviors, the PGY1 appears embarrassed and 
genuinely apologetic. Over time, he is able to 
understand that his maladaptive behaviors were 
a manifestation of insecurity in his new role and 
overall lack of confidence. He was able to change 
his attitude and behaviors fairly quickly.

There are also behaviors that are caused by an 
undiagnosed medical or psychiatric illness, such 
as an undiagnosed sleep disorder causing chronic 
lateness or falling asleep in the clinical setting, or 
panic attacks that may interfere with a resident 
answering a page promptly. Thoughtful question-
ing on the part of the program director can  usually 
clarify these situations, leading to appropriate 
diagnosis and treatment. However, the program 
director must avoid becoming a diagnostic or 
treating clinician for the resident, tasks that fall 
outside of the program director’s relationship 
with residents.

When these behaviors recur and it becomes 
clear that these are part of a long-standing mal-
adaptive pattern, the program director must begin 
a process of frequent documentation of the 
behaviors, meetings with the resident, communi-
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cation with the chair and possibly the DIO. It is 
absolutely essential that the program director 
document these observations and start a file as 
soon as the problem surfaces. Unaddressed, the 
problem will not go away, and there will likely be 
a time when such documentation is crucial.

It is also essential that the program director 
become well versed in the written expectations, 
remediation, and disciplinary processes of their 
institution. In all communications with the resi-
dent, the program director must follow the pro-
cesses defined by the sponsoring institution.

When there is a question of resident impair-
ment (due to medical or psychiatric illness, 
including a substance use disorder), the DIO 
must be notified and the resident should have a 
medical or psychiatric evaluation. When there is 
a question of a psychiatric diagnosis, the evalua-
tion should be done by an independent psychia-
trist who has subspecialty training in forensics or 
in performing fitness-for-duty evaluations.

When the behaviors clearly do not indicate 
impairment, but are contrary to the values of the 
program, or do not meet the minimum standard 
of expected resident behavior, a graded process 
of feedback, monitoring, and documentation 
begins. The first intervention is usually a meeting 
or two with the program director, who describes 
the problematic behaviors (with dates, location, 
and details) to the resident and explains that these 
are unacceptable. If the resident is dismissive of 
the problem, prognosis is more serious. The pro-
gram director should be clear in describing 
expectations for change and recommend counsel-
ing at this time. The program director should 
document the contents of this discussion and 
send an email to the resident summarizing the 
meeting.

If the resident does not adequately change the 
behaviors, the next intervention is usually a for-
mal letter of warning. At this point, the GME 
office is notified and they will usually send the 
program director an approved format for the let-
ter. The program director should meet in person 
with the resident, discuss the contents of the let-
ter, and give the resident a copy. The letter should 
outline expectations for changed behaviors in 
detail as well as a target date when the resident 

will be re-evaluated. The resident should be 
informed about next steps should they not make 
the expected changes; this usually means proba-
tionary status.

It is beyond the scope of this chapter to 
describe the process of probation and the disci-
plinary processes of various institutions. These 
issues are covered in greater detail in other chap-
ters in this book. All institutions spell out due 
process in detail, and it is crucial that process be 
followed. It is possible that the program director 
may realize that a particular resident should not 
graduate from the program and practice psychia-
try. This, too, is an important component of the 
program director’s job: they are the last “gate-
keepers” before the resident is free to practice 
independently.

 Impact of a Problem Resident 
on the Resident Group

Once again, it is difficult to protect the problem 
resident’s privacy when many or all of the other 
residents are aware of their maladaptive behav-
iors. Typically some residents have been nega-
tively affected by the resident’s behavior (i.e., 
having to cover when the resident fails to show 
up for call on time, listening to negative com-
mentaries or emotional outbursts from the resi-
dent). The entire resident group may feel 
frustrated and demoralized by the resident’s fail-
ure to live up to program expectations and hope 
that the program director will be able to deal 
effectively with the situation. At the same time, 
some in the resident group may be hesitant to 
complain about the resident out of apprehension 
and guilt that they may contribute to a negative 
outcome for the individual.

Failure of the program director to recognize 
and act appropriately regarding the disruptive 
resident will result in residents’ loss of trust in 
the program leadership and the feeling that no 
one will be held accountable for patient care, the 
resident group, and even the resident in question. 
The resident group may feel ambivalent about a 
fellow resident needing remediation or being 
placed on probation, but it will be a far worse out-
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come if the program director does not intervene.   
The residents need to know that the program 
director is “in charge” and dealing firmly yet 
compassionately with the problem. This is one of 
the most challenging roles for the program direc-
tor, and yet it is one of the most important to 
manage well. The morale and well- being of the 
resident group are at stake and depend on the pro-
gram director’s leadership.

 Summary

In this chapter, we briefly reviewed the recent 
history of research on well-being of physicians 
and residents-in-training and highlighted the 
changes in residency that are outcomes of this 
work. We described ways in which the program 
director can create an environment that will fos-
ter a positive learning and working environment 
for trainees, and presented a model of hierarchy 
of needs in such an environment. We discussed a 
variety of developmental challenges, both in the 
workplace and the resident’s personal life, which 
can present just-in-time learning opportunities 
for residents in making wellness-based choices in 
their careers. We also reviewed the management 
of some unique challenges, such as disruptive 
behaviors in residents.
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11Developing and Managing 
a Didactic Curriculum 
in Psychiatric Graduate Medical 
Education

Allison S. Brandt and Scott R. Beach

 Introduction

A monumental task in managing a psychiatry 
training program is overseeing the formal didac-
tic curriculum that complements a resident’s clin-
ical exposure. As part of the Common Program 
Requirements, the Accreditation Council for 
Graduate Medical Education (ACGME) calls for 
residency programs to provide “structured didac-
tic activities“aimed at advancing resident 
achievement of the ACGME Psychiatry 
Milestones and the specific educational goals of 
the residency program [1].

In this chapter, didactics will refer to any for-
mal learning in a conference or classroom setting 
and specifically directed by the training program. 
This may include lectures or seminars that are 
part of academic half-day or core didactics, for-
mal teaching in a classroom setting during indi-
vidual clinical rotations, journal clubs, noon 
conferences, or morning report. Activities tar-
geted at the broader faculty and department, such 

as Grand Rounds, resident process groups, or 
optional learning opportunities, such as special 
tracks in research, psychotherapy, or clinical edu-
cation, are beyond the scope of this chapter and 
are discussed elsewhere in this text.

This chapter explores the process of planning 
a formal didactic curriculum from start to finish. 
It considers how to arrange and schedule didactic 
activities and who should teach the psychiatry 
didactic curriculum. The chapter enumerates 
teaching approaches and techniques, as well as 
how to identify and address the many challenges 
that may arise while managing a didactic curricu-
lum. Finally, the chapter considers the process of 
continuous assessment and improvement of a 
residency didactic curriculum.

 Determining What to Teach

With the ever-expanding knowledge base in psy-
chiatry, it is imperative to determine the essential 
elements to include in the didactic curriculum of 
a psychiatric residency training program. There 
are many factors that should be considered in 
topic selection. First, the ACGME requires that 
six core competencies be taught to residents 
through their educational activities, including the 
provision of “structured didactic activities.” [1] 
Yet, while the six competencies highlighted 
below must guide the didactic curricula of psy-
chiatry residency programs, the ACGME also 
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notes the importance of a program’s curriculum 
aligning with its institution’s “mission, the needs 
of the community it serves, and the desired dis-
tinctive capabilities of its graduates.” [1] As such, 
the ACGME not only allows for but encourages 
individual programs to conduct their own needs 
assessments. This provides an opportunity for 
training programs to integrate didactic elements 
that fit their unique mission, vision, and values 
while providing the essential training elements.

This section will detail the ACGME compe-
tencies and propose appropriate didactic content 
to meet these requirements. Next, it will illustrate 
how to conduct a thorough needs assessment to 
build a unique didactic curriculum that aims to 
fulfill the values of an individual residency pro-
gram. Then, it will consider building a didactic 
curriculum from scratch for programs in their 
infancy and how to overhaul existing didactic 
curricula for established programs. Finally, it will 
explore how to develop unifying learning princi-
ples throughout the curriculum. Throughout, it 
will underscore that not all educational topics are 
best learned through didactics and introduce 
ways to thoughtfully consider what topics are 
best learned in didactic versus other settings. In 
addition, some topics may be taught in both 

didactic and non-didactic settings in a comple-
mentary fashion.

 ACGME Requirements

The ACGME core competencies are as follows: 
professionalism, patient care, medical knowl-
edge, practice-based learning and improvement, 
interpersonal and communication skills, and 
systems- based practice. It is through these core 
competencies that the ACGME asserts, “Graduate 
medical education transforms medical students 
into physician scholars who care for the patient, 
family, and a diverse community; create and inte-
grate new knowledge into practice; and educate 
future generations of physicians to serve the pub-
lic.” [1] Through the ACGME Milestones Project, 
these competencies are divided into subcompe-
tencies for the specific medical specialties [2]. In 
psychiatry, the six AGCME competencies are 
further delineated into 21 subcompetencies 
(Table 11.1) [3]. Each subcompetency is further 
divided into individual milestones, which are 
knowledge, behaviors, or attitudes organized in a 
developmental sequence over the course of 
training.

Table 11.1 ACGME Psychiatry Milestones 2.0 core competencies and subcompetencies

ACGME competency Psychiatry subcompetency
Patient care Psychiatric evaluation

Psychiatric formulation and differential diagnosis
Treatment planning and management
Psychotherapy
Somatic therapies
Clinical consultation

Medical knowledge Development through the life cycle
Psychopathology
Clinical neuroscience
Psychotherapy

Systems-based practice Patient safety and quality improvement
System navigation and patient-centered care
Physician role in health-care systems

Practice-based learning and improvement Evidence-based and informed practice
Reflective practice and commitment to personal growth

Professionalism Professional behavior and ethical principles
Accountability/conscientiousness
Well-being

Interpersonal and communication skills Patient- and family-center communication
Interprofessional and team communication
Communication within health-care systems
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In designing a psychiatry residency didactic 
curriculum, an overarching goal is to ensure that 
the curriculum appropriately incorporates teach-
ing toward the specifically enumerated subcom-
petencies and milestones.

 Conducting a Needs Assessment

The ACGME encourages that the values of a resi-
dency program align with the institution’s “mis-
sion, the needs of the community it serves, and 
the desired distinctive capabilities of its gradu-
ates.” As such, each training program should con-
duct a needs assessment to promote its unique 
vision for its educational goals. Kern (2009) elu-
cidates a six-step approach to curriculum devel-
opment in medical education [4]. The second 
step in this approach, the “targeted needs assess-
ment,” describes the process through which this 
is accomplished. The “targeted needs assess-
ment” should consider the experiences, strengths, 
weaknesses, skills, and performance of the “tar-
geted learners,” as well as the “targeted learning 
environment” in which they operate. Residency 
programs must consider what their residents need 
to learn, not only to function well in clinical set-
tings during residency but also to develop a 
breadth of knowledge and experience to provide 
excellent care across a wide variety of settings 
after residency. In developing the formal didactic 
curriculum of a residency program, educators 
must consider which organic learning opportuni-
ties arise during the clinical experiences provided 
to residents throughout their residency. For 
example, if junior residents in a particular resi-
dency program spend significant clinical time in 
the emergency psychiatry and inpatient settings, 
formal didactics for junior residents may initially 
need to focus on the specific medical knowledge 
elements required for the acute management of 
psychiatric crises, before broadening in subse-
quent training years to a focus on the longitudinal 
care of outpatients. The psychopharmacological 
and psychotherapeutic approaches used in the 
inpatient versus outpatient setting are similar but 
different. The didactic curriculum will need to 
reflect this to meet the needs of the learners. 

Alternatively, programs should use classroom 
didactic settings to focus on aspects of psychiat-
ric practice to which residents in their program 
are less likely to be exposed. For example, many 
residents do not have an opportunity to partici-
pate in the specialized treatment of eating disor-
ders during residency. For these residents, it 
would be imperative that the program provide 
them with sufficient classroom didactics and case 
discussions to ensure that they feel comfortable 
with the basics of treating patients with eating 
disorders by the time they graduate.

Further, the “targeted learning environment” 
encompasses more than simply the physical and 
institutional environment where a resident learns 
to become a psychiatrist. In developing a curricu-
lum that best serves the “needs of the community 
it serves and the desired distinctive capabilities of 
its graduates,” residency programs should involve 
key stakeholders in conversations aimed at iden-
tifying the primary tenets of its curriculum [1]. 
Key stakeholders may include current and past 
residents, program leadership, department lead-
ers, faculty experts representing different topic 
areas in the field of psychiatry, as well as repre-
sentatives from community and state partners 
(Department of Mental Health (DMH), commu-
nity organizations working with the patients the 
program serves), and community members with 
lived experience [5]. In examining the targeted 
learning environment, consideration should be 
given to the clinical settings outside of the class-
room where residents will do the bulk of their 
learning. For example, who are the teachers from 
whom residents will learn? Do residents have 
adequate exposure to psychiatry attendings, nurs-
ing staff, social workers, psychologists, group 
therapists, administrators, and people with lived 
experience? How are supervision and support 
structured? How do the service needs of different 
rotations promote or inhibit educational learn-
ing? Formal exploration of these and other ques-
tions about resident experiences is critical in 
prioritizing which content areas are best learned 
in clinical settings and which must be empha-
sized in the didactic curriculum. A committee of 
key stakeholders can help identify the questions 
to be asked. The answers to these questions can 

11 Developing and Managing a Didactic Curriculum in Psychiatric Graduate Medical Education



158

be explored through informal discussion, direct 
observation of clinical settings, and formal inter-
views or focus groups of learners and educators 
[6]. Ultimately, it is important to align the focus 
on individualized needs assessment with the 
overarching Milestones put forth by the ACGME 
for all psychiatry programs. This can be achieved 
through “curriculum mapping,” a technique 
described below.

 Building a Didactic Curriculum 
from Scratch

For newer residency programs, building a didac-
tic curriculum from scratch may seem a daunting 
task. Figure 11.1 enumerates the steps to design-
ing a new curriculum from scratch.

In parallel to generating a needs assessment 
that considers the specifics of the targeted learners 
and the targeted learning environment, we suggest 
beginning by generating a list of topics that encom-
passes the breadth of psychiatric knowledge and 
practice. This list should include all issues that any 
general psychiatrist should be exposed to during 
residency, but also may consist of topics specific to 
the particular institution, region, and community 
within which the psychiatric resident works. As an 
example – although generated during an overhaul 
of an existing residency curriculum, rather than 
building an initial curriculum from scratch – the 
curriculum committee of the Massachusetts 
General Hospital (MGH)/McLean Residency 
Program enumerated 20 content areas in its didac-
tic curriculum (Fig. 11.2) [7].

An alternative approach is to generate a list of 
themes, or overarching content areas, to be high-

Step 1: Conduct a Needs Assessment
Involve key stakeholders, including learners

Generate a list of topics/themes to include in the formal
didactic curriculum 

Step 2: Engage Faculty as Educators

Consider a brief survey to determine areas of expertise
for your faculty, topics they would be willing to teach
Identify gaps and overlaps in faculty expertise
Consider partnering with local institutions to ensure a
large enough pool of educators    

Step 3: Schedule and Arrange Core Didactics

Most effectively as academic half-or full-day

Match content of formal didactics to the order of clinical
experiences of residents 

Use longitudinal seminar series with educator champions
to ensure content is built upon stepwise, limit redundancy 

Share a map of the curriculum with residents to show
educational progress 

Fig. 11.1 Designing a new curriculum from scratch

Aging/Dementia

Approach to the Patient

Cognitive Behavioral Therapy

Child and Adolescent Psychiatry

Community Psychiatry

Consulta�on-Liaison/Emergency Psychiatry

Healthcare Policy

Law and Psychiatry

Mood Disorders

Neuroscience

Personality Disorders

Psychodynamic Psychotherapy

Psychopharmacology

Psychotic Disorders

Quality and Safety

Research Literacy

Sociocultural Psychiatry

Substance Use Disorders

Teaching/ Career Planning

Trauma-Spectrum Disorders

Fig. 11.2 Example of potential didactic content areas
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lighted within a curriculum. For example, the 
University of Toronto Postgraduate Psychiatry 
program identified seven content themes in their 
curriculum: organic, legal and systemic, person-
ality and therapy, mood, geriatric, child, and 
emergency, into which they have organized each 
of their didactics [5]. One challenge of any such 
list is the likelihood that it will be incomplete, 
given the vast array of potential topic areas within 
psychiatry. Nonetheless, these lists may be an 
appropriate place to start for new residency pro-
grams, recognizing that within each topic or 
theme, different programs may prioritize or 
weight different subtopics with greater or lesser 
importance depending on the specific needs of 
their learners and learning environment. For 
example, teaching on substance use disorders, 
while essential to all psychiatrists, may vary 
across programs depending on regional variation 
in substance use rates. Areas with high rates of 
methamphetamine use might consider additional 
emphasis on the identification and clinical man-
agement in their unique curriculum. At the same 
time, this may be less critical in geographic areas 
where methamphetamine use disorders are not 
frequently encountered in clinical practice. After 
generating a list of topics or themes to be included 
in the formal didactic curriculum, educators can 
start developing specific lecture or seminar series 

to teach these themes. How to teach didactics will 
be explored in a later section. Table 11.2 shows 
several resources for existing curricula that can 
be used as starting points or incorporated into the 
curriculum directly.

 Overhauling an Existing Curriculum

Once a curriculum is established, it is important 
to revise and overhaul it at regular intervals to 
ensure the curriculum continues to meet the 
needs of its learners and learning environment 
(Fig.  11.3). It is helpful to organize a 
“Curriculum Committee,” like those of the two 
programs described above, to facilitate this pro-
cess of continuous improvement. Similar to the 
committee of key stakeholders described above, 
this committee often consists of experts in med-
ical education (core teaching faculty) and resi-
dents. In addition, the committee may include 
specific topic experts, education scientists, 
community members, and persons with lived 
experience [5, 7]. It is helpful for the Curriculum 
Committee to generate a “Curriculum Map.” A 
curriculum map focuses in detail on what is 
taught within a curriculum, where it is taught, 
who teaches it, how it is taught, and for how 
long [7]. Curriculum maps also show how top-

Table 11.2 Resources for curricula

Curricula resource Website
American Association of Directors of Psychiatry 
Residency Training program (AADPRT) Model 
Curricula

https://www.aadprt.org/training- directors/curriculum

Academic Psychiatry https://link.springer.com/journal/40596/
volumes- and- issues

Academy of Consultation-Liaison Psychiatry C-L 
Curriculum for Psychiatry Residents

https://www.clpsychiatry.org/training- career/
resident- curriculum/

American Association for Community Psychiatry Model 
Curriculum

https://www.communitypsychiatry.org/resources/
model- curriculum

American Psychiatric Association Supplemental 
Education and Training for Success

https://www.psychiatry.org/residents- medical- students/
residents/set- for- success

American Society of Clinical Psychopharmacology 
Model Psychopharmacology Curriculum

https://ascpp.org/resources/educational- resource/
ascp- model- psychopharmacology- curriculum- seventh- 
edition/

Association of Directors of Medical Student Education 
in Psychiatry Clinical Simulation Initiative eModules

https://www.admsep.org/csi- emodules.
php?c=emodules- description

Med Ed Portal https://www.mededportal.org/
National Neuroscience Curriculum Initiative https://www.nncionline.org/
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ics complement and build upon each other. 
Creating a curriculum map of the didactics of a 
psychiatry residency is a significant investment 
in time and effort. Examples of this process 
suggest it can take many hours of work across 
committee members to generate the map [5, 7]. 
Developing a curriculum map can point to 

which content areas are overemphasized, 
underemphasized, or even missing within a cur-
riculum. In particular, content areas can be 
mapped to the ACGME Milestones to ensure 
residents are exposed to an appropriate breadth 
of knowledge and experience throughout their 
training.

Step1 : Organize a Curriculum
Committee

Step 2 : Generate a Curriculum Map

Step 3 : Form Content Teams Step 4 : Identify content areas that are
over or under-emphasized

Step 5 : Ongoing assessment and
improvement of the curriculum

•  Involve key stakeholders
       •  Current + past residents
       •  Program leadership
       •  Faculty Experts
       •  Department leaders
       •  Expert Educators
       •  Community/State partners
       •  Persons with lived experience

•   What is taught?
•   When/where is it taught?
•   Who teaches it?
•   How is it taught?
•   For how long is it taught?

Select faculty content experts and
residents with interest in the content
area
These teams can answer the questions
in Step 4
Faculty on this team may be the optimal
teachers for these content areas
Content teams present
recommendations back to the larger
committee
Larger committee must balance all
recommendations and determine which
to prioritize

Seek feedback from residents and
educators
Use a continuous quality improvement
model7

Which ACGME Psychiatry Milestones
are highlighted? Which are not?
Consider redundancies
Consider opportunities for
encouraging that adult learning
principles are regularly incorporated

•

•
•

•

•

•

•

•

•

•

Fig. 11.3 Overhauling an existing curriculum
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 Developing Unified Learning 
Principles

It is essential to create learning principles that 
acknowledge the theory behind how didactics are 
taught to residents and develop overarching goals 
and objectives for the curriculum. Often, the 
learning principles that drive the teaching 
approach are not explicit, nor are they unified 
throughout a curriculum. Though often over-
looked, a lack of unifying learning principles can 
contribute to the shortcomings of redundancy and 
lack of focus in a multiyear didactic curriculum 
of this magnitude, with many learners across dif-
ferent residency years and educators who are 
often unconnected to each other. Educators must 
keep the principles of adult learning theory at the 
forefront in developing a cohesive curriculum. 
Adult learning theory will be discussed in more 
detail in the section “How to Teach.” Programs 
should ensure that principles of adult learning 
theory are always in mind while organizing the 
overarching curriculum.

Goals and objectives explicitly communicate 
to educators, learners, and others (e.g., depart-
ment chairs, outside program directors, site 
reviewers, and accreditation bodies) the aims of 
the curriculum. Enumerating clear goals and 
objectives of a didactic curriculum help to priori-
tize or assign appropriate weighting to different 
curriculum components. In addition, they are 
important in determining what methods are most 
suited to evaluate the quality of the curriculum 
and its impact on the progress of the learner [8]. 
Thomas (2009) clarifies that while educational 
goals “communicate the overall purposes of a 
curriculum and serve as criteria against which the 
selection of various curricular components can be 
judged,” learning objectives “permit further 
refinement of the curricular content and guide the 
selection of appropriate educational and evalua-
tion methods.” [8] As such, while an overarching 
didactic curriculum, such as the curriculum of the 
psychiatry residency, should have educational 
goals, learning objectives should be specific to 
the individual sessions or group of seminars that 
make up components of the curriculum. In devel-
oping a curriculum of this size, it is helpful for 

the curriculum committee or curriculum leaders 
to review the educational goals and objectives of 
the different sessions that make up the larger cur-
riculum to ensure that educators are teaching 
with the principles of adult learning theory in 
mind, have specific, actionable aims for the ses-
sions, and to prevent redundancy or lack of focus 
and cohesion as the curriculum progresses.

Program leaders need to recognize that a psy-
chiatry clinical curriculum encompasses much 
more than the formal classroom didactics. Many 
topics may be best taught in settings outside of 
the classroom. Curriculum mapping and refining 
learning goals and objectives can allow for reflec-
tion about which topics or themes are best 
addressed in the classroom, didactic format, ver-
sus topics that are best addressed in clinical set-
tings or supervision. In mapping the didactic 
content areas or themes, curriculum committees 
can consider which milestones are taught for-
mally in the classroom setting and which need to 
be accounted for elsewhere in a resident’s learn-
ing experience. Many of the milestones can be 
addressed both in the classroom and in clinical 
situations. For example, psychotherapy mile-
stones almost certainly should be partly taught 
via a series of psychotherapy classroom lectures 
and seminars that highlight different psychother-
apeutic techniques and theories. At the same 
time, much of the richness of learning psycho-
therapy occurs during the residents’ own clinical 
experience, especially during supervision. 
Ensuring a balance between these activities con-
cerning particular topics is an important compo-
nent of curriculum mapping. Similarly, classroom 
didactics on the structure of health-care systems 
can bolster the ongoing educational process of 
working throughout residency within the health- 
care system.

Finally, when considering what to teach in 
psychiatry residency didactics, consider that, 
while there are traditionally and historically 
“core” psychiatry topics, a comprehensive and 
thoughtful psychiatry curriculum includes much 
more than what has been historically regarded as 
medical knowledge. Core psychiatry topics may 
consist of descriptive psychopathology, nosol-
ogy, psychopharmacology, psychotherapies, case 
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formulation, risk assessment, etc. In addition, a 
well-rounded didactic curriculum for today’s 
psychiatry residents will include seminars on 
race and racism in psychiatry and society, struc-
tural competency, ethical and legal challenges in 
psychiatry, advocacy, religion and psychiatry, 
telepsychiatry and psychiatry in the age of 
COVID, resiliency and wellness, and physician 
burnout, among other topics. Striking a balance 
between these two types of topics can be one of 
the biggest challenges of mapping an overall cur-
riculum. However, it is essential for residents to 
feel like the material being taught is useful for 
their practice and relevant to their experience. 
The field of psychiatry is rapidly growing and 
evolving. In particular, including residents in 
both curriculum development and the teaching of 
specific didactics offers opportunities for the 
evolving interests of new psychiatrists to be 
incorporated into the curriculum.

 When to Teach

 Scheduling Core Didactics

In addition to determining didactic content, an 
equally important question becomes didactic tim-
ing. At the most basic level, this may start with 
defining protected time for didactics within the 
typically busy clinical experience. Different pro-
grams approach this problem in different ways. 
In many programs, there is a designated didactic 
day or half-day, when all residents are protected 
for core learning (see below for a discussion of 
protected time). This so-called academic half- 
day has been shown to improve resident satisfac-
tion with and engagement in didactics [9]. One of 
the significant advantages of this approach 
includes setting clear and consistent expectations 
for protected time among residents and faculty. 
For example, if resident didactics occur every 
Tuesday afternoon, specific clinical services may 
adapt by increasing attending staffing on Tuesday 
afternoons to provide resident coverage. Notably, 
if clinical services are not offered additional buff-
ering during the academic half-day, faculty on 
those services may feel frustrated and over-

worked [10]. The consistency of the academic 
half-day also creates an expectation that all resi-
dents will be engaged in didactics at that time, 
which may help to increase attendance via a 
group effect [11]. Another advantage of the pro-
tected didactic day is that it allows programs to 
combine didactics with other experiences that 
residents may want to attend, including Grand 
Rounds, process groups, and other local confer-
ences. Scheduling meetings with the program 
director or departmental leadership when all resi-
dents can be present is also more accessible by 
this approach. Scheduling for didactic speakers is 
greatly facilitated by having faculty know pre-
cisely when they are expected to show up. If there 
are several residency programs in the same geo-
graphic location, coordinating a protected half- 
day schedule may also allow for some didactics 
to be combined, increasing cross-talk among 
residents from different programs and expanding 
the teaching faculty pool.

There are some disadvantages to the consis-
tent half-day model, however. For small pro-
grams, it may be challenging to find multiple 
faculty to teach different classes of residents at 
overlapping times. Similarly, there may be physi-
cal space issues in terms of needing multiple con-
ference rooms for residents. Some programs 
approach these dilemmas by combining multiple 
postgraduate year (PGY) classes in didactics, 
which will be discussed further below. Another 
potential disadvantage of all residents having the 
same protected time is that it limits the ability of 
senior residents to teach seminars for junior resi-
dents as they may be otherwise occupied with 
their own seminars. Similarly, from a clinical 
standpoint, it limits senior residents’ ability to 
provide cross-coverage for junior residents to 
attend didactics. Finally, loading all didactics 
into a single time period has the potential to be 
draining for adult learners, who may not tolerate 
more than 3  hours of structured learning at a 
time.

For these reasons, many programs take alter-
native approaches to structuring their didactic 
time. For example, some programs have a core 
half-day for some postgraduate year (PGY) 
classes but a different time for others. Other pro-
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grams may have short didactic periods spread 
across multiple days. For example, PGY-2 didac-
tics may take place on Mondays and Fridays at 
noon, whereas PGY3 didactics take place on 
Tuesdays and Thursdays at noon and PGY4 
didactics Wednesdays at noon.

Intern didactics can be particularly challeng-
ing to schedule, given that interns rotate through 
off-service experiences such as medicine and 
neurology. Some programs will approach this 
dilemma by having interns attend off-service 
didactics when on those rotations, with the idea 
that interns should be fully integrated into those 
experiences. However, scheduling protected time 
for all interns to come together to learn core psy-
chiatric material can prove particularly challeng-
ing. One potential approach is to set up the 
rotation schedule so that interns essentially rotate 
in two large groups, with half of the interns in 
psychiatry at any given time. If the schedule is set 
up in this manner, core didactics for psychiatry 
can be given to one group and then repeated for a 
second group. Another approach is arranging 
protected time for psychiatry interns on off- 
service rotations, though this may be tricky to 
negotiate. However, if medicine interns are given 
a half-day off for clinic or didactics, it would 
seem reasonable to ask for that same time to be 
excused for psychiatry residents on medicine 
rotations.

It may be reasonable for smaller programs or 
those with limited teaching faculty to combine 
some didactics for multiple PGY classes. 
Notably, the ACGME Program Requirements for 
Psychiatry do specify that at least some didactics 
must be specific to a resident’s level of education 
and coordinate with clinical rotations [12]. 
Nonetheless, in many programs, all residents do 
come together for some didactics, while other 
programs divide some didactics into “junior” 
(PGY1 and -2) and “senior” (PGY3 and -4) semi-
nars. Combining multiple classes allows for 
pooling of resources, a greater number of learn-
ers, which might generate more cross-talk and 
interaction, and the opportunity for junior resi-
dents to learn from their senior residents who 
may identify important clinical relevance for 
them. One of the major challenges of using a 

combined didactic model is targeting the material 
for different learner stages, particularly if PGY1s 
and PGY4s attend the same seminar [13]. Junior 
residents may frequently lack the background 
knowledge to make meaningful connections, and 
senior residents may feel that teaching points are 
too basic. Some programs use didactic models 
where senior residents are involved with teaching 
junior residents under the direction and supervi-
sion of faculty as a way of addressing this issue. 
The structure of such didactics can also be chal-
lenging, involving the creation of a 4-year, 
repeating curriculum, which different learners 
enter and exit at different time points. In such a 
system, some residents would have certain psy-
chotherapy didactics as a PGY1, whereas others 
might not have the same didactics until PGY4.

 Didactic Learning Outside of Core 
Didactics

Another consideration is whether all didactic 
material belongs in so-called “core” didactics, 
where all residents in a given class are together, 
as opposed to having some didactics occur during 
specific rotations for the residents currently on 
that rotation. For example, if some PGY2s will 
be doing their consultation-liaison psychiatry 
rotation at the beginning of the academic year 
and others at the end of the year, it may make 
sense for those topics to be taught during the 
rotation for maximum retention and application. 
Many rotations will have an easier time schedul-
ing an hour per day of didactics for a small group 
of residents than trying to find a common time 
across all rotations that will allow all residents to 
attend. As with everything, a hybrid approach 
may work best in the end. Having dedicated time 
for core didactics may allow for hidden benefits 
such as increased class bonding, while having 
additional time for didactic learning during rota-
tions may reinforce important principles specific 
to those experiences.

Similarly, programs should be mindful of 
other venues where learning might occur sepa-
rately from core didactics. Journal clubs, for 
example, sometimes meet outside of core didac-
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tics, allowing multiple classes to participate 
simultaneously. Some programs offer specialized 
or advanced learning in specific topics via special 
interest groups that may immediately follow 
didactics or in the evenings. For example, resi-
dents interested in psychotherapy might attend a 
video seminar for part of the year, occurring early 
in the evenings on certain didactic days, as a way 
to enhance their learning. Finally, it is important 
to remember the value of allowing residents to 
direct their own learning. Having a venue like a 
weekly Resident Report or Resident Association 
Meeting allows residents to develop their own 
content. They may choose to spend this time 
inviting faculty to discuss challenging cases in a 
case conference or morning report format, creat-
ing a reading club to discuss portrayals of psy-
chiatry in popular culture or offering talks on 
topics not otherwise covered in core didactic 
sessions.

 The Order of Core Topics

Once the structure of didactics has been deter-
mined, it will be important to consider which top-
ics should be taught when and in which order. 
Again, we recommend explicitly encouraging the 
matching of didactic content to clinical experi-
ences. Our experience has been that interns desire 
seminars that offer a “crash-course” overview of 
an important topic, introduce a larger concept 
that will be elaborated on later in training, and 
provide a systems-level perspective on clinical 
work they may be doing. Examples might include 
a multipart seminar on basic psychopharmacol-
ogy covering common medications they will use 
in early rotations, an introduction to psychother-
apy with practical tips for techniques they might 
use on the inpatient unit, or an overview of the 
mental health system and resources in the city or 
state in which the program is based.

For PGY2s, it is important to continue empha-
sizing content-driven topics like differential diag-
nosis, psychopharmacology, and clinical 
neuroscience. Most PGY2 residents are still at a 
developmental stage where they appreciate being 
told what to do in specific situations and being 

offered practical guidance for common clinical 
scenarios. At the same time, many PGY2 resi-
dents are interested in exploring systems-level 
and process-driven content like quality improve-
ment and topics of race and culture in 
psychiatry.

As most PGY3 residents are immersed in out-
patient psychiatry, seminars targeted at various 
forms of psychotherapy and outpatient psycho-
pharmacology often represent important ele-
ments of the PGY3 didactic content. PGY3 
residents might also desire a series that begins to 
explore fellowships and career opportunities, 
such as a “Transitions to Practice” seminar 
focused on key issues related to independent 
practice, particularly in the latter half of the year.

PGY4 residents may desire seminars that pull 
together and consolidate previously learned 
material, embrace the ambiguity inherent in psy-
chiatry, and prepare them for successful careers. 
For example, popular senior seminars might 
include a case-based psychotherapy cross-talk, 
where residents can better understand and wres-
tle with how to determine which particular thera-
peutic modality might work best for a specific 
patient presentation, or a seminar exploring how 
psychiatry is portrayed in the media through the 
use of readings and videos. A board preparation 
or neurology refresher course might also be 
greatly appreciated by graduating residents.

An important challenge of designing an over-
arching didactic curriculum is ensuring that the 
content flows from week to week and from year 
to year. It is relatively easy to generate a list of 
topics that should be covered and plug them in 
randomly across the 4 years. In many ways, such 
an approach is also much more practical to sched-
ule, given the challenges inherent in asking a par-
ticular faculty member to lecture at a specific 
date and time. However, such a haphazard 
approach is likely to result in a series of random 
topics and leave residents feeling lost in terms of 
the overall trajectory of learning. Faculty teach-
ing a particular seminar may be unaware of 
related seminars that appear elsewhere in the cur-
riculum, thus increasing the risk for gaps and 
redundancies. Residents often desire a specific 
roadmap to their didactic learning that helps them 
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understand why a particular topic is being taught 
at a given time and how it fits into the larger pic-
ture, building on previously covered topics and 
anticipating material to come later [5].

 Longitudinal Seminar Series

One approach to this challenge would be break-
ing the didactic content into several large seminar 
series, each provided time each postgraduate year 
[14]. Longitudinal curricula have been shown to 
improve knowledge and skills in a variety of dis-
ciplines [15]. Creating longitudinal seminar 
series also helps tackle the problem of “orphan” 
didactics. Topics not part of a larger series are at 
risk of being left out, duplicated, or dropped from 
year to year. Creating seminar series usually 
requires faculty champions for each topic who 
can oversee the longitudinal curriculum and work 
with specific lecturers to optimize flow. For 
example, a seminar on psychodynamic psycho-
therapy might begin in PGY1 with the introduc-
tion of core principles and continue in PGY2 
with a practical seminar based on the nuts on 
bolts of doing psychotherapy and allowing space 
for residents to bring challenges to the group as 
they start to practice psychotherapy for the first 
time. PGY3 residents, having a somewhat greater 
ability to prepare for didactics outside of class 
time, might dive more deeply into psychody-
namic principles, reading some classic literature 
in the field. Finally, PGY4 residents might finish 
with a seminar guiding them on supervising psy-
chotherapy, thus preparing them to transition to 
academic faculty. Leaders in charge of this semi-
nar series may only directly teach some of the 
didactics. Still, they should have a bird’s eye 
view of the entire series and work with individual 
faculty to develop learning objectives and 
respond to feedback.

In the age of virtual didactics, programs 
should be creative about opportunities to not rein-
vent the wheel each year. Indeed, ACGME 
requirements dictate that programs must provide 
the capability to record didactics for residents 
who cannot attend due to other responsibilities. 
Thankfully, platforms like Zoom make recording 

lectures far more manageable, though storage 
may continue to pose a challenge. In addition, 
having a library of available recordings can allow 
for greater flexibility of learning, a principle that 
residents increasingly value. For example, rather 
than sitting through 3 hours of PowerPoint-based 
talks in a single afternoon, residents can be asked 
to watch the recordings at some point during the 
week and then engage in a brief question-and- 
answer session live with each speaker on their 
didactic day. This will undoubtedly make for a 
livelier experience and likely has the additional 
advantage of shaving time off the didactic 
afternoon.

Programs should also think about other ways 
to incorporate wellness principles into didactics. 
For example, a common error is to run multiple 
didactics back-to-back without breaks. Asking 
speakers to end at 45 or 50 minutes allows resi-
dents to stretch, grab coffee, and use the restroom 
between lectures. With virtual didactics, it is par-
ticularly important to ensure breaks between 
speakers to offset screen fatigue. Another idea 
capitalizing on adult learning principles is to cre-
ate a series of brief (10–15 minute) talks, rather 
than requiring each speaker to talk for a full hour. 
Many topics lend themselves to this format, and 
residents often engage better with brief lectures. 
We have also found that giving residents occa-
sional weeks off from didactics lifts morale and 
allows for time to do everyday things that might 
otherwise prove challenging while training.

 Who Should Teach?

Once the structure of didactics has been deter-
mined, a second central question to consider is 
who should teach. Programs will likely find some 
faculty very eager to teach and others hesitant for 
various reasons, most often involving time and 
competing demands [16]. It is essential that pro-
grams achieve significant buy-in from all faculty 
who will be delivering the talks. This can be chal-
lenging for programs to navigate, especially 
those lacking obvious leverage to enhance par-
ticipation. Programs should be encouraged to 
work with departmental leadership to determine 
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ways to enhance the value of teaching in the 
department, though the actual feasibility of this is 
highly variable. One option available to many 
programs is to offer small incentives for faculty 
who receive the best feedback from residents. 
This can be as simple as creating end-of-year 
teaching awards for faculty, which are desirable 
for promotion and departmental standing. 
Nomination for national teaching awards may be 
another desirable incentive for faculty on a 
clinician- educator promotion track.

One important guiding principle when deter-
mining who should teach in the curriculum is that 
the most prominent experts are rarely the best 
teachers. In our experience, content experts often 
receive some of the lowest ratings for resident 
didactics. This is a common dilemma for larger 
programs with a robust number of faculty willing 
to teach on particular topics. There are many rea-
sons why programs might naturally choose the 
expert teacher. They may be pressured by depart-
mental leadership or by the faculty members 
themselves. Residents may also clamor for an 
opportunity to interact with those perceived to be 
big names in the field. Programs should be mind-
ful that some experts are likely to simply recycle 
a talk given at a national meeting or bring an 
extensive slide deck packed with material that 
may be over the heads of the resident audience. 
In addition to having a conversation with the 
speaker upfront to set expectations, perhaps uti-
lizing the seminar series leader, programs might 
also consider pairing the speaker with another 
faculty member known for expertise in teaching 
to help guide the preparation of the talk. A popu-
lar approach is to ask the speaker to give a shorter 
overview talk, followed by a case-based presen-
tation or question-and-answer session moderated 
by the teaching expert. This team-teaching 
approach allows the senior faculty member to 
teach while also offloading some of the work of 
preparing the topic. The junior faculty member, 
or expert teacher, has an opportunity to expand 
their network and develop additional expertise in 
the topic while also receiving extra teaching time. 
Residents get the best of both worlds and are 
often highly satisfied by this approach.

Another consideration when setting up the 
curriculum is whether to use senior residents or 
fellows as teachers under the direction and super-
vision of faculty. This possibility presents a 
unique opportunity to incorporate near-peer 
teaching into the curriculum. Near-peer teaching 
offers several advantages, including allowing 
learners to feel more comfortable and at ease 
with vulnerability, creating better opportunities 
to teach process in addition to content, and allow-
ing teachers to understand better the unique chal-
lenges that particular material poses to learners 
[17, 18]. Near-peer teaching also creates excel-
lent chances for trainees to hone their own educa-
tional skills. For smaller programs with fewer 
faculty, employing near-peer teaching is a great 
way to expand the pool of teachers. It also facili-
tates junior and senior residents working more 
closely, enhancing program bonding. One chal-
lenge of near-peer teaching is that it may require 
more regular changes to the curriculum as the 
senior residents and fellows turn over each year. 
The specific topics that senior residents or learn-
ers feel comfortable teaching may vary from year 
to year. It may also be helpful to identify a faculty 
member to oversee the group of near-peer teach-
ers in case questions arise and to help with their 
development as educators.

 How to Teach

Once the timing of didactics and the participating 
faculty are determined, perhaps the most impor-
tant area of focus should be on working with fac-
ulty to think through the many challenges of how 
to deliver the material. As most academic faculty 
are not reimbursed meaningfully for their teach-
ing and as the most straightforward approach to 
teaching is generally to create a set of PowerPoint 
slides on the topic (which many faculty may 
already have handy from other versions of the 
talk), programs will need to be creative about 
how to motivate faculty to create and deliver con-
tent in a way that is engaging and accessible to 
resident learners. One way to do this may be to 
create faculty development around teaching, 
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allowing faculty access to instruction and assis-
tance in creating content and possibly even 
counting toward Continuing Medical Education 
credit [19].

Even when faculty are motivated to utilize 
active learning principles in residency didactics, 
it can be challenging to figure out how to imple-
ment these amid an otherwise busy training 
 program. Examples of active learning include 
seminar discussions or cross-talks, reading or 
watching material ahead of the class in prepara-
tion for deeper discussion, simulated debate or 
role-plays, experiential sessions in which resi-
dents practice interviewing or teaching, or think–
pair–share exercises involving small group 
breakouts before larger reflection. Gamification 
is another common strategy, with a jeopardy- 
style format commonly used to review in-service 
exams. While all of these can better motivate and 
engage adult learners, many require significant 
additional preparation for the teacher, learner, or 
both. For example, requiring prereading for 
junior residents may be unrealistic in the context 
of busy rotations and call schedules and risks 
having residents show up unprepared to maxi-
mize learning from the talk, or, worse yet, skip 
because they have not completed the preassign-
ment [20]. One potential strategy to navigate this 
pitfall is to build additional time into the didactic 
session for residents to read and prepare. For 
example, in a seminar on reading the literature, 
the first 30  minutes of a 2-hour session could 
allow residents to read the article independently 
or in small groups before the faculty leader joins 
to discuss the study. Another approach may be to 
develop seminars where the burden of prework 
rotates among the group. For example, each of 
the 10 sessions might be led by a different resi-
dent so that most residents do not have significant 
prework for most of the sessions. Faculty can 
also be thoughtful about limiting pre-reading to a 
digestible amount. Active learning principles 
tend to be easier to implement for senior resi-
dents, who often have more flexible schedules 
and time to prepare.

It may be worth highlighting in this section 
two classic approaches to incorporating active 
learning principles in residency teaching that 

seem to work well and are a cornerstone of many 
training programs: journal clubs and case confer-
ences. Journal clubs present an opportunity for 
residents to hone their critical thinking skills 
while also keeping up with recent literature in the 
field. In the classic form, residents are expected 
to complete the reading of the article ahead of 
time. Then, during the session, one or more resi-
dents or faculty lead the group through a discus-
sion of the article, including a deeper 
understanding of the methods used, key findings, 
major takeaways, and a critique of any limita-
tions. Some programs structure a single journal 
club for the entire residency. In contrast, others 
offer journal clubs specific to postgraduate year 
or several smaller journal clubs that include a mix 
of residents from different years. Journal clubs 
also vary considerably in frequency and in atten-
dance or leadership by faculty. When thinking 
about how to structure journal clubs, programs 
may want to pay particular attention to the identi-
fication of journal club leaders. Some programs 
use this as an opportunity for senior residents to 
gain didactic leadership experience and a chance 
for residents who are more engaged with research 
to demonstrate leadership. Other programs iden-
tify faculty champions, as they would for any 
other seminar series, to facilitate conversation 
and help coordinate logistics. Team-based learn-
ing formats and online collaborations have also 
been implemented to leverage greater enthusiasm 
among learners [21]. Another important aspect is 
curating articles for the journal club, ideally 
striking a balance to maintain flexibility in allow-
ing individual residents to choose the article they 
want to discuss while also ensuring that all arti-
cles chosen are of sufficiently high quality to be 
educational and digestible [22]. A summary of 
tips for structuring journal clubs is presented in 
Fig. 11.4.

Another classic didactic format that capital-
izes on active learning principles is the case con-
ference series. In its simplest form, a resident 
presents a case seen on the wards. A faculty dis-
cussant or discussants leads the group through a 
conversation about differential diagnosis, formu-
lation, and management. Case conferences are 
often some of the most engaging didactics 
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because they allow residents to draw directly 
from their clinical experience and think critically 
about an approach to complex presentations. 
Furthermore, there is often no extensive addi-
tional preparation required on the part of resi-
dents as they present a patient with whom they 
are already actively engaged. Often, case confer-
ences are curated, such that the discussant is 
aware of the case ahead of time and prepares spe-
cific teaching points about the scenario. For 
braver faculty, a “blinded” case conference can 
be an excellent way for residents to gain a glimpse 
into the thought process of seasoned faculty 
when faced with a difficult presentation. It can 
also be refreshing for trainees to see a faculty 
member struggle with a challenging case and 
reinforce the principle of diagnostic humility.

 Virtual Learning

During the COVID-19 pandemic, one of the big-
gest challenges for programs has been pivoting to 
virtual learning. Even as the situation evolves, 
many programs are already considering the pos-

sibility of maintaining a virtual or hybrid model 
indefinitely. Virtual teaching has numerous 
advantages, including many residents noting 
improved wellness due to joining didactics in a 
more relaxed setting, residents and faculty not 
having to worry about commuting between set-
tings to join didactics, and greater availability of 
faculty to join remotely [23, 24]. With many pro-
grams now offering didactics exclusively over 
Zoom or other video platforms, it is imperative to 
create opportunities for faculty to learn how to 
engage audiences in a remote setting best [25]. 
One key principle that many programs have iden-
tified as a starting point is ensuring that all train-
ees have their cameras turned on for didactic 
sessions. This allows faculty to engage all audi-
ence members directly and reduces the likelihood 
of learners attempting to multitask during a semi-
nar. However, recent research has demonstrated 
that the increased burden of being on camera for 
meetings is disproportionately felt by women and 
junior members of organizations [26, 27]. Other 
trainees may be joining from shared workspaces 
and therefore unable to use their camera. These 
concerns have led to some programs deciding to 

Tips for Structuring Journal Club

• Determine key structural elements

Timing

Frequency

Which residents will attend? 

Will faculty be involved as discussants and moderators?

• Identify resident and faculty champions

Consider this as a leadership and educational opportunity for residents in a research track or 

concentration

• If not during core didactics, protect time for Journal Club in the same way as didactics and 

consider making it mandatory

• Consider curating a list of articles 

Retains opportunity for resident choice

Decreases risk of presenting articles that are highly flawed, too long for the format, too esoteric

• Consider how Journal Club fits in with didactics with similar goals and objectives

e.g., How to Read the Literature, didactics about research methodology

• Consider creating reading guides for each article
Helps trainees who may be less familiar with research methodology and interpretation

Fig. 11.4 Tips for structuring journal club
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waive this requirement and leave it up to the indi-
vidual trainee. Faculty should also be offered 
training targeted at navigating the virtual plat-
form. At a minimum, all teaching faculty should 
know how to share their screens, including video 
and audio, how to use the chat and Q&A func-
tions, how to generate and assign learners to 
breakout rooms, and how to mute and unmute 
learners. Identifying a faculty champion willing 
to lead a basic training session for faculty who 
might feel less comfortable utilizing the platform 
is a great way to allow faculty to feel a sense of 
mastery before delivering their talk. More 
advanced strategies, like using the whiteboard 
feature or hiding participants, are excellent ways 
to create more dynamic content and facilitate 
role-play or experiential scenarios. Programs 
should also ensure that faculty and learners have 
access to a quiet, personal learning space with a 
strong Internet connection. In-hospital space 
should be identified for residents who may lack 
adequate space at home to meaningfully partici-
pate. A summary of key tips for virtual learning is 
shown in Fig. 11.5.

As programs start to consider the possibility 
of a return to in-person learning, it will be impor-
tant to balance the desires of faculty and resi-

dents. In general, virtual learning is perceived as 
more challenging for the teacher, and many pro-
grams may experience a strong push on the part 
of faculty to return to being in-person. However, 
concerns may also be raised about the learners’ 
engagement in a virtual setting. Residents them-
selves may note feeling less connected to their 
peers, as in-person didactics often provide an 
opportunity for socializing, even briefly. At the 
same time, many residents appreciate the benefits 
of learning in a more comfortable environment 
and increasing their time out of the hospital. 
Programs should consider this balance and 
engage in active discussions with all stakehold-
ers, aiming for a compromise that maximizes 
learning while also prioritizing well-being.

 Managing Didactics: Potential 
Pitfalls/Challenges

 Attendance and Protected Time

Many challenges can arise over the course of 
administering a psychiatry residency didactic 
curriculum. As discussed above, it is common 
among residencies to establish didactic time as 

Tips for Virtual Learning

Identify champions for virtual learning among residents and faculty

Create faculty development opportunities

• Ensure all faculty teachers feel comfortable enough with technology to utilize effectively

• Identify point person to troubleshoot technology issues that come up

Can be program coordinator, faculty member, or resident

• Reserve space

Ensure faculty and learners have access to quiet, private space for didactics

Consider providing office space for those who do not have adequate home set-ups

• Plan appropriate lead time to convert material from in-person to virtual

Encourage faculty to practice ahead of time

• Encourage use of unique features of video conferencing

Breakout rooms for small group discussions

Screensharing

Whiteboard features

• Require video participation for all participants (all cameras turned on)

Fig. 11.5 Tips for virtual learning
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“protected time,” generally meaning that resi-
dents do not have other responsibilities during 
the time they are present at didactics. However, 
the definition of “protected” can vary. Depending 
on the service needs of the residency, residents 
may be “on call,” hold their pagers, or have clini-
cal responsibility during didactics, amassing 
tasks that may come up and at times needing to 
step out of didactics to respond to urgent issues. 
Alternatively, residents may hand off clinical 
responsibility to a senior resident or attending 
present on the service but continue to have tasks 
to complete that developed before didactic time. 
This model of protected time often allows resi-
dents to be more present during the session but 
comes at the expense of residents being aware 
that attendance at didactics may result in them 
staying later than they otherwise would. In its 
purest form, protected time may mean another 
resident or faculty member is responding to pages 
and completing tasks for the resident while they 
are at didactics, allowing them to fully focus on 
didactics without concerns about the work they 
will return to. These nuances are important for 
program leadership to consider. The more pro-
tected a resident is, the more likely a resident is to 
attend didactics, pay attention and participate in 
the discussion, and learn from the educational 
session. At the same time, programs must con-
sider that patient handoffs between residents or a 
resident and faculty member to protect didactic 
time may open up communication deficits 
adversely affecting clinical care or may not be 
possible depending on the staffing needs of the 
service. Furthermore, residents being fully pro-
tected for didactics will come at the expense of 
faculty wellness unless services are buffered for 
didactic times (as discussed above in the “When 
to Teach” section).

Attendance at didactics often becomes a large 
issue for residency programs. The ACGME 
requires that residents attend 70% of all didactics 
and conferences. Per the ACGME Common 
Program Requirements, programs should define 
the circumstances in which residents may be 
excused from these didactic activities [1]. Many 
programs excuse residents who are post-call, on 

vacation, or on leave. Some programs will also 
excuse residents from didactics during specific 
rotations or when on backup for sick call. In 
 addition to determining the allowed exceptions to 
attendance, programs must decide what counts as 
formal didactics and conferences. For example, 
many residency programs hold noon confer-
ences, in addition to their academic half- or full- 
day, which may vary in formal educational 
content. Programs must decide how strict they 
will be about attendance at each event held.

Most programs have processes in place to 
track resident attendance at didactics. Many pro-
grams use sign-in sheets that must be completed 
at each session. In this format, attendance must 
be monitored by program managers and coordi-
nators and can be time-consuming to organize 
and track, particularly for large programs. An 
alternative is to tie attendance tracking to resident 
feedback on didactic sessions, which can be help-
ful to ensure residents participate in providing 
feedback. With this method, feedback may not be 
fully anonymous, so efforts must be taken to 
uncouple feedback provided with attendance 
taken.

With the ACGME requirement that residents 
attend at least 70% of didactics, the question 
arises of how to encourage attendance at didac-
tics and what consequences to provide if resi-
dents do not adhere to these guidelines. In 
general, residents are more likely to attend didac-
tics in which lunch or snacks are provided and are 
more likely to attend didactics earlier in the aca-
demic year [28]. Of course, the financial burden 
of providing lunch to residents can be significant. 
It may be worth ensuring that the most important 
didactic topics are addressed early in the aca-
demic year when attendance typically peaks. As 
discussed above, structuring didactics as an aca-
demic half- or full-day program can be beneficial 
for attendance, as didactics are likely to be more 
engaging to residents, and residents are less 
likely to be pulled away by ongoing clinical 
needs than a traditional noon-time conference 
[29]. Programs may also consider additional 
incentives, such as only allowing those who 
attend the required 70% of didactic activities to 
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moonlight, be eligible for an annual academic 
“book money” stipend, or participate in other 
opportunities that may benefit the resident.

The question of protected time for wellness 
activities often comes up around protected time 
for didactics. There is a strong movement in resi-
dency education toward promoting resident well-
ness and preventing physician burnout [30]. As a 
default, residents often use didactics time to 
schedule doctor’s appointments or take necessary 
personal time that does not interfere with their 
participation in direct patient care. To promote 
attendance at didactics while valuing the time 
and well-being of their residents, some programs 
may consider developing policies to allow resi-
dents to take time off during non-didactic busi-
ness hours for personal needs [31]. Other 
programs may build in “free” academic half- 
days, designating certain weeks free of formal 
didactic content but encouraging residents to pur-
sue their own learning or focus on wellness.

 Faculty Size
Depending on the size of the department of psy-
chiatry at the program’s institution, residency 
programs may struggle with having either too 
many or too few faculty who are interested and 
available to teach resident didactics. Most pro-
grams will likely struggle with the challenge of 
not having enough faculty available for teaching. 
In this case, it is important to identify specialty 
areas for the faculty available, such that curricu-
lum leaders can assign appropriate faculty to 
appropriate content areas. It is also helpful to 
recruit psychiatrists from the community who 
may have additional expertise to participate as 
guest educators in the curriculum. With recent 
advances in and ability to use videoconferencing 
technology for meetings and didactic sessions, it 
is becoming easier to utilize experts from other 
geographic locations to teach on particular 
topics.

Another alternative to using exclusively fac-
ulty teachers is resident teaching. Senior resi-
dents can take on the task of teaching junior 
residents. This can be an opportunity for senior 
residents to develop their skills as educators and 

provide a service to the residency program with-
out the need for additional compensation. It is 
often an immensely rewarding experience for the 
senior residents, offering them a refresher that 
may be helpful for the board exam or fellowship, 
helping to prepare them for careers in academic 
medicine, and fostering inter-class bonds within 
the program. This can be especially successful if 
senior residents are paired with educational men-
tors to support them. Another approach when 
teaching faculty are scarce is to support residents 
in taking ownership of their own learning. For 
example, a seminar can be conducted in which 
residents take turns preparing a topic and teach-
ing it to other residents, as long as there is a fac-
ulty member or senior resident with some 
background on the topic, ensuring accurate infor-
mation is conveyed.

When a program does not have access to 
experts in various content areas, it can be helpful 
to turn to national standardized curricula devel-
oped to be taught by those without previous 
knowledge on the topic. A strong example of this 
is the National Neuroscience Curriculum 
Initiative, which is freely available and was 
explicitly developed for psychiatry residency 
training programs given concerns about “a lack 
of faculty resources and portable curricula” for 
teaching neuroscience to residents [32]. The cur-
riculum is specifically designed so that faculty 
without expertise or background in neuroscience 
can lead the interactive lectures. Similarly, most 
subspecialty organizations such as the Academy 
of Consultation-Liaison Psychiatry offer free 
didactic curricula with prerecorded slide presen-
tations that programs can use if they lack faculty 
on hand to teach the material.

If a residency program ends up relying on a 
core group of teaching faculty, this can often be a 
significant burden of time and effort for a few 
educators. There are benefits, however, to a 
smaller core group of educators. Learners tend to 
gain more from learning environments where 
they feel safe, comfortable being vulnerable, and 
connected to the educator [33]. Core teaching 
faculty are more likely to adhere to principles of 
adult learning theory, making educational ses-

11 Developing and Managing a Didactic Curriculum in Psychiatric Graduate Medical Education



172

sions more effective. They can also support and 
provide feedback to one another in a peer super-
vision model, which fosters an identity for 
clinician- educators. Programs and departments 
should consider compensating faculty members 
who share a significant burden of resident teach-
ing through direct payment, protected time dedi-
cated to teaching, and special promotion 
opportunities. In the best models, this becomes 
an attractive position for junior faculty who may 
vie for a coveted spot among the core teaching 
group.

For psychiatry programs affiliated with larger 
departments of psychiatry, the challenge can 
often be that too many faculty members are inter-
ested in teaching residents. While it may make 
sense to include as many faculty as are interested 
in teaching, programs may find it challenging to 
ensure educators are aware of the educational 
sessions that have come before or are to come 
after their sessions. It is important to ensure sem-
inar leaders or champions oversee all of the dif-
ferent faculty giving individual talks. 
Additionally, when faculty members not closely 
affiliated with the residency are teaching one-off 
educational sessions, it may be harder to ensure 
the quality of the sessions provided. Often fac-
ulty repurpose PowerPoints they have developed 
for other settings, whether conferences or other 
educational events. As a result, their sessions 
may not be directly tailored to the residents’ 
needs and educational level. Residents respond 
best to interactive sessions that adopt principles 
of adult learning theory to address topics appro-
priate for their stage of development as psychia-
trists. When programs are overrun with faculty 
interested in teaching residents, it can be helpful 
to add opportunities for teaching and learning 
outside of core didactics. For example, programs 
may sponsor a special interest group in which 
faculty and interested residents meet monthly at a 
faculty members’ home for dinner, a presenta-
tion, and discussion of a case or relevant topic. 
Additional elective seminars may also be offered 
in the evenings for residents who want to take a 
deeper dive into the material, creating opportuni-
ties for faculty to earn teaching credit and interact 
closely with residents.

 Assessment and Iterative 
Improvement of the Didactic 
Curriculum

Once a curriculum has been organized and imple-
mented, it must be continuously evaluated by 
program leaders, educators, and learners to 
ensure it continues to meet the broad goals and 
specific objectives valued by the program. 
Psychiatry is a rapidly evolving field, and curri-
cula must remain topical and relevant to 
learners.

There are several elements to the ongoing 
assessment and improvement of a psychiatry res-
idency didactic curriculum. First, psychiatry resi-
dents, who provide important feedback on 
individual portions of a curriculum, must have a 
clear understanding of the overarching trajectory 
of the curriculum throughout their several years 
in residency. Without this, residents can react to 
individual sessions before clarifying the role of 
the session in the larger curriculum. The same is 
true for the faculty who participate as educators. 
Faculty must be aware of their place within the 
curriculum and be open to professional develop-
ment opportunities that help unify the approach 
to education and improve their adherence to the 
program’s overall learning principles, goals, and 
objectives. It falls to program leadership to effec-
tively communicate the curriculum’s overarching 
goals, objectives, and trajectory to both learners 
and educators. This can be accomplished by 
widely sharing and reviewing the curriculum 
map drawn during the initial curriculum develop-
ment or overhauling an existing curriculum. In 
addition, it can be helpful to name or acknowl-
edge ambassadors of the curriculum, be it a pro-
gram director or core faculty member particularly 
interested and involved in teaching, a senior resi-
dent with a focus on residency education, and 
program administrators, who take on the role of 
ensuring residents and faculty educators are fre-
quently reminded of the map of the curricular 
trajectory.

An important part of the ongoing improve-
ment of the didactic curriculum is feedback from 
residents on each individual session. There are 
several challenges associated with this process. 
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Programs must be creative in ensuring that resi-
dents provide feedback and create opportunities 
to do so in an anonymized fashion. Some 
approach this by requiring residents to complete 
feedback forms in person at the end of each ses-
sion. This has the benefit of ensuring that resi-
dents who attended the session will provide 
feedback but can also infringe on the time avail-
able for the didactic session and requires signifi-
cant time and effort on the part of program 
leadership to read, collate, and analyze the writ-
ten feedback forms. Other programs tie individ-
ual session feedback to attendance tracking. 
Some programs hold resident group discussions 
to provide feedback on the curriculum yearly or 
at specific intervals throughout the year. Again, 
there are tradeoffs to be considered. Programs 
must weigh the accuracy of feedback provided 
immediately after a session with the potential for 
a reactive response that does not consider the 
place of a specific session within the larger cur-
riculum and learning-to-come. Programs must 
also weigh the time it takes to provide, process, 
and analyze feedback for residents, program 
staff, and curriculum committee members, with 
the impact of specific feedback on the quality of 
the education.

The exact format used by residents to evaluate 
didactic sessions is also important. A Likert scale 
system, for example, tends to skew positively, 
with most residents being hesitant to rate ses-
sions in the lower half of the scale. An alternative 
approach, which asks residents to rate each 
didactic session as being in the top, middle, or 
bottom third of all didactic sessions, may gener-
ate a more realistic spread of opinions. Programs 
should also be mindful of asking too many ques-
tions on the didactic feedback form, which can 
negatively impact the residents’ willingness to 
complete it and may lead to less accurate infor-
mation if residents are simply checking boxes to 
finish the task. Providing space for free text com-
ments and encouraging residents to leave direct 
but politely worded feedback is strongly recom-
mended. This provides a more accurate and 
detailed assessment of learner experience and 
facilitates feedback delivery to faculty in aggre-
gate form. Whereas it may not be particularly 

useful for a faculty member to be told that their 
lecture scored a 4.37 out of 5, it is likely very use-
ful for them to see the specific comments from 
residents in an anonymized fashion.

At the MGH/McLean psychiatry residency 
program, the curriculum committee uses a 
Continuous Quality Improvement Method to 
assess the didactic curriculum. This process 
involves soliciting feedback on each session from 
residents via online open-ended survey questions 
tied to resident attendance forms. Resident-led 
curriculum subcommittees work to review and 
summarize resident feedback and recommend 
changes to specific sessions. The larger curricu-
lum committee of key stakeholders then recom-
mends overarching curricular changes and 
delivers feedback directly to faculty [5]. This 
process is ongoing throughout each year, allow-
ing for both session-to-session improvements 
and reflection on themes affecting the larger cur-
riculum that need to be addressed.

Programs may also elect to evaluate their 
didactic curriculum, whether the overarching 
curriculum or specific sessions or series within it, 
through an attempt to assess the impact of certain 
didactics on the learner’s knowledge base or clin-
ical performance. Programs can attempt to mea-
sure this through monitoring changes in 
self-assessments over time, pre- and post-tests in 
either written or oral form, and direct observation 
of residents in clinical settings before and after 
didactic sessions. Some programs use changes in 
PRITE© scores over time as a proxy for the 
impact of didactics and other educational efforts 
on resident knowledge. However, many con-
founding factors will impact a resident’s perfor-
mance on this test. Ultimately, true experimental 
design testing the impact of didactics on resident 
knowledge is challenging. Developing a random-
ized, controlled pre- and post-test for didactics in 
residency would require that not all residents 
receive the same educational opportunities [34].

In addition to the continuous evaluation of the 
individual components of a curriculum, the over-
arching curriculum must remain dynamic, 
responding not just to feedback from learners but 
to changes in the knowledge that makes up the 
field, changes in the background knowledge and 
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experiences of residents entering the field, new 
and innovative educational approaches, changes 
in ACGME requirements, changes in the per-
spectives and values of key stakeholders in the 
curriculum, both within the institution and the 
surrounding community, as well as changes in 
society [35]. Programs are encouraged to have a 
faculty or program director lead who reviews the 
overall didactic curriculum each year and identi-
fies at least five key changes to content with each 
cycle. These changes may include adding new 
topics or material, eliminating or condensing pre-
existing seminars, or substituting faculty who 
receive consistently poor reviews. Being inten-
tional about this process will help programs avoid 
the easy path of simply recycling the same cur-
riculum each year despite resident feedback.

 Conclusion

Ultimately, developing, scheduling, teaching, 
and continuously assessing the formal didactic 
curriculum of a psychiatry residency program is a 
mammoth task. The process of putting on the 
psychiatry residency didactic curriculum estab-
lishes, clarifies, and supports a residency pro-
gram’s values and culture. Therefore, it is worth 
investing substantial time and effort into the qual-
ity of the content and organization of the didactic 
curriculum to support the growth and develop-
ment of well-rounded psychiatrists who work to 
serve the missions of their programs, institutions, 
and the communities they serve.
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12Psychopharmacology Education 
During Psychiatry Residency 
Training

Ira D. Glick, Matej Markota, and Danielle Kamis

 Placing Psychopharmacology 
in Context

Practicing good psychopharmacology is impos-
sible without a solid background in other non- 
pharmacologic aspects of psychiatric clinical 
care. For example, it is hard to imagine effective 
psychopharmacology without at least some (i) 
diagnostic accuracy, (ii) ability to gather useful 
information about previous treatment trials, (iii) 
evaluation of research studies and comparing 
how an individual patient fits with previously 
studied cohorts, and (iv) development of rapport 
and a treatment alliance with patients who may 
struggle with motivation, insight, and trust [1]. 
Psychopharmacology occupies an interesting 
place between biology and psychotherapy, as 
medication effects are exerted via biological 
mechanisms, and at the same time medications 
are usually only one part of the overall treatment 
plan. Because time and resources are limited (see 
below), quality psychopharmacologic education 
is in large part about striking the right balance 

between teaching many different skills and topics 
that will allow the resident to (among other 
things) appropriately use psychopharmacologic 
agents.

Under ideal circumstances, understanding 
neurobiological abnormalities and underlying 
mental illness would naturally flow into under-
standing how psychopharmacological mecha-
nisms correct such abnormalities. There are a 
few examples of such an easy fit between neuro-
biology and psychopharmacology today (e.g., 
methadone treatment in opioid use disorder or 
understanding why dopamine blockers cause 
hyperprolactinemia and its downstream side 
effects). Unfortunately, for many psychiatric dis-
orders, there remains a large gap between the 
neurobiology underlying the physiology of the 
disease and pharmacology. While teaching neu-
robiology should complement teaching psycho-
pharmacology, it is also possible to 
overemphasize teaching neurobiology at the 
expense of useful psychopharmacology. It goes 
against effective learning to teach biological 
hypotheses that cannot easily be applied to 
everyday practice and are therefore more likely 
to be forgotten by learners, whereas practical 
psychopharmacological topics are more likely to 
become engrained in the learner’s practice. As a 
hypothetical example of this, a residency pro-
gram could have excellent basic or psychophar-
macological researchers who are poor teachers, 
and clinical psychiatrists who are not frontline 
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researchers but can teach the art of psychophar-
macology effectively. Overall, it is unlikely that 
the gaps in knowledge between neurobiology 
and pharmacology will be closed rapidly. 
Therefore, residency programs need to be mind-
ful about offering sufficient neurobiological 
background, without encroaching on time spent 
teaching practical psychopharmacology.

We argue that to become good psychopharma-
cologists, residents must also have competency 
in delivering psychosocial interventions. 
Inappropriately neglecting psychosocial inter-
ventions is likely to result in reflexive and irratio-
nal overuse of medications, which is inconsistent 
with the principles of good psychopharmacology 
and evidence-based medicine. In order to be a 
responsible prescriber, a learner must have some 
mastery of methods for enhancing medication 
adherence (particularly motivational interview-
ing); techniques for obtaining informed consent; 
building a therapeutic alliance with patients with 
anosognosia, hostility, irritability, or paranoia; 
and be able to explain the reasons for pharmaco-
therapy to patients at different cognitive and edu-
cational levels. The opposite can also be true, 
with inappropriate estimation of the power of 
psychotherapy at the expense of reasonable use 
of psychopharmacology.

Finally, the context of psychopharmacologic 
education for nonpsychiatrists needs to be con-
sidered. We argue that during brief opportunities 
when non-psychiatry trainees rotate in psychiat-
ric departments, the focus should be on useful 
psychopharmacology of a limited number of 
medication classes (e.g., selective serotonin reup-
take inhibitors, or “SSRIs”), since in practice 
many psychiatric medications will be prescribed 
by nonpsychiatrists [2]. Similarly, consultation- 
liaison (psychosomatic medicine) psychiatry 
teaching services offer residents an opportunity 
to practice teaching nonpsychiatrists to prescribe 
a limited number of psychotropic medications, 
providing clear and specific prescribing guide-
lines, and tracking outcomes systematically. 
Psychiatry residents should clearly master teach-
ing and consulting with nonpsychiatrists about 
psychopharmacology

 Residency Education 
in Psychopharmacology: ACGME 
Requirements

The Accreditation Council for Graduate Medical 
Education (ACGME) requirements indicate that 
psychiatric residents need adequate education in 
biological aspects of psychiatry, including neuro-
biology and psychopharmacology, relevant to 
both inpatient and outpatient settings, as well as 
an understanding of evidence-based medicine. 
Further, the Psychiatry Milestones Project has 
clearly identified milestone threads in the 
“Somatic Therapies” sub-competency that relate 
directly to the practice of psychopharmacology 
[3]. No specific number of hours are indicated or 
required by the ACGME for psychopharmacol-
ogy training and teaching, although some resi-
dency programs have specifically tracked resident 
experience with different pharmacologic agents, 
other treatments, and diagnostic categories to 
ensure adequate experience. It is understood that 
pharmacotherapy will not be the only treatment 
given to many patients; nonetheless, the experi-
ence of long-term medication management is 
critical for the psychiatric resident. We also sug-
gest that residents be taught how to use the 
American Psychiatric Association (APA) and 
other practice guidelines as they pertain to the 
practice of psychopharmacology. How to use 
practice guidelines in clinical practice is an 
important topic that includes an understanding of 
how the guidelines were developed, how to apply 
them clinically and when, and knowing when the 
guidelines are outdated. This would also include 
a discussion on the limitations of practice guide-
lines as well as teaching on evidence-based medi-
cine, which is discussed elsewhere in this chapter 
and this book.

 Time and Resources for Teaching 
Psychopharmacology

Teaching takes an investment of resources, and 
this is not always an easy fit with a medical envi-
ronment ruled by efficiency. Since the topic of 
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how to organize psychopharmacology teaching 
was last discussed in a series of papers in 
Academic Psychiatry published in 2005, not 
much progress has been made with regards to 
creating conditions conducive for psychophar-
macology teaching (i.e., classroom and other 
didactic education) and training (i.e., supervised 
clinical learning). A 2005 paper by Glick and 
Zisook concluded “…as grant funding becomes 
more competitive, academicians must spend pro-
portionately more time writing grant renewals, 
with less time left for teaching. Only the extraor-
dinarily well funded, the less than 1% of ‘super-
stars,’ are able to completely pay for their salaries 
out of their research funds. And (because) some 
(faculty) spend more time in their laboratories … 
than they do in the classroom…. (much) of the 
teaching they do is to postdoctoral fellows rather 
than residents or medical students. In the same 
vein, less time is allocated for clinician-teachers 
to teach because most (if not all) have to fund 
their own salaries, meaning seeing patients to 
generate revenues. Thus, training programs need 
help to accommodate the dual issues of (1) more 
materials to disseminate and (2) less time for fac-
ulty to teach” [4]. The following paragraphs 
describe some realistic approaches that can 
address these concerns today (at the time of this 
writing).

One of the responses to suboptimal resources 
for psychopharmacology education in many aca-
demic settings has been to shift more education 
toward consultation clinics, combining teaching 
with “second opinion” clinical practice, thereby 
maintaining fiscal sustainability. By having the 
faculty “in the room” with the patient and provid-
ing real-time supervision to the resident, the 
clinic may legitimately bill third-party payers 
while training the resident [5]. This model does 
create valuable clinical teaching opportunities for 
psychopharmacology (as well as other aspects of 
clinical practice such as assessment) [5]. 
However, residents in such clinics rarely see the 
results of their psychopharmacologic plans as 
follow-up appointments, by definition, are rarely 
done by consultation clinics. We strongly recom-
mend following patients over extended periods of 

time when learning psychopharmacology. 
Longitudinal follow-up is important in order to 
see the effects of treatment, practice achieving 
treatment to remission, and manage side effects 
and treatment resistance as part of an overall 
treatment course. In fact, there is emerging evi-
dence from the long-term follow-up of patients 
that treatment outcomes are closely related to 
patient adherence over the lifetime of their illness 
[6]. Another limitation of implementing the “sec-
ond opinion” teaching clinic model is that 
smaller, newer, and nonacademic programs may 
face a shortage of faculty, and lack of recognized 
experts for a sustainable “second opinion” teach-
ing clinic. Smaller programs that sometimes lack 
faculty members with special expertise in psy-
chopharmacology may benefit from partnering 
with a larger program to help develop a psycho-
pharmacology curriculum, especially in the era 
of telemedicine.

Another approach to address limited resources 
for teaching (and to some degree, to protect psy-
chopharmacology teaching from being influ-
enced by industry interests) has come from 
professional societies. To decrease the time fac-
ulty needed to prepare for teaching, the American 
College of Neuropsychopharmacology (ACNP) 
developed, in the 1980s, a psychopharmacol-
ogy curriculum that was available to all psy-
chiatry residency programs at no cost. However, 
the uptake of this curriculum by residency 
programs was low [4]. About a decade later 
this same curriculum was redone by a com-
mittee of the American Society of Clinical 
Psychopharmacology (ASCP). At the time of this 
writing, the curriculum continues and is now in 
its 11th edition [7]. This curriculum provides: 
(1) a model of how psychopharmacology can 
be taught and (2) the core content of a psycho-
pharmacology lecture series that extends across 
the 4  years of psychiatric residency training. It 
provides a clinically oriented overview of the 
field aimed at educators, residency directors, and 
others with a responsibility for educating others 
and assuring standards of knowledge and prac-
tice, i.e., competencies. It also provides teaching 
materials like rating scales, lists of books and 
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journals, etc., relevant to a psychopharmacol-
ogy education. The goal of the curriculum is to 
fill a unique gap in psychopharmacology educa-
tion – that is, to provide many of the materials 
a residency program needs to help trainees learn 
modern psychopharmacology.

The ASCP Curriculum is now the first interna-
tional curriculum on psychopharmacology that 
provides the necessary pedagogy and lectures to 
support medical education and training in psy-
chopharmacology on a worldwide scale. The cur-
riculum promotes the availability of an 
educational tool on psychopharmacology glob-
ally, while fostering international cooperation to 
better equip medical educators, trainees, and cli-
nicians on evidence-based psychiatric practice. 
This is particularly beneficial for regions with 
few teaching psychiatrists per capita or those 
with limited access to contemporary educational 
materials, especially those focused on recent 
advancements in psychopharmacology. Through 
this work, the ASCP has been a leader in educa-
tion on an international scale. In addition to the 
ASCP Model Psychopharmacology Curriculum, 
the ASCP has developed other teaching initia-
tives such as “best practices for teaching” and 
teaching cases for problem-based learning (PBL) 
[7]. Furthermore, other professional societies 
have taken the role of helping residency pro-
grams teach psychopharmacology and do faculty 
development around psychopharmacology. The 
American Psychiatric Association developed its 
Focus Program targeting lifelong learning in psy-
chiatry, while the American College of 
Neuropsychopharmacology (ACNP) has focused 
on teaching neuroscience and neurobiology.

The ASCP previously partnered with the 
American Association of Directors of Psychiatric 
Residency Training (AADPRT) to further 
develop the curriculum. The first fruit of this col-
laboration was multimodal teaching modules on 
schizophrenia and depression which included 
slide presentations supplemented by a video of a 
“model” lecture, a video-vignette, problem-based 
case materials, and Board-style review questions. 
The module also featured many pedagogic inno-
vations such as key teaching points and lecturer 
comments on the slides – all of which illustrated 

what pedagogic features local programs could 
add to any presentation.

In addition to model teaching tools, technol-
ogy has also been helpful in supporting learners. 
Not only is digital information always at our fin-
gertips, most electronic ordering systems now 
offer suggestions on dosing, raise alerts on poten-
tial drug interactions, and provide quick access to 
prescribing databases with useful information. 
Electronic health records can also help delineate 
which medications are likely to be covered by the 
patient’s insurance plan, versus those that are out 
of network. Residency programs can also benefit 
from having a regularly updated electronic repos-
itory of presentations on clinical (and if available, 
basic) psychopharmacology that faculty and 
trainees can access virtually. These electronic 
resources should be available for residents who, 
because of clinical duties, may occasionally miss 
the scheduled didactic/classroom sessions.

 Psychopharmacology Teachers 
and Teaching Format

There are no universally accepted metrics to 
identify effective psychopharmacology teachers. 
Some programs test resident knowledge, includ-
ing applied knowledge, before and after specific 
teaching experiences. Further, the limitations dis-
cussed earlier in this chapter often lead to an 
approach where “any willing/able teacher for any 
student” is used [8]. While individual supervision 
is mandated by the ACGME [9], there is very lit-
tle research available on how to pair optimal 
resident- supervisor dyads in psychiatric resi-
dency training [10]. We do believe that giving 
(anonymous and de-identified) feedback to teach-
ers is important to allow the teacher to grow and 
develop. Further, we believe that disseminating 
learner evaluations of faculty immediately after 
each teaching encounter is good practice so that 
learner feedback is collected soon after the teach-
ing sessions or other interaction with faculty (i.e., 
timely evaluation). Most programs have “teacher 
of the month/quarter/year” recognitions which 
may identify effective teachers, though popular-
ity does not necessarily equate to effective teach-
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ing. Along these lines, in teaching 
psychopharmacology (and most other topics), the 
charisma and perceived prestige of the teacher 
can perpetuate biases in susceptible learners 
(e.g., about which pharmacologic strategies are 
superior to other treatment approaches) [8]. We 
believe that nurturing a learning culture that wel-
comes residents to challenge their teachers is the 
only way to address this problem. A threat of 
becoming a “naked emperor” in front of residents 
is uncomfortable to most faculty, and it takes 
some personal maturity to publicly reach the lim-
its of one’s knowledge and use that opportunity 
to model lifelong learning.

Each program will need to develop its own 
style and its own priorities for psychopharmacol-
ogy teaching and training based on its resources, 
expertise, and available clinical settings. We have 
not delineated “priorities vs. the ideal” in the 
ASCP model curriculum that is discussed in this 
chapter. We emphasize here that, traditionally, 
didactic presentations and activities such as lit-
erature review/journal club represent the “irre-
ducible minimum” rather than the ideally 
complete program. The question of which of the 
below-outlined learning activities ought to be 
interdisciplinary must be considered, since some 
beginning residents are reluctant to reveal their 
limited knowledge of psychopharmacology in 
front of nurses and other nonphysician teachers. 
On the assumption that psychiatric residents 
learn in different ways, at different speeds, and in 
very different settings, we have presented a vari-
ety of formats. Case-based learning and the 
involvement of senior supervisors, who can 
model the integration of psychopharmacology 
into the total treatment plan, underlie the entire 
model. Of note, spaced repetition is crucial for 
effective learning [11]. Thus, repetition of appro-
priate concepts and information at various stages 
in the residency program is to some degree wel-
comed. Another important concept of effective 
learning is “interleaving,” where students mix 
multiple topics as part of their learning process 
[12]. Because clinical work itself (particularly 
clinical practice in acute care settings) tends to 
present residents with unpredictable challenges 
that demand retrieval of knowledge (consistent 

with interleaving), we believe that psychophar-
macology didactics do not need to be designed 
using interleaving principles.

With regard to the format of teaching, the 
apprenticeship model is a cornerstone of psycho-
pharmacology education. While the apprentice-
ship model has downsides, it is hard to imagine 
residency education without it. The apprentice-
ship model consists of bedside education and 
learning to care for patients under appropriate 
observation and supervision [5]. Relying on the 
apprenticeship model as a key part of residency 
education is one of the main reasons that psychia-
try training programs start in supervised inpatient 
settings, and only then progress to outpatient 
environments, where there is often less direct 
oversight of residents. In the apprenticeship 
model, residents ideally observe more experi-
enced clinicians participating in the care of 
patients. The residents then practice themselves 
by seeing the patient, writing admission/prog-
ress/discharge notes, participating in “bedside” 
attending rounds, and attending multidisciplinary 
team rounds (often attended by pharmacists and 
others with backgrounds outside of clinical psy-
chiatry), all while having the opportunity to 
receive feedback [5]. These real-life experiences 
(including integrating basic psychopharmacol-
ogy with a patient’s idiosyncratic situation, 
including insurance coverage of medications, 
transportation, etc.) cannot be fully replicated 
with didactics, lectures, journal clubs, problem- 
based learning, or other techniques. The appren-
ticeship model is universally utilized and we do 
not see this changing in the near future. A down-
side of the apprenticeship model is that the qual-
ity of the model is dependent on the enthusiasm 
of teachers (who have many other competing 
interests), as well as on the appropriate volume 
and mix of patients. The demands of a busy clini-
cal practice can also make an apprenticeship 
model quite a hectic learning environment, with 
insufficient time to learn about the details of 
evidence- based practice. The apprentice model 
thus needs to be supplemented by other educa-
tional activities such as classroom didactics. All 
programs are required by the ACGME to have 
scheduled and protected didactic time,
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Historically, lectures or seminars have been 
the main mode of “non-bedside” teaching. 
However, retention of lecture-based psychophar-
macology content may be poor, particularly 
when those lectures are not engaging for the 
learners. Along these lines, didactics are increas-
ingly shifting to more engaging and participa-
tory modes of teaching. More recently, some 
teachers are using a “flipped classroom” 
approach in which the residents see the slides 
before the didactic, and the didactic time is used 
to discuss cases in the context of a particular 
subject. Journal clubs can be engaging. However, 
evidence that journal clubs are an effective way 
of learning is limited. It is therefore easy to argue 
that journal clubs are as much about teaching the 
process of acquiring new and useful knowledge, 
in addition to learning about specific content. It 
is therefore reasonable (if not even desirable) to 
focus at least one journal club on a paper that 
describes a flawed psychopharmacological 
study, which gives residents an opportunity to 
identify “bad science” and learn about method-
ological pitfalls to look for. Discussing statistics 
may be the most difficult aspect of journal clubs, 
however, basic statistical concepts such as effect 
size, number needed to treat (NNT), and confi-
dence intervals are useful in understanding the 
literature and interpreting the literature in the 
context of clinical practice. Residents should 
also become comfortable discussing basic clini-
cal trial methodology (such as subject selection, 
dosing, and randomization) and whether pub-
lished papers have an impact on their clinical 
practice. Unfortunately, attendee interest in reg-
ular journal clubs can be hard to sustain, and lon-
gevity tends to be increased by the availability of 
food during journal clubs, as well as mandatory 
attendance [13]. Overall, it is hard to imagine 
that residency programs are educating future 
practitioners who will be able to critically and 
independently evaluate new evidence without 
dedicating effort to quality journal clubs or other 
methodology to teach residents how to under-
stand literature.

In addition to journal clubs, clinical case con-
ferences should be offered in all years of psychi-
atric residency training. Case conferences 
combine clinical practice and scientific informa-

tion in a practical manner that is at the heart of 
clinical psychopharmacology teaching. Patients 
are typically selected for case presentations 
because of problems with their treatment, unusual 
or interesting aspects of their clinical presenta-
tions, or because they illustrate a particular aspect 
of psychopharmacology. The patient is usually 
presented formally in the case conference with an 
emphasis on past psychopharmacological or bio-
logical treatment and other relevant clinical vari-
ables. Typical topics of discussion in case 
conferences include differential diagnosis, review 
of prior psychopharmacological treatment, rea-
soning for use of current medications and doses, 
history of short- and long-term side effects, and 
integration of psychopharmacology into the 
overall treatment plan. Some case conferences 
have a strong literature review component, with 
the goal of learning how to place individual 
patients in the context of the available evidence 
base. This requires applying findings of psycho-
pharmacologic studies to guide treatment deci-
sions, while at the same time respecting the 
uniqueness of each patient, since idiosyncrasies 
and comorbidities of individual patients in real- 
life clinical practice are rarely represented in 
study cohorts of published manuscripts. Said 
another way, this is an exercise in applying litera-
ture to individual patients. In order to do this, the 
learner must go through a laborious process of 
understanding how well research participants in 
influential psychopharmacologic studies corre-
spond to real-life patients with unique problems 
and comorbidities [1].

Another approach to psychopharmacology 
didactics, problem-based learning (PBL), is 
based on gradually evolving clinical problems. In 
other words, the problems discussed are gradu-
ally increased in their complexity until learners 
reach the limit of their understanding. In between 
meetings in PBL-based didactics, residents look 
up relevant psychopharmacologic information in 
textbooks and the medical literature and report 
their findings at the next meeting [5]. This 
approach is engaging and participatory for resi-
dents, however, it also requires time from faculty 
to adequately choose and prepare the topic.

Gamification is a style of teaching that uses 
games to engage learners, and has previously 
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been used to teach psychopharmacology, for 
example, by using multiple-choice questions and 
flashing buzzers (can be purchased online or with 
phone applications) to generate excitement and 
engage learners [5]. Overall, getting residents 
involved and participating in teaching sessions is 
crucial, partially because of the motivating social 
aspects of having to demonstrate knowledge in 
front of peers as well as requiring them to dem-
onstrate the knowledge they have obtained.

Finally, the direction of teaching should be 
considered. Because the same medications in psy-
chiatry are used across diagnostic categories and 
the same disorders can be treated with different 
agents or combinations of agents, psychopharma-
cology can either be taught by diagnostic catego-
ries or by medication classes. The authors believe 
that teaching in both directions  – by diagnostic 
category and by medication class  – at different 
times in residency is reasonable. For example, 
junior residents can focus on the use of psycho-
pharmacology for specific conditions, because 
such knowledge is easy to apply to inpatient pop-
ulations of patients. For example, psychopharma-
cological treatment of mania – such as different 
combinations of lithium, anticonvulsants, anti-
psychotics, and benzodiazepines  – is easier to 
apply to inpatient settings, compared to discuss-
ing each of these medication classes separately. 
Once basic mastery of psychopharmacology is 
achieved, it is reasonable to focus on more in-
depth knowledge of separate medication classes.

 Content of Teaching

Based on our experience, we view the didactic 
presentations in psychopharmacology as being 
taught at three different levels:

 1. A crash course taught in the postgraduate 
(PG) I year or in the summer of the PG II year 
(for residencies with a full PG I year of medi-
cine and neurology). This course would stress 
the basics of inpatient and emergency room 
psychiatry, emphasizing safety and drug inter-
actions in particular. Careful attention must be 
paid to these lectures since they may form the 

basis for the developing psychiatrist’s future 
clinical practice. In addition, these courses 
often integrate psychiatric residents into psy-
chiatric training as opposed to other parts of 
the PG I year which are devoted to medicine 
and neurology training.

 2. A basic course with a full review of the psy-
chopharmacologic agents and disorder- 
specific topics to be presented in the PG II 
and/or PG III year. Psychopathology should 
be folded into this course. This course is 
shaded toward inpatient psychiatry topics.

 3. Advanced courses for residents in the PG III 
year and advanced neuroscience courses in 
the PG III or IV year. Some topics from the 
PG II year (e.g., depression or schizophrenia) 
can be repeated on a more advanced level. 
This course is more focused on outpatient 
psychiatry topics.

In addition to what is listed for the presenta-
tion topics in the first and second PG years, 
emphasis should be placed on the practical imple-
mentation of medications as that appears to be 
the first thing that residents ask their supervisors 
about (e.g., dosing schedules for fluoxetine, or 
how often to measure TSH during lithium treat-
ment). We must specifically mention ECT, an 
evidence-based survivor of the pre- 
psychopharmacologic somatic therapies for men-
tal illness. In many educational programs, ECT is 
grouped with psychopharmacology since it is a 
type of somatic treatment and it remains the 
backup therapy for some severely mentally ill 
patients when psychotropic drugs fail. We also 
suggest an overview lecture on rating scales for 
specific symptoms or syndromes, as well as on 
physical and laboratory examinations. We believe 
in incorporating the reliable assessment of target 
symptoms and outcomes into routine clinical 
practice, because this is associated with better 
clinical outcomes and is also becoming increas-
ingly important in the current climate demanding 
outcome justification. Thus, rating scales should 
be introduced early and residents should learn to 
use the relevant assessments. See Table 12.1 for a 
proposed model for teaching topics by year of 
training.
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Table 12.1 Example of a psychopharmacology curriculum design

Year of 
residency Topic

Format of 
teaching Skills/goals

Total number of hours/
duration

PGY1 Psychopharmacology crash 
course consisting of:
   The safe use of 

psychotropic drugs and 
recognizing side effects 
(e.g., akathisia associated 
with antipsychotic use, 
initial psychomotor 
activation with SSRIs, or 
anticholinergic delirium)

   Basic theoretical models 
relating current knowledge 
of the biology of the 
disorder(s) in relation to 
the proper use of 
psychotropic drugs

   The process of “informed 
consent,” the duties of 
physicians in emergency 
clinical situations (suicide 
and/or assaultive behavior, 
etc.), the right of the 
patients to refuse 
treatment, as well as their 
right to participate in 
experimental protocols if 
they choose

   Indications, 
contraindications, dose 
regimens, including route 
of administration and side 
effects

   Evaluation and treatment 
strategies for patients with 
serious symptoms that 
require acute treatment 
before a full diagnosis can 
be developed (e.g., 
unspecified psychosis in 
acutely ill, hospitalized, 
involuntary patients)

   Management of acute side 
effects

Lectures
Apprenticeship 
model
Case 
conference

Stress the basics of inpatient 
and emergency room 
psychiatry, emphasizing 
safety and drug interactions 
in particular as well as 
mechanism of action of the 
medications being 
prescribed
To provide care that is 
compassionate and 
competent and which 
maximizes patient 
well-being, satisfaction, and 
adherence

Ideally, the initial contact 
with patients should have 
occurred during 
hospitalization
>50 patients for at least 
1 year; >5 patients for at 
least 2 years

I. D. Glick et al.
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Table 12.1 (continued)

Year of 
residency Topic

Format of 
teaching Skills/goals

Total number of hours/
duration

PGY2 Knowing when, and which, 
psychopharmacological 
agents are the treatments of 
choice.
Knowing appropriate 
application of augmentation, 
combination, and switching 
strategies
How to appropriately 
document

Apprenticeship 
model
Case 
conference

A basic course with a full 
review of the 
psychopharmacologic 
agents and disorder-specific 
topics. Psychopathology 
should be folded into this 
course. This course is still 
shaded toward inpatient 
psychiatry topics
Develop the ability to 
examine critically the 
relevant psychiatric 
literature via an 
understanding of the basic 
scientific principles required 
to test hypotheses and 
evaluate effect sizes

Evaluation and treatment 
planning with patients in 
each  category:
   Anxiety and Obsessive- 

compulsive disorders, 
including panic 
disorder, social anxiety 
disorder, and 
generalized anxiety 
disorder (GAD)

   Trauma and stressor- 
related disorders 
including posttraumatic 
stress disorder (PTSD)

   Mood disorders, 
including unipolar, 
bipolar, and persistent 
depressive disorder, 
and mixed features

   Psychotic disorders, 
including schizophrenia 
spectrum and other 
psychotic disorders

   Comorbid anxiety and 
depression

   Comorbid substance 
use disorder and 
psychiatric disorder

   Eating disorders
   Geriatric depression
   Neurocognitive 

disorders
   Neurodevelopmental 

disorders
   Medically ill patients 

with psychiatric 
disorders

   Perinatal and 
reproductive 
psychopharmacology

   Personality disorders
   Sexual dysfunction
   Women’s mental health
   Child Psychiatry
   ADHD

(continued)
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Table 12.1 (continued)

Year of 
residency Topic

Format of 
teaching Skills/goals

Total number of hours/
duration

PGY3 Understand the limitations of 
pharmacotherapy and its 
potential dangers and pitfalls
Understand basic theoretical 
models relating current 
knowledge of the biology of 
the disorder(s) in relation to 
the proper use of 
psychotropic drugs
Dose-response relationships
Blood levels: practical uses, 
misuses
Therapeutic trial concept: 
dose and duration
Placebo and nocebo effects

Case 
conference

Advanced 
psychopharmacology 
course, with focus on 
neuroscience and outpatient 
psychiatry
Develop a systematic 
approach to gathering 
diagnostic and treatment 
outcome data and making 
accurate chart recordings of 
these data
Develop the ability to 
perform 
psychopharmacological 
consultations efficiently and 
effectively, particularly for 
primary care colleagues and 
nonphysicians
ECT
Learn the use and practice 
of symptom monitoring 
scales to provide 
measurement-based care 
and treat to remission
We strongly recommend 
that residents not only keep 
track of diagnoses of 
patients whom they have 
treated, but also the drug 
classes that they use. The 
aim is to make sure that they 
get some exposure to 
medications that are used 
much less frequently in a 
typical resident outpatient 
clinic (e.g., MAOIs, 
tricyclic antidepressants, 
typical (first-generation) 
antipsychotics, etc.)

Cont. see PGY2
A minimum of 8–12 h per 
week should be devoted 
predominantly to 
psychopharmacology
At least 2–3 integrated 
psychopharmacologic- 
psychotherapy cases are 
suggested

PGY4 Know when not to use 
psychotropic drugs
Management of side effects 
during long-term treatment

Journal clubs Integrate psychotherapeutic, 
psychoeducational, 
psychobiologic, and 
psychopharmacologic 
aspects of care
To develop tools and habits 
to keep one’s skills 
up-to-date with new and 
emerging findings

Cont. see PGY2
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A clinical psychopharmacology program 
should teach specific skills so that participants 
will be able to:

• Integrate psychotherapeutic, psychoeduca-
tional, psychobiologic, and psychopharmaco-
logic aspects of care.

• Develop a systematic approach to gathering 
diagnostic and treatment outcome data and 
making accurate chart recordings of these 
data.

• Develop the ability to perform psychopharma-
cological consultations efficiently and effec-
tively, particularly for primary care colleagues 
and nonphysicians.

• Develop the ability to examine critically the 
relevant psychiatric literature via an under-
standing of the basic scientific principles 
required to test hypotheses and evaluate effect 
sizes.

• Provide care that is compassionate and com-
petent and which maximizes patient well- 
being, satisfaction, and adherence.

• Develop tools and habits to keep one’s skills 
up-to-date with new and emerging findings.

The minimum objective of a clinical psycho-
pharmacology program should be to make 
explicit the required knowledge base of psycho-
pharmacology for educating psychiatric residents 
in an optimal and standardized fashion. The cur-
riculum should help the trainers and teaching 
learners to:

• Use psychotropic drugs safely and recognize 
pseudo-psychiatric symptoms that may repre-
sent medication-associated toxicity (e.g., anx-
iety in the context of short benzodiazepine 
half-life, akathisia associated with antipsy-
chotic use, initial psychomotor activation by 
SSRIs, or anticholinergic delirium).

• Know when, and which, psychopharmacolog-
ical agents are the treatments of choice.

• Understand the limitations of pharmacother-
apy and its potential dangers and pitfalls.

• Appropriately apply augmentation, combina-
tion, and switching strategies.

• Know when not to use psychotropic drugs.
• Understand basic theoretical models relating 

current knowledge of the biology of the 
disorder(s) in relation to the proper use of psy-
chotropic drugs.

We (the Stanford General Psychiatry 
Residency Program) have also worked to inte-
grate neuroscience into clinical psychopharma-
cology teaching. The intent is to not just teach 
current psychopharmacologic approaches, but to 
speak to the past and possible future development 
of new treatments. This includes new understand-
ings of how the brain works and our evolving 
understanding of the biological basis for mental 
disorders. Rooted in translational neuroscience, 
the overall aim is to introduce participants to neu-
roscience research relevant to the practice of psy-
chiatry. The material covered is organized largely 
by neurobehavioral systems in which abnormali-
ties can be seen in one or multiple psychiatric 
disorders. Since this course is brain-focused and 
translational in its nature, this organization keeps 
topics maximally neurobiologically coherent, but 
often not Diagnostic and Statistical Manual of 
Mental Disorders (DSM) diagnosis-restricted. In 
general, it is the hope of the authors that neuro-
science will be an important component of clini-
cal decision-making and that residents will begin 
to develop a comfort with neuroscience that 
allows them to discuss it effectively with their 
patients. As such, one aim is to illustrate how a 
broad understanding of translational neurosci-
ence presents a different and complementary per-
spective on mental illness to that offered by DSM 
or treatment-focused approaches. There are also 
national initiatives on teaching neuroscience 
such as the National Neuroscience Curriculum 
Initiative (https://nncionline.org). The NNCI 
offers self-study materials, teaching videos, 
 clinical vignettes, guides for teachers, and other 
resources to bolster neuroscience teaching in res-
idency programs.
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 Evaluation

Learning to be tested is less effective and can 
even be demotivating and discourage learning in 
the long run compared to learning with the goal 
of putting knowledge to use [14]. Self-evaluation 
should be part of a broader evaluation system that 
contains evaluations from faculty, peers, and 
other staff. Standard clinical practice should offer 
ample opportunity for direct resident observation 
in real-world settings that can be assessed with 
structured assessment tools but without standard-
ized tests. One such structured direct observation 
tool is the Psychopharmacotherapy-Structured 
Clinical Observation (P-SCO) which evaluates 
27 tasks of a pharmacotherapy visit [15]. A few 
examples of the tasks assessed with the P-SCO 
are whether rapport was established, whether risk 
was assessed, and whether response to treatment 
was assessed. While test scores should not 
become the primary focus of evaluation in resi-
dency, testing does serve important functions, 
including helping with retrieval practice and thus 
solidifying knowledge. However, all residents are 
required to take standardized tests, including the 
Psychiatry Resident In-Training Examination® 
(PRITE), that can provide valuable feedback 
regarding fund of knowledge. Pre- and post- 
training examinations can offer valuable feed-
back to residents and teachers. Board pass rates 
and postgraduate surveys are also opportunities 
to identify major gaps in programs.

Documentation of training in psychopharma-
cology should include the number of teachers, 
curriculum hours, and evaluation instruments. 
Additionally, with implementation of the 
Milestones Project, ACGME requires documen-
tation of competency and sub-competency attain-
ment in psychopharmacology. The “Patient Care 
5: Somatic Therapies” sub-competency directly 
addresses milestones related to psychopharma-
cology, and “Medical Knowledge 4: 
Psychotherapy” addresses the integrated use of 
psychopharmacology with psychotherapy [3]. 
Post-residency the American College of 
Psychiatrists has developed an assessment called 

Psychiatrists In-Practice Exam (PIPE) for prac-
ticing psychiatrists that includes some psycho-
pharmacology. In addition, the American 
Psychiatric Association (APA) has developed 
several resources for continuing education, which 
can also be used for Maintenance of Certification 
(MOC).

 Summary and Conclusion

Here in 2021, there has been a gradual evolution 
and change in how psychopharmacology is being 
taught. As such, we have updated how psychiat-
ric residencies should teach psychopharmacol-
ogy. Additionally, we have highlighted the rapid 
changes in the field, including the difficulties in 
keeping up with the literature, and most impor-
tantly of all, the need to be sure trainees have the 
clinical competence so that any one of us would 
feel comfortable to refer a family member for 
treatment of a psychiatric problem. Education in 
psychiatry has advanced, but the challenges are 
far greater than two decades ago. Lifelong learn-
ing with dedicated and knowledgeable teachers is 
necessary – and crucial for good treatment out-
comes including quality of life.
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13Psychotherapy Education 
in Psychiatry Residency Training

Amber A. Frank, Randon S. Welton, 
and Erin M. Crocker

 Introduction

Psychotherapy is a valuable tool in treating men-
tal illness. Robust psychotherapy training in resi-
dency empowers psychiatrists to use a broad 
variety of psychosocial interventions in addition 
to psychopharmacology in our efforts to help 
patients. Addressing the emotional aspects of our 
patients’ lives through the development of an 
optimized therapeutic alliance and the appropri-
ate use of empathy, instruction, support, and 
insight improves patient outcomes [1]. In recent 
decades, however, the practice of psychotherapy 
by psychiatrists has been threatened by various 
factors, including the impact of managed care, 
psychopharmacological advances, and the growth 
of mid-level mental health practitioners. These 
factors have changed the office practice of psy-
chiatrists in the United States. Surveys of US 
office-based psychiatric practice have shown a 
decrease in the use of psychotherapy by psychia-

trists [2] and an increase in polypharmacy over 
the same time period [3].

In addition to affecting the care we provide, 
psychiatrists’ decreasing emphasis on psycho-
therapy also impacts the knowledge, clinical 
skills, and professional attitudes that are modeled 
and taught. The diminished focus on psychother-
apy might create questions as to whether psycho-
therapy should remain a central tenet of a 
psychiatrist’s professional identity [4]. While 
residents may still be taught about psychother-
apy, they notice the changing attitude of their fac-
ulty members. In a 2010 survey of 15 psychiatry 
training programs in the United States, most resi-
dent respondents perceived that their program 
director was supportive of their psychotherapy 
training. Still, nearly one-third of respondents did 
not feel that other departmental leaders shared 
this supportive stance [5]. Decreases in psychia-
trists’ psychotherapy practice strain training pro-
grams by producing fewer adequate psychiatric 
role models for residents to observe and fewer 
psychiatrists who feel competent to provide psy-
chotherapy supervision. These psychiatrists are 
also less likely to seek advanced training in psy-
chotherapy, making them better psychotherapy 
instructors and supervisors [6]. Despite these 
trends, evidence abounds supporting the continu-
ing role of psychotherapy in psychiatric practice 
[6], and trainees seem to agree with this senti-
ment. Data from a survey of 14 US training pro-
grams in 2014 demonstrated that residents desire 
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more training in psychotherapy than they are 
receiving [7].

The authors of this chapter firmly believe that 
psychiatrists should continue to practice both 
general psychotherapy skills (such as the  common 
elements of psychotherapy) and specific psycho-
therapeutic modalities. Therefore, this chapter 
will examine the history and current require-
ments to teach general and specific psychother-
apy skills to residents and will present available 
resources to help residency training programs 
teach and trainees develop their psychotherapy 
skills.

 History of Psychotherapy Training 
in Psychiatry Residency Programs

The twentieth century witnessed significant 
changes in psychiatric residencies as well as psy-
chiatric practice. There has been a dramatic 
decrease in psychotherapy training. The percent-
age of residency training spent learning and 
delivering psychodynamic psychotherapy may 
have been as high as 50% in the late 1940s and as 
little as 2.5% by the late 1980s [8]. Many factors 
contributed to this decline. Contemporary psy-
chopharmacology began in the late 1950s, 
accompanied by advancements in genetic and 
neuroscience-based knowledge. Psychiatry resi-
dencies had to make time for teaching and train-
ing these newer developments. Leaders in 
academic psychiatry were also drawn from a 
much broader range of backgrounds and experi-
ences, reducing the prominence of psychotherapy 
in academic psychiatry [9].

Within the clinical psychiatric community, 
there were additional challenges. Psychodynamic 
psychotherapy had not initially emphasized the 
randomized controlled trials (RCTs) that became 
the gold standard for evidence-based medicine 
[10]. This led to psychodynamic psychotherapy 
being inaccurately labeled as not evidence-based 
[11]. Many psychiatrists who had been trained in 
psychodynamic and psychoanalytic approaches 
were also slow to embrace emerging forms of 
therapy such as cognitive-behavioral therapy 

(CBT) [8]. Managed care reimbursement rates 
incentivized medication management and left 
psychotherapy primarily to nonphysician thera-
pists [9, 12]. Many psychiatrists subsequently 
gravitated towards emerging biomedical 
approaches and de-emphasized talking therapies. 
As a result, psychotherapy was no longer seen as 
an essential aspect of psychiatric practice by all 
psychiatrists. And, many residents no longer 
believed they would spend a significant amount 
of their clinical time providing psychotherapy 
[13].

By 2017, the World Psychiatric Association- 
Lancet Psychiatry Commission on the Future of 
Psychiatry advised that psychotherapy training 
should still be included in psychiatry residencies. 
However, it recommended training the focus on 
psychotherapy’s common factors, such as attend-
ing to the therapeutic alliance and empathic lis-
tening, rather than providing in-depth training on 
specific psychotherapeutic modalities [14]. This 
recommendation was made despite the evidence 
supporting the benefits of CBT, supportive ther-
apy, and psychodynamic psychotherapy that 
argued for their remaining a vital part of psychia-
try residency training.

 Current Training Requirements

Training standards for psychiatry residents in the 
United States have changed dramatically over the 
past several decades. During the second half of 
the twentieth century, these changes corre-
sponded with major shifts throughout medical 
education. In the late 1970s, the World Health 
Organization began promoting competency- 
based training of physicians, requiring standard-
ized, observable objectives and demonstrations 
of proficiency [15]. The efficacy of training was 
to be assessed by performance measures rather 
than time spent in training. In the mid-1990s, the 
Canadian Royal College of Physicians and 
Surgeons began work on the CanMeds 2000 
Project to delineate key competencies for every 
medical specialty. Simultaneously the American 
Association of Medical Colleges (AAMC) initi-
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ated the Medical School Objectives Project to 
define performance-based outcomes for under-
graduate medical education. In 1997, the 
Accreditation Council for Graduate Medical 
Education (ACGME) committed to using educa-
tional outcomes to assess residency training. The 
ACGME came up with six general  competencies – 
Patient Care, Medical Knowledge, Practice-
Based Learning and Improvement, Interpersonal 
and Communication Skills, Professionalism, and 
Systems-Based Practice. Specialty-specific 
Review Committees (RC) required that programs 
begin assessing these general competencies by 
June 2001, and the RCs started evaluating them 
the following year. Seeing the future of medical 
training, by 1998, more than 80% of Chairs of 
Departments of Psychiatry favored creating spe-
cific general psychotherapy competencies [16].

The American Association of Directors of 
Psychiatric Residency Training (AADPRT) 
established a Task Force on Psychotherapy in 
1994. Two years later, the American Psychiatric 
Association (APA) created the APA Commission 
on Psychotherapy by Psychiatrists (APA-COPP). 
By 2000, the AADPRT Task Force on 
Competencies also began to look at psychother-
apy. Based on this ongoing work, the AADPRT 
task force identified five psychotherapy modali-
ties for psychiatry residents to become compe-
tent. The task force recommended that training 
programs focus on psychodynamic psychother-
apy, CBT, supportive psychotherapy (SPT), brief 
psychotherapies, and combining psychotherapy 
with psychopharmacology. AADPRT commit-
tees created and distributed learning goals for 
each of the five competency areas. It was left to 
individual programs to determine how they 
would teach and document competency in these 
psychotherapeutic modalities [12]. These initial 
AADPRT efforts were incorporated into the 
ACGME psychiatry program requirements [17]. 
Psychiatry residency programs were to demon-
strate their graduates were competent in brief 
psychotherapies, combined treatment with medi-
cation and psychotherapy, supportive psycho-
therapy, cognitive-behavioral therapy (CBT), and 
psychodynamic psychotherapy. By 2007, these 

requirements had been simplified to graduates 
demonstrating competency in brief and long- 
term psychodynamic psychotherapy, supportive 
therapy, and CBT [18].

In 2009, the ACGME announced the Next 
Accreditation System (NAS). The NAS included 
developmentally based Milestones in each of the 
six general core competency areas. The announce-
ment led to hundreds of articles discussing the 
benefits and challenges of the new system. The 
Milestones provided narrative descriptors of the 
competencies and sub-competencies along a 
developmental continuum with varying degrees 
of granularity. There were anchor points for each 
of the 1–5 levels of the Milestones. Level 1 was 
designated as the level of performance demon-
strated by a new medical school graduate. As the 
resident progressed through training and 
increased their competence, they would gradu-
ally meet the more challenging anchor points. 
Although the Level 4 designation was intended, 
though not required, for residents who were 
ready for graduation, there was also a Level 5, 
which was designed as an aspirational goal for 
advanced residents [15]. The Milestones served 
several purposes. They allowed individual resi-
dent performance to be assessed with guidance to 
the resident on what they needed to demonstrate 
for the next level. The aggregate data also helped 
the residency program:

• Assess their residents in a standardized and 
comprehensive manner

• Provide more explicit expectations of resi-
dents and fellows

• Assess the efficacy of their curriculum
• Identify underperformers
• Identify advanced learners in order to offer 

them increased opportunities [15]

In 2020, the ACGME released the second edi-
tion of their Psychiatry Milestones [19]. 
Psychotherapy was addressed in two areas  – 
Patient Care and Medical Knowledge. Anchor 
points were provided for all levels, but to obtain a 
Level 4, a resident should display behaviors such 
as:
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• Patient Care
 – Selects appropriate psychotherapeutic 

modality based on case formulation
 – Provides the three core psychotherapies – 

cognitive behavior therapy, supportive 
therapy, psychodynamic psychotherapy

 – Tailors treatment to the patient
 – Provides at least supportive therapy to 

complex patients
• Medical Knowledge

 – Compares selection criteria, potential risks, 
and benefits of the three core 
psychotherapies

 – Identifies the techniques of the three core 
psychotherapies

 – Summarizes the evidence base for the three 
core psychotherapies

 – Explains theoretical mechanisms of thera-
peutic change of the three core 
psychotherapies

While it may not have the prominence it 
once did, these Milestones maintain psycho-
therapy training within psychiatry residency 
programs, ensuring that trainees become com-
petent in both general and specific psychother-
apy skills.

Although every residency program is free to 
create its own structure, many programs use the 
“Y-Model” of psychotherapy training to focus 
residents’ attention on general psychotherapy 
skills before moving to more specific forms of 
psychotherapy.

 Y-Model

The ACGME-required areas of competency in 
psychotherapy for general residency training can 
be conceptualized using the Y-Model [20]. This 
model incorporates supportive psychotherapy, 
CBT, and psychodynamic psychotherapy using 
the letter “Y” as a visual representation of the dif-
ferent psychotherapies and their relationship to 
each other. In this model, the base of the Y repre-
sents supportive psychotherapy and elements that 
are shared among psychotherapies, while the two 
arms of the Y build upon this stem and represent 

the unique traits of CBT and psychodynamic 
psychotherapy.

Elements common to multiple psychothera-
pies, located in the stem of the Y-model, include 
developing a therapeutic alliance and formula-
tion, an empathic stance, boundaries and confi-
dentiality, and identifying treatment goals 
matched to the patient’s needs and background. 
The Y stem also includes identifying repeated 
maladaptive patterns, a strategy common to dif-
ferent theoretical frameworks in multiple thera-
pies, though utilized differently. Supportive 
psychotherapy envisioned and taught as a psy-
chotherapy that draws heavily upon shared com-
mon elements among all psychotherapies also 
resides on the base of the Y. Likewise, brief psy-
chotherapy and combined treatment with both 
medication and psychotherapy rest in the stem of 
the Y, reflecting their use in multiple schools of 
psychotherapy.

Above the stem, one arm of the Y represents 
core features of psychodynamic psychotherapy 
while the other represents CBT.  Core features 
located on the psychodynamic arm include an 
emphasis on affect, discussing a patient’s 
attempts to avoid difficult topics and situations, 
and exploring a patient’s dreams and fantasies. 
Psychodynamic approaches use uncovering and 
attempt to understand unconscious processes 
more often than CBT or supportive therapy. 
While transference issues are addressed when 
necessary within supportive psychotherapy, a 
focus on transference and countertransference is 
more often at the forefront of psychodynamic 
work, and these elements are therefore included 
on the psychodynamic arm of the Y.  They are 
seen as a way of understanding the patient’s rela-
tionships with others through the lens of signifi-
cant past relationships. The final core elements of 
the psychodynamic arm of the Y include an 
emphasis on how the past experiences impact the 
present and a focus on the patient’s interpersonal 
relationships and experiences [20, 21].

The CBT arm of the Y similarly signifies core 
elements of this modality. These elements include 
a more directive and structured approach to indi-
vidual therapy sessions and to the course of ther-
apy more broadly. CBT therapists provide 
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psychoeducation about cognitive theory and the 
benefits of behavioral modification, active priori-
tization of problems/issues, collaboration within 
sessions, teaching and practicing concrete coping 
skills, and assigning and assessing out-of-session 
homework. CBT focuses less on the patient’s past 
and more on developing new skills to manage 
maladaptive thought patterns and behaviors. The 
“cognitive” portion of CBT involves instruction 
about the intimate connection between thoughts 
and emotions and helps patients identify and 
challenge thought patterns that lead to continuing 
emotional distress. For example, a patient who 
tends to believe that his spouse is no longer inter-
ested in him would be asked to describe and eval-
uate the evidence that supports and contradicts 
that conclusion. Once the patient has demon-
strated the ability to complete this exercise, they 
are asked to examine similar thoughts they expe-
rience between sessions. As the patient demon-
strates increasing competence, they will complete 
these exercises more rapidly and accurately. The 
behavior component often leads to patients fac-
ing feared or avoided situations in a structured 
and systematic fashion. They will subsequently 
write down and subsequently discuss their 
responses to these exercises [22]. Similar to psy-
chodynamic psychotherapy, the Y-model includes 
both the unique elements of CBT represented on 
the arm and features that CBT shares with other 
therapies, as represented on the stem.

How can the Y-Model be used for teaching 
psychotherapy? The Y-model encompasses all 
core competencies in psychotherapy as identified 
by the ACGME and places them within a visual 
framework that highlights psychotherapy’s 
shared and unique elements. By explicitly shar-
ing this model with trainees at the beginning of 
their psychotherapy training, psychotherapy edu-
cators can help residents better identify each psy-
chotherapy modality’s core conceptual 
frameworks and skills, differentiate one psycho-
therapy from the others, and ultimately put them 
all into practice.

Once residents have been introduced to the 
Y-model as a conceptual framework for under-
standing core psychotherapy competencies, skills 
located on the stem of the Y offer a useful entry 

point for residency learners new to psychother-
apy. These common elements of psychotherapy 
are often more intuitive to learners, can be applied 
across different clinical settings, and will form 
the foundation upon which more specialized 
CBT and psychodynamic skills can be built. Both 
didactics and early residency clinical rotations, 
including inpatient settings, provide opportuni-
ties to introduce residents to these common ele-
ments and practice them with patients.

The Y-model can also be a helpful framework 
for residency faculty to demonstrate where their 
own psychotherapeutic practices and techniques 
lie within a resident’s overall trajectory of psy-
chotherapy training. The Y-model can become a 
program’s shared conceptual model of its overall 
psychotherapy education, assisting faculty of all 
backgrounds in identifying how and where they 
can contribute to residents’ psychotherapy edu-
cation. As an example, review of the Y-model in a 
faculty development workshop can facilitate an 
inpatient psychiatrist’s recognition of their role in 
teaching common elements early in training in 
inpatient units. Such an approach can also remind 
an outpatient psychopharmacology supervisor of 
the integration of psychotherapy techniques with 
psychopharmacologic practice. Additionally, it 
can help a CBT educator understand their teach-
ing as a specialized contribution likely occurring 
later in training and building upon common ele-
ments of psychotherapy that the resident has 
already learned. A video explaining the Y-model 
is available through the Austen Riggs Center 
website at augstenriggs.org. It may help provide 
further context on the model for both faculty and 
trainees.

While the original Y-model limited its focus to 
the core psychotherapy modalities required by 
the ACGME, it also can serve as a scaffold for 
trainees to conceptualize and integrate other 
evidence- based psychotherapies. For example, 
dialectical-behavioral therapy (DBT) or 
mindfulness- based cognitive therapy (MBCT) 
may be envisioned as a branch growing off the 
CBT arm of the Y-model. In contrast, 
mentalization- based treatment (MBT) may be 
seen as a branch off the psychodynamic psycho-
therapy arm. This growing arborization of the 
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Y-model can help trainees understand how differ-
ent and emerging therapies are related to each 
other historically and in their theoretical frame-
work and approach to the patient. Additionally, 
there are evidence-based therapy modalities such 
as interpersonal therapy (IPT), which do not fit 
clearly on one specific branch, and which repre-
sent an opportunity for us to reconceptualize the 
Y-model as a “brush” model, wherein common 
elements are at the base, with a range of evidence- 
based psychotherapy modalities extending from 
there, each with their unique theoretical perspec-
tives and distinctive features.

For programs with specialty psychotherapy 
programs or residents interested in other psy-
chotherapies beyond the core psychotherapies, 
the arborization of the Y-model or a conceptual-
ization of a “brush” model can provide a struc-
ture for conceptualizing where and how 
education in these psychotherapies may com-
plement their education in the core competen-
cies. Once the trainees understand the basic 
concepts, the training program can emphasize 
general and specific psychotherapy approaches 
and skills.

 General Psychotherapy Skills

Even as some were questioning the relative 
importance of psychotherapy for modern psychi-
atrists, a growing body of evidence has continued 
to demonstrate that strong relationship-centered 
communication skills improve patient care out-
comes within all medical specialties. A basic 
foundation of general psychotherapy skills is 
useful for all physicians [23]. The way that 
patients experience their relationship with a phy-
sician positively impacts patient care outcomes 
[24]. For example, it has been shown that primary 
care providers who exhibit more empathy with 
their patients have patient panels with lower 
hemoglobin A1c values [25]. Providers whose 
patients were more satisfied with the doctor- 
patient relationship demonstrate better adherence 
to their antihypertensive medications [26]. What 
is true in medicine, in general, is certainly true in 
psychiatry. Within psychiatry, the therapeutic 

relationship (or therapeutic alliance) strongly 
impacts patient adherence to pharmacotherapy 
[27, 28].

General psychotherapy skills include effec-
tively conveying empathy, developing and main-
taining a strong therapeutic alliance, and 
establishing and maintaining appropriate bound-
aries. For psychiatrists specifically, it is impor-
tant to remember that decades of psychotherapy 
research have consistently shown that the com-
mon elements of psychotherapy, including empa-
thy and the therapeutic alliance, have a significant 
impact on psychotherapy outcomes [29]. 
Therefore, providing the common elements of 
psychotherapy becomes a vital foundation for 
our trainees as they grow to become competent 
psychiatrists and practitioners of psychotherapy.

Empathy Using empathy effectively in clinical 
encounters requires that trainees carefully attend 
to the patient’s emotional cues and use this infor-
mation to imagine the patient’s emotional state. 
The resident then must be able to connect with 
this emotional state and make use of both verbal 
and nonverbal behaviors to convey a genuine and 
caring response. For some trainees, developing 
the ability to express empathy appropriately in 
the clinical setting may require expanding their 
own emotional vocabulary in order to help 
patients accurately identify and name their feel-
ings [30].

Therapeutic Alliance Developing trainees’ abil-
ity to optimize the alliance will improve patient 
care outcomes. Important elements of the thera-
peutic alliance include mutual agreement on the 
goals and tasks of the therapeutic work and the 
development of a collaborative bond between 
therapist and patient. Learning to collaborate 
with the patient and reach a consensus on realis-
tic treatment goals can sometimes present a chal-
lenge, particularly if the patient’s initial reasons 
or goals for coming to therapy are unrealistic. 
Tools such as the Working Alliance Inventory and 
the Vanderbilt Therapeutic Alliance scale are 
available to assist supervisors in assessing train-
ees’ progress in this important domain of clinical 
work [31].
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Boundaries The ability to establish and main-
tain appropriate boundaries, also called the 
“frame” of the therapy work, is also a vital skill 
set for trainees. Residents must learn to effec-
tively attend to important boundary consider-
ations with patients, such as the physical setting 
and time of the therapeutic work, therapist self- 
disclosure, and a clear understanding of the dif-
ferences between boundary crossings and 
boundary violations [30].

 Specific Psychotherapy Skills

Specific psychotherapy skills usually arise from 
one particular therapeutic discipline and require 
additional training. While general psychotherapy 
skills can be helpful for most physicians in most 
patient interactions, specific skills are typically 
more selective. There are, however, opportunities 
for all physicians to use some specific psycho-
therapy skills, such as supportive psychotherapy 
or motivational interviewing (MI). These skill 
sets are valuable and appropriate in other medical 
settings, including primary care [32, 33].

 Supportive Psychotherapy (SPT)

Brief supportive therapy interventions can benefit 
a broad variety of patients [34]. The tasks of the 
supportive psychotherapist have been organized 
by the acronym HOPE to remind our trainees that 
we can assist our patients anytime we can find an 
opportunity to do the following:

• Hear and understand their emotions and 
feelings

• Organize their experience and narrative
• Promote adaptive psychological functioning 

(focusing on coping and self-esteem), and
• Effect changes by collaborating with the 

patient (to increase support and reduce 
stressors)

Supportive psychotherapy interventions can 
be organized and presented within the above 
framework. The HOPE framework can assist 

physicians, including residents, with conceptual-
izing and utilizing basic interventions within 
various patient care encounters and clinical set-
tings, including during brief patient care encoun-
ters [35].

Some examples of supportive therapy inter-
ventions include empathic validation, encourage-
ment to elaborate, praising effective choices and 
behaviors, and providing anticipatory guidance. 
Integrating these interventions can significantly 
enhance our patients’ functioning and reduce 
current distress [34].

 Cognitive-Behavioral Therapy (CBT)
CBT has been used to effectively treat a broad 
range of common mental illnesses. There is a 
structure to CBT that many patients and thera-
pists appreciate. CBT techniques are usually 
based on challenging and modifying maladap-
tive thought patterns and behavior. When pre-
sented as a series of cognitive and behavioral 
experiments, patients often feel that CBT is 
more active and interactive. CBT is usually con-
ceptualized as brief therapy lasting for several 
months [36].

 Psychodynamic Psychotherapy
A psychodynamic understanding and foundation 
also provide an important framework for thinking 
and conceptualizing our patient’s current behav-
ior and problems. By training residents to become 
competent psychodynamic psychotherapists, we 
empower them to work with patients to examine 
patterns within personal relationships, reflect on 
how the past helps shape present behaviors, 
understand defenses and resistance, and address 
transference issues within the treatment relation-
ship [37].

 Additional Specific Psychotherapy 
Skills
With an increase in the number of psychothera-
pies considered “empirically supported,” deter-
mining which modalities to prioritize can be 
overwhelming [38]. Unfortunately, there is no 
broad international consensus concerning the 
most important therapies in which psychiatry 
residents should gain competency [39].
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Individual programs’ choices about what sub-
specialty psychotherapy training to offer are typi-
cally guided by the needs of the patients seen by 
the programs’ trainees, the expertise of the pro-
gram’s faculty, and local resources for psycho-
therapy training. Common choices for additional 
therapy training include interpersonal psycho-
therapy, dialectical-behavioral therapy, motiva-
tional interviewing, family and couples therapy, 
and group psychotherapy. Training in these psy-
chotherapies may occur later in residency, after – 
and building upon  – education in the core 
psychotherapies. It is also reasonable to sequence 
the training earlier in residency when appropriate 
to the opportunities present in the learning envi-
ronment, such as rotating on a DBT-focused 
inpatient unit.

 Structuring Training 
in Psychotherapy

The organization and oversight of psychotherapy 
training vary, but each program must develop its 
own approach for managing this important aspect 
of their residents’ training. At some institutions, 
the program director or associate program 
director(s) will manage or share these duties. 
Alternatively, some training programs designate 
a Director of Psychotherapy Training (sometimes 
referred to as an Associate Training Director for 
Psychotherapy) who oversees the residents’ psy-
chotherapy training experiences. Finally, based 
on available resources, some training programs 
may need to partner with nonphysicians for over-
sight of the residents’ psychotherapy education, 
such as having a psychologist serve as the 
Director of Psychotherapy Training. When this 
approach is utilized, it remains vitally important 
that physicians still participate in the training and 
supervision of residents to provide adequate role 
models and physician perspectives on the utiliza-
tion of psychotherapy skills by psychiatrists.

Teaching complex skills like psychotherapy 
require a variety of modalities and approaches 
and should be informed by adult learning princi-
ples. Adults learn best when they perceive a dis-
tinct need for learning and when the instruction is 

active, engaging, and longitudinal [40]. In addi-
tion, the impact of training in adults is optimized 
when that training includes the following:

• Two-way communication
• Discussion and class interaction
• Opportunities to practice the skills being 

taught
• Obvious practical application [41]

Training programs should ensure that resident 
instruction in psychotherapy frequently includes 
active participation, such as discussions of clini-
cal cases, role-play, brainstorming, or practicing 
the skills they have been taught. Psychotherapy 
can be taught through a combination of didactic 
coursework, supervised clinical experiences, and 
psychotherapy case conferences.

 Didactic Coursework

Didactic coursework is required to provide the 
basic concepts and terminology of psychother-
apy. Lectures are a convenient method to share 
the history and theory of the therapy being taught. 
Some therapy approaches will have specific diag-
nostic considerations and conceptualizations that 
must be understood for the resident to assess 
patients. Instructors can also review specific ther-
apeutic interventions and discuss theoretical 
mechanisms of change. Creating a lecture is an 
efficient approach to giving information but may 
not be the most effective way of instilling knowl-
edge and changing behavior. Classroom learning 
can be enhanced by adding a structured discus-
sion of the shared materials or practicing specific 
skills. In addition, mentally manipulating the 
information trainees have read or heard helps 
instill the targeted psychotherapy concepts 
permanently.

Example – A lecturer assigns readings covering the 
basic psychological defenses. The class starts with 
the instructor answering any questions the resi-
dents had from the assigned readings. Following 
this, she asks each resident to describe one of the 
defenses from the readings and give an example. 
The example could be theoretical but would be bet-
ter if it came from recent clinical material. She 
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then distributes some clinical vignettes. Each resi-
dent writes down which defense they believe was 
being demonstrated in each vignette. The answers 
are then compared. The participants discuss dis-
crepancies until a consensus is reached.

 Sequencing of Content 
in Psychotherapy Didactic Coursework
Presenting more than one psychotherapy modal-
ity at a time can be overwhelming to learners and 
ultimately counterproductive [42], so it is impor-
tant to establish a linear progression of general 
and specific psychotherapy skills. As referenced 
above, the Y model provides a framework for 
sequencing didactics content in a logical order of 
gradually increasing theoretical complexity, 
allowing coursework to meet our trainees’ grow-
ing understanding and competence as psycho-
therapy practitioners. An example of such an 
approach would be teaching about the common 
elements of psychotherapy before progressing to 
supportive psychotherapy, then CBT, and then 
psychodynamic psychotherapy, and potentially 
including other selected modalities such as moti-
vational interviewing (MI), interpersonal therapy 
(IPT), and dialectical-behavioral therapy (DBT).

The University of Colorado’s Psychotherapy 
Scholars Track is an example of such an approach, 
placing a significant initial focus on teaching the 
common psychotherapy factors [38]. After estab-
lishing this strong foundation of general psycho-
therapy approaches and skills, specific 
psychotherapy modalities are then introduced.

The context of the residents’ clinical assign-
ments during each training year should also 
inform sequencing decisions. For example, 

introducing motivational interviewing and sup-
portive psychotherapy to junior residents rotat-
ing on inpatient units and consult-liaison settings 
allows them to utilize these strategies in their 
current clinical assignments. It also enables the 
residents providing these therapy interventions 
to be observed by their supervising faculty in 
real-time and receive feedback from supervising 
faculty trained in these modalities, complement-
ing their didactic experiences. Another example 
is introducing the basic principles of group psy-
chotherapy to residents rotating on inpatient psy-
chiatry units, partial hospital programs, or 
intensive outpatient programs to promote their 
understanding of this aspect of their patients’ 
care. This can also provide them with an oppor-
tunity to partner with a skilled group therapist 
and work in a co- therapist role. The opportunity 
to have real-time observation and feedback from 
a more experienced co-therapist can enhance the 
trainee’s development as a psychotherapy practi-
tioner [43, 44].

Table 13.1 provides a model of a potential 
4-year longitudinal psychotherapy didactic 
curriculum.

 Clinical Experiences

Competency in specific psychotherapies is devel-
oped from supervised clinical experiences work-
ing with many patients from differing 
backgrounds. Most of these specific psychother-
apy experiences are found in either psychother-
apy clinics or general outpatient clinics.

Table 13.1 Model of a potential 4-year longitudinal psychotherapy didactic curriculum

Year 1 Year 2 Year 3 Year 4
Common elements (basic listening 
skills, empathy, therapeutic 
alliance, and boundaries)

Introduction to CBT Advanced CBT Advanced elective 
psychotherapy training

Supportive psychotherapy (SPT) Introduction to 
psychodynamic 
psychotherapy

Dialectical-behavioral 
therapy (DBT)

Teaching psychotherapy to 
junior residents and medical 
students

Motivational interviewing (MI) Interpersonal therapy 
(IPT)

Advanced 
psychodynamic 
psychotherapy

Instruction and practice in 
psychotherapy supervision

Introduction to group therapy Introduction to couples 
and family therapy

Mindfulness
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 Psychotherapy Clinics
Psychotherapy clinics prioritize talking thera-
pies. There will be a screening process to ensure 
that the patient is appropriate for psychotherapy. 
The screening process may exclude some patients 
with severe mental illness (e.g., schizophrenia, 
bipolar disorder), active substance use disorder, 
or prominent safety concerns. These patients 
might benefit from supportive psychotherapy, but 
they typically require a breadth of services not 
available within residency psychotherapy clinics. 
Exceptions may be made for those demonstrating 
prolonged stability. Most residency psychother-
apy clinics will encourage at least weekly indi-
vidual sessions and have the option for group, 
family, couples, or twice-a-week psychotherapy. 
Residents will often be encouraged to provide 
different psychotherapy modalities depending on 
their training and the expertise of their supervi-
sors. Within these specific clinic settings, resi-
dents may or may not be allowed to prescribe 
medications in addition to providing 
psychotherapy.

Funding psychotherapy clinics is challenging. 
Since therapy billing is based on time, many 
 payers require that supervisors be present in the 
session for the amount of time associated with 
the charge for the visit. This is difficult to arrange 
and interferes with many aspects of the treat-
ment, including transference, countertransfer-
ence, and boundaries. An alternative is creating a 
fee-for-service program where patients are 
expected to pay cash but contact their insurance 
for reimbursement. If fees are set low enough, 
patients might even afford to pay out of pocket, 
although this format risks limiting the diversity 
of the patients seen in the clinic.

 Outpatient Psychiatry Clinics
The alternative to designated psychotherapy clin-
ics is to engage in psychotherapy in a general 
psychiatric outpatient clinic. The majority of 
these patients will receive psychotropic medica-
tions and be seen for 30 minutes or less. However, 
even with the limited time, there is ample oppor-
tunity to practice supportive therapy and specific 
CBT techniques. Therapists in community men-
tal health centers can emphasize themes such as 

rejecting images of incapacity and worthlessness, 
enhancing social empowerment, increasing func-
tioning, maximizing autonomy, developing a 
strong therapeutic alliance, and using family 
therapy to manage expressed emotions. In addi-
tion, clinicians might role-play social skills train-
ing or practice decision-making to help patients 
adapt more effectively to their numerous psycho-
social stresses [45]. While skills can be practiced, 
a full course of CBT or psychodynamic psycho-
therapy generally would not be possible in the 
time allotted. To combat this limitation, clinics 
can set aside a small percentage of 45–60-minute 
appointments that will permit routine psycho-
therapy. While this can provide residents some 
experience with psychotherapy, it is unlikely to 
provide an adequately thorough training experi-
ence. When psychotherapy is provided in these 
general outpatient psychiatry clinics, combined 
therapy is the norm.

 Combined Therapy
For many residents combining psychotherapy 
with psychopharmacology has become their pri-
mary opportunity to practice psychotherapy. 
Although it might be a consequence of where 
they practice, it is also based on the recognition 
that neither psychotherapy nor psychopharma-
cology alone may be adequate for many patients. 
For example, patients with severe mental ill-
nesses such as schizophrenia and bipolar disorder 
require psychopharmacology but receive addi-
tional benefits from adjunctive psychotherapy 
[46, 47]. With these practices in mind, there is 
growing recognition of the importance of a psy-
chodynamic understanding in all psychiatric 
interactions.

 Psychodynamically Informed 
Prescribing
Opportunities for psychodynamically informed 
prescribing abound in general psychiatric prac-
tice. Psychodynamically informed prescribing 
starts with the recognition that non- pharmacologic 
factors determine much of an individual’s 
response to medication. The strength of the thera-
peutic alliance with the prescriber may be more 
important than the chosen medication, as effec-

A. A. Frank et al.



201

tive psychiatrists often see significant responses 
even when they are prescribing placebos [48].

Psychodynamic issues arise throughout the 
prescribing process, such as why the medication 
is being prescribed, why the patient agrees to the 
medication, expectations of the medication’s 
effects, and treatment adherence. Patients may 
arrive in the psychiatrist’s office with the expec-
tation that “I am coming to get a pill,” but pre-
scribers should reflect on why they are 
prescribing. Is there convincing evidence that this 
medication will be helpful, or are they prescribed 
for other reasons? Other reasons may be: (1) “I 
do not trust psychotherapy or my skills as a psy-
chotherapist,” (2) “I want the patient to like me, 
so I am giving them what they want,” or (3) “I 
feel helpless in the face of their illness and this 
way I am at least doing something.” Prescribers 
should also consider why the patient is agreeing 
to take the medication. Do they accept that they 
have an illness? Have they been convinced of the 
potential benefits of the medication? Are they try-
ing to please the clinician or prevent the practitio-
ner from abandoning them? Does the medication 
present an unrealistic hope for a better future? 
Does it solidify their identity as a “sick person”? 
Does taking a medication mean that they are not 
responsible for making changes in their life? 
Psychiatrists should take time to explore the 
patient’s experiences with medication in the past 
and how these experiences impact their current 
decisions. Issues of non-adherence may also have 
a psychodynamic basis. Is the non-adherent 
patient defying the will of an authority figure? 
Does their illness provide an identity that suc-
cessful treatment would strip away? Are they 
afraid of dependence or addiction to the medica-
tion [48–50]? These issues should be considered 
routinely in any outpatient clinical setting.

 Split Versus Integrated Therapy
Patients receiving both medication and psycho-
therapy participate in either split therapy or inte-
grated therapy. Split therapy occurs when a 
patient sees one clinician for psychotherapy and a 
different one for psychopharmacology. 
Classically this involves a psychiatrist prescrib-
ing medications and a nonphysician providing 

psychotherapy, but other variations occur. For 
example, the patient might be receiving therapy 
from a psychiatrist and medications from their 
primary care provider, or rarely, seeing one psy-
chiatrist for medication and another for therapy. 
Integrated therapy occurs when the same psychi-
atrist is providing psychotherapy and 
psychopharmacology.

Split therapy became more prominent as two 
trends coincided. First, a growing number of non-
psychiatrists, including primary care providers, 
physician assistants, nurse practitioners, and, in 
some jurisdictions, even psychologists, felt 
increasingly comfortable prescribing psychotro-
pic medications. At the same time, psychologists, 
social workers, and master’s level therapists and 
counselors were gaining a foothold within man-
aged care organizations. These organizations 
hoped that split therapy involving psychiatrists 
combined with nonphysician therapists offered 
less expensive but equally effective care [51, 52]. 
Other benefits were touted. Patients could choose 
any therapist they wanted, increasing their auton-
omy. Patients might find it easier to share infor-
mation with one of their practitioners than with 
the other. With good communication, both psy-
chiatrists and therapists will get the information 
they would not have uncovered personally. It also 
gave the appearance that psychiatrists were being 
used more efficiently. Psychiatrists would man-
age the complicated medication regimens of the 
sickest patients while leaving more routine care 
to other clinicians. Despite these promises, con-
cerns were recognized from the beginning of the 
practice. What if the clinicians were competitive 
or non-supportive? What if the patient splits the 
practitioners, effectively making the team work 
against itself? What if the patient divulges differ-
ent or contradictory information to the clinicians? 
Who would handle emergencies when they 
arose? It was hoped that regular communication 
between the clinicians would resolve those prob-
lems [51, 53].

Although split therapy has probably become 
the norm in the twenty-first century, few data- 
based studies have examined the efficacy and 
impact of this transition. The limited published 
studies do not support cost savings with split 
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therapy [51]. The overall increase in the number 
of appointments outweighs the decreased cost of 
the nonphysician therapist. Effective communi-
cation between clinicians occurs less frequently 
than anticipated. Both practitioners tend to see 
the other as relatively uninterested in communi-
cation. Because of their increased patient load 
and the decreased time they spend with individ-
ual patients, psychiatrists appear to know their 
patients less well [54]. Despite these concerns 
and efforts to improve parity in the treatment of 
mental illness, this trend does not seem likely to 
change soon.

In addition to split therapy, many psychiatry 
residents experience split supervision. This can 
occur when the clinical management of therapy 
patients is managed by one supervisor while the 
psychotherapy aspects are supervised by another. 
The clinical supervisor is the “supervisor of 
record” and signs off on the chart confirming the 
trainee’s assessment, diagnosis, and treatment 
plan. The psychotherapy supervisor will then dis-
cuss therapeutic conceptualizations of the same 
patient based on the type of therapy provided by 
the resident. The psychotherapy supervisor’s 
name will likely not appear in the medical record. 
Medication management of the patient may be 
handled by either or both supervisors. Managing 
disagreements between these two supervisors are 
rarely discussed before there is a problem. The 
medical literature currently does not provide 
clear boundaries between these roles or discuss 
the medical-legal liability of the psychotherapy 
supervisor in relation to the clinical supervisor.

 Opportunities for Psychotherapy 
in Hospital or Acute Care Settings
The significant pressures within the inpatient 
practice environment to stabilize and discharge 
patients rapidly can erroneously reinforce the 
impression that the provision and teaching of 
psychotherapy belong only in the outpatient 
setting. The volume of material to teach resi-
dents about patient evaluation, risk assessment, 
biological treatments, and systems may also 
contribute to the perception that there is no 
place for psychotherapy learning in these set-
tings. However, many opportunities exist to 
teach residents about psychotherapy in acute 

services settings such as inpatient psychiatry, 
consult-liaison, or psychiatric emergency ser-
vices. Attending psychiatrists teaching resi-
dents in these settings may, in fact, already be 
incorporating and role modeling the integration 
of psychotherapy techniques into their care. 
Still, they may not be aware that they are doing 
so or may not explicitly identify and model 
psychotherapy opportunities when working 
with resident learners.

With these barriers in mind, programs have 
several pathways for integrating psychotherapy 
into acute services settings. First, programs may 
have access to dedicated inpatient psychotherapy 
programs, such as an intensive DBT-based inpa-
tient unit, and residents may be able to rotate on 
these services. However, many programs do not 
have access to these services and may not have 
the institutional resources to build such a service. 
Therefore, a practical pathway for these pro-
grams is to identify, highlight, and augment the 
use of psychotherapies in the program’s acute 
services settings as they currently exist. The inpa-
tient service does not have to develop a formal, 
daily psychotherapy program if it lacks the 
resources. Instead, faculty can identify opportu-
nities for integrating and teaching therapy tech-
niques or “micro-therapies” that are already 
being used on the service. Examples of this are as 
follows:

• An inpatient attending demonstrates the use of 
empathic statements and reflective listening to 
build the treatment alliance and establish 
shared treatment goals with the patient (com-
mon elements of evidence-based 
psychotherapies)

• A resident rotating on the consult-liaison ser-
vice is prompted by their attending to help 
guide a patient recovering from an overdose in 
constructing a narrative of what led to the 
overdose and identifying existing supports 
that they have in their faith community (sup-
portive psychotherapy)

• An inpatient teaching team caring for a patient 
admitted for suicidality following a break-up 
helps the patient identify that he is making the 
cognitive error of overgeneralization, assum-
ing the break-up means he is unlovable and 
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will never have a satisfying relationship (cog-
nitive behavioral therapy)

• In safety planning with a patient presenting 
for transient suicidal ideation and non-suicidal 
self-injury, a psychiatric emergency services 
attending and resident teach the patient con-
crete distress tolerance skills before discharg-
ing her (dialectical-behavioral therapy)

• A consult-liaison psychiatrist discusses with 
the resident the impact of a patient’s early life 
traumatic experiences on her mistrust of the 
treatment team (psychodynamic 
psychotherapy)

As illustrated by the examples, elements of all 
core psychotherapies can be found and taught in 
acute services settings. Programs interested in 
bolstering their residents’ psychotherapy educa-
tion in these settings may benefit from holding 
faculty development sessions to help acute care 
services faculty recognize when and how they are 
already doing psychotherapy. These sessions 
may utilize realistic vignettes like those listed 
above and offer faculty the additional opportu-
nity to brainstorm and share their strategies for 
psychotherapy teaching on their services. Faculty 
development may also focus on familiarizing fac-
ulty supervisors with schools of psychotherapy 
with which they are less familiar.

For programs with limited expertise in spe-
cialized therapies, supportive psychotherapy and 
common elements of psychotherapy can still be 
taught in virtually any clinical service. The 
Three-Step Supportive Psychotherapy Manual is 
an accessible guide for programs interested in 
increasing psychotherapy teaching on their acute 
services. The manual can also be used as the 
basis for faculty development for clinician- 
educators teaching in acute services settings [55].

 Other Modalities
Traditionally psychiatry residents could expect to 
run group, couples, and family therapy on inpa-
tient units and in intensive outpatient or partial 
hospitalization programs. These modalities still 
exist, but they are less prominent within psychia-
try residency training. When inpatient hospital-
ization lengths of stay were measured in weeks, 
individual and group therapy was a staple of 

inpatient treatment. With inpatient hospitaliza-
tions in most facilities now lasting only a few 
days, those opportunities are less likely as the 
resident is consumed with admission notes, acute 
medication management, and discharge plan-
ning. Changes in residency requirements have 
also played a role.

In 2004, psychiatry residencies were required 
to provide their residents “sufficient experiences 
in the major types of therapy, including...family/
couples therapy, group therapy…[17].” By 2007, 
that requirement had dropped to simply “expo-
sure” to family, couples, and group therapy. By 
2015, the requirements no longer mentioned any 
of these modalities. Residency program directors 
overwhelmed with other demands could hardly 
be expected to maintain this focus when it was no 
longer required. Of course, motivated programs, 
faculty members, and residents will seek out 
these experiences, but it is no longer required for 
psychiatry residents in training.

 Supervising Clinical Experiences
Supervised clinical experiences are essential in 
developing as a psychotherapist, since learning 
about therapy cannot take the place of providing 
supervised therapy. In fact, the gold standard for 
psychotherapy training is didactic coursework 
along with a supervised clinical experience [56].

The goals of the didactics and supervision can 
be integrated as if they were a lecture and labora-
tory. The experiential laboratory component rein-
forces the class lecture. The didactic lesson offers 
a more comprehensive and theory-based under-
standing of what is observed and experienced in 
therapy. This approach allows for further integra-
tion of the classroom learning environment with 
clinical learning. It also requires that psychother-
apy supervisors are familiar with the current con-
tent of the residents’ didactic coursework, 
allowing the supervisor to reinforce the concepts 
learned in the classroom during the supervision 
discussion of clinical work when applicable [57].

Example  – Following a didactic session on psy-
chological defenses, the supervisor and supervisee 
watch the video of an eventful session looking for 
the patient’s use of psychological defenses.

Supervision of CBT can also include tools 
developed and validated in assessing competency 
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in CBT. For example, instruments have been cre-
ated to measure declarative and procedural 
knowledge, i.e., what they know about CBT and 
how they provide CBT. Perhaps the most widely 
used instrument is the Cognitive Therapy Scale 
(CTS) (also known as the Cognitive Therapy 
Rating Scale). The CTS includes 11 items which 
are scored from 0 to 6. Raters will observe a 
recording of a session and rate the 11 areas. 
Generally, a score of 40 is required for the thera-
pist to be considered competent [58].

 Maximizing Learning Within 
the Supervisory Relationship

Supervision Agreements
Supervisory agreements can assist both residents 
and supervisors, and can also improve trainee 
and supervisor satisfaction with the supervisory 
relationship [59]. The supervision agreement 
should ideally outline the duration of the supervi-
sory relationship (most often one academic year), 
how cases will be presented (ideally using audio 
or video recordings), when notes will be expected 
to be routed to the supervisor for co-signature, 
and how patient emergencies will be handled. 
Ideally, a supervision agreement should also out-
line how challenges in the supervisory relation-
ship will be addressed, as having this discussion 
at the outset of the relationship greatly increases 
the likelihood that any challenges that arise will 
be effectively approached and managed [60].

Therapy Video and Audio
Traditionally, supervision has utilized summaries 
of the resident’s notes and recollection of the ses-
sion, which allows the supervisor to understand 
the resident’s experience, but does not provide 
the supervisor with objective information about 
the resident’s performance. Having access to 
objective data (such as video or audio recordings) 
allows the supervisor to assess the therapy work 
more accurately, including observation of non-
verbal behavior. This greatly enhances the learn-
ing in supervision by allowing for more 
behaviorally specific feedback to the trainee [61]. 
In fact, it has been demonstrated that feedback on 
objective data provides greater development of 

competence compared to the traditional approach 
of reviewing process notes and a general discus-
sion of case material [62, 63]. For this reason, 
review of therapy audio or video recordings is 
considered a supervisory best practice and is 
encouraged by the British Royal College of 
Psychiatrists [39].

Supervisors may use the recordings in differ-
ent ways. As the supervisee-supervisor dyad 
watches the video together, the supervisor can 
stop the recording and ask the resident pertinent 
questions, e.g., “How would you describe your 
intervention? What other options did you have?”. 
This process is one of reflective learning, a key 
element to adult learning. The supervisor and 
supervisee can discuss alternative interventions. 
As they learn more about the patient, the dyad 
can role-play situations that might occur.

Despite these educational benefits, it has been 
noted that “evaluation during training is often 
based on an apprenticeship model and narrative 
reports by trainees with subjective judgments of 
supervisors in clinical supervision rather than 
observed therapist behaviors” [1]. One reason 
that therapy recordings may not be utilized is 
residents’ anxiety about the idea of recording 
their therapy sessions, including discomfort with 
viewing their own performance objectively, as 
well as fear of criticism from the supervisor. 
Therefore, supervisors must develop a supportive 
and positive relationship with their supervisees to 
foster trust in the process and confidence that 
feedback will be delivered constructively. It can 
also be helpful to establish video review as an 
expectation within supervision sessions and 
ensure that trainees feel confident with the 
recording process and the available recording 
equipment at their clinical site(s) [64].

Although the review of objective data in 
supervision can significantly enhance our train-
ees’ educational experience, we must keep in 
mind the relevant ethical considerations, 
 including patients’ rights to privacy. Before any 
recording, patients must provide informed con-
sent. Residents must be prepared to approach the 
topic of recording sessions with their patients to 
ensure that their patients understand the purpose 
of the recording request (for training), who will 
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see the recording (their supervisor only, or their 
supervisor and fellow residents if the recordings 
are used for learning purposes in seminar), how 
the recording will be stored, and the time frame 
during which the recording will be deleted (ide-
ally within 1–2 weeks, after review by the resi-
dent and the supervisor). Patients also need to be 
fully informed that recording is optional and that 
their ability to receive psychotherapy will not be 
hindered if they elect not to give consent for 
recording [61, 65].

Webcams are an effective and affordable tool 
for recording therapy videos, and careful selec-
tion of software for secure storage of therapy vid-
eos is vitally important for patient privacy. 
Ideally, recordings can be stored on a secure 
shared drive accessible only by the supervisor 
and the supervisee. Training programs must work 
with their Information Management Department 
to ensure that all recording and storage processes 
are HIPAA-compliant [66].

For programs with limited ability to video 
record, audio recordings can be substituted to 
review session content. A plan to obtain patient 
consent for recording and procedures for secure 
storage, educational use, and destruction of 
recorded content should be reviewed with institu-
tional compliance and privacy officers, as guide-
lines for recording may vary among institutions 
and geographic regions.

 Supervisor Development
Psychotherapy supervisors for general psychiatry 
residents have a variety of professional back-
grounds. They may be very senior faculty or new 
faculty fresh out of residency themselves. They 
may be psychiatrists, or they may be psycholo-
gists or experts with other academic backgrounds. 
They may specialize in a particular school of 
therapy, or they may be comfortable with multi-
ple approaches. Supervisors may be members of 
a program’s employed faculty who practice in the 
same clinics as the residents they supervise, or 
they may be “volunteer” faculty with practices 
elsewhere in the community who provide super-
vision in exchange for an academic appointment 
and relationship with the residency or medical 
school. There are also differences between vari-

ous fields in the way that supervisor competen-
cies are addressed. Historically psychiatry 
residency training programs have viewed psy-
chiatrist faculty members as ready to supervise 
based on their competency as a therapist. In con-
trast, the field of psychology has taken a more 
rigorous approach for outlining specific compe-
tencies for clinical supervisors [67].

With this range of backgrounds, supervisors 
for a single training program may have different 
needs for faculty development. Unfortunately, 
many programs have insufficient time and 
resources to offer a multitude of different faculty 
development opportunities. While programs may 
wish to have a small number of focused trainings 
for supervisors from specific demographics, such 
as a session providing an overview of the current 
resident clinic’s population for volunteer faculty, 
training leaders can often use tools already at 
their disposal to identify high-yield topics that 
are relevant to all supervisors. These resources 
may include the program’s annual ACGME sur-
veys, residents’ rotation, and supervisor evalua-
tions, anecdotal feedback from residents or 
faculty, or expert guidance or external program 
requirements suggesting an area for growth. On a 
practical level, training program leaders must 
also decide on appropriate venues for supervisor 
development once topics have been identified. 
Critical issues in planning include the frequency 
and number of sessions, duration, timing, and 
format for content delivery. The following exam-
ples illustrate a variety of ways in which pro-
grams can match identified areas for growth with 
venues for faculty development:

After five supervisors retire in two years, a pro-
gram brings in six new supervisors who have just 
recently completed their own training. The pro-
gram director polls the new supervisors on their 
availability and sets up a supervision group specifi-
cally for them. The group takes place on the first 
Tuesday of every month at the end of the workday. 
The program director provides articles on core 
 topics in supervision, and the new supervisors dis-
cuss these articles and provide peer supervision to 
each other on their work supervising residents.
A Director of Psychotherapy Training notes com-
ments in the residents’ annual evaluation of their 
psychotherapy clinic suggesting they do not feel 
they are getting sufficient feedback on their work 
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as therapists. She sets up three faculty develop-
ment sessions for psychotherapy supervisors over 
the academic year. In the first, core principles in 
giving feedback are reviewed; in the second, super-
visors role-play giving each other feedback; in the 
third, she reviews the AADPRT-Milestones 
Assessment of Psychotherapy (A-MAP), a tool 
available on the AADPRT Virtual Training Office 
which can be used for providing feedback on core 
psychotherapy competencies, and faculty mem-
bers review and rate video vignettes of simulated 
psychotherapy to practice using the tool.
A program director for a rural residency program 
can rarely get her psychotherapy supervisors 
together in one place, as they are geographically 
spread out and supervise primarily via telesupervi-
sion. Based on verbal feedback from her residents, 
she would like to support the supervisors’ growth 
in diversity, equity, and inclusion (DEI). She plans 
quarterly meetings for all supervisors via video-
conferencing over a lunch hour, and the supervi-
sors use this time to discuss scenarios illustrating 
key points about DEI in psychotherapy supervi-
sion. She also sends a monthly email to supervisors 
providing a suggested “paper of the month” on 
DEI in the fields of medicine and psychotherapy.

As illustrated by the final example, topics 
related to diversity, equity, and inclusion are par-
ticularly important areas for supervisor develop-
ment. While some supervisors have lived 
experience as members of minority communities 
themselves and may have expertise in diversity, 
equity, and inclusion, many supervisors do not 
and will need support from their training pro-
gram to develop in this area. Within the psycho-
therapeutic relationship, trainees may experience 
a wide variety of racist, homophobic, or microag-
gressive statements and behavior from patients. 
Examples are numerous and may include overtly 
racist statements, intrusive questioning about a 
trainee’s perceived racial/ethnic or cultural back-
ground, and comments that the patient perceives 
as positive but are actually microaggressive, e.g., 
a white patient stating, “I love Black people!” to 
her Black resident psychotherapist. Focused fac-
ulty development workshops can play an essen-
tial role in helping supervisors prepare for these 
experiences among their supervisees, including 
the supervisor’s role in creating a supervisory 
space in which the resident can share these con-

cerns and preparedness for direct action to 
address the behavior with the patient [68, 69].

Faculty supervisors and other members of a 
resident’s clinical learning environment are also 
not immune to implicit biases, and to the possi-
bility of committing microaggressions towards 
trainees themselves. Examples may include using 
incorrect pronouns to reference a trainee, making 
assumptions or uninvited comments about a resi-
dent’s perceived cultural background, and over- 
assumption of familiarity or expertise in the 
resident’s culture. Framing microaggressive con-
tent from patients as purely representative of psy-
chodynamic processes such as transference and 
resistance also can cause additional harm to 
trainees if their experiences of racism, homopho-
bia, transphobia, etc., are not recognized and 
directly addressed. Again, focused faculty devel-
opment on these topics is important and may take 
many forms, including workshops for psycho-
therapy supervisors, individual implicit bias 
training, Grand Rounds, and bystander or 
upstander training specific to the clinical learning 
environment.

More broadly, supervisors should also be pre-
pared to help residents of all backgrounds recog-
nize, respond to, and feel supported when they 
experience inappropriate or aggressive behavior 
from psychotherapy patients. Many residents will 
already have gained basic familiarity with this 
topic from prior clinical experiences in acute psy-
chiatry settings, such as inpatient environments, 
before starting work with psychotherapy outpa-
tients. Psychotherapy supervisors can continue 
this conversation with their supervisees as a natu-
ral extension of core learning about boundaries in 
psychotherapy. Supervisors should be prompted 
to ask residents directly about any experiences 
they may have had with these behaviors from 
their psychotherapy patients, as residents may be 
hesitant to bring up examples on their own based 
on assumptions that the patient’s behavior is 
“normal” for psychotherapy or may be reflective 
of something that they, the resident, are doing 
incorrectly.
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 Psychotherapy Case Conference

A third major source of psychotherapy training is 
the psychotherapy case conference. Although 
there are considerable variations, we will describe 
a single example structure. The residents from all 
4 years are divided into several case conferences 
in mixed class groups. Having groups with train-
ees of different training levels allows senior resi-
dents to teach junior residents. When junior 
residents ask questions about the case, the senior 
residents should be given a chance to answer the 
question. This process helps solidify the knowl-
edge base of the residents approaching gradua-
tion. Even though first-year residents may not be 
seeing long-term therapy cases, they should be 
included in the conferences so that they can learn 
by watching their peers in action. On a rotating 
basis, residents are selected to present a history 
and an in-depth case formulation. Presenting to 
their peers ensures that the resident will take the 
writing of the formulation seriously. The other 
residents and faculty will provide a fresh per-
spective on the patient. The faculty can lead a 
discussion of the adequacy and accuracy of the 
formulation. They can also ask residents to 
hypothesize about the patient based on what they 
have heard, e.g., “Based on this patient’s relation-
ship history, how do you expect that they will 
relate to Dr. X. as their therapist.” After complet-
ing this discussion, the resident will display seg-
ments of their psychotherapy. Often it is helpful 
for them to discuss the case with their supervisor 
to choose the most instructive portions of the ses-
sion. The case conference members will be asked 
to watch the psychotherapy and comment on 
what they observe.

The conversation can be enhanced with ques-
tions from the faculty member, e.g., “How would 
you rate the therapeutic alliance?”, “Do you see 
examples of resistance?”, “Have you heard any-
thing that would indicate transference is an issue 
here?”. Attendees can also be asked about alter-
natives, “What else could Dr. X do at this point?”, 
or predict what will happen next. The case con-
ference conveys advantages that cannot be found 
with didactics or individual supervision. There 
are opportunities for peer support, and residents 

are given a chance to develop supervisory skills. 
They will learn to evaluate therapy objectively, 
ask questions, and make comments to peers more 
productively.

Although residents are typically anxious about 
presenting in front of their peers, faculty mem-
bers can assist with making the experience a 
valuable and formative opportunity for feedback 
by adopting a nonjudgmental tone of inquiry 
wherein different options are explored. This 
allows learners to take the risk of critiquing them-
selves and each other within a supportive and 
educational environment. Faculty members’ 
ongoing involvement in case conferences should 
be based on their ability to maintain an appropri-
ately helpful and productive learning environ-
ment in this setting; tendencies toward excessive 
criticism and direction should be addressed by 
the residency training team. Self-assessment and 
identification of areas for growth are key compo-
nents of lifelong learning. Ideally, the didactics, 
supervised clinical experiences, and psychother-
apy case conferences are integrated and mutually 
supportive, enhancing the learning potential.

 Personal Psychotherapy

Historically, participation in one’s own psycho-
therapy was also considered a cornerstone of a 
resident’s education in psychotherapy. Within the 
framework of modern general psychiatric train-
ing, personal psychotherapy may still be valuable 
for both personal mental health needs as well as 
educational benefits [70]. However, personal psy-
chotherapy is a medical treatment, and as such, it 
carries both potential risks and benefits and can-
not be universally required by a training program. 
Potential benefits of personal psychotherapy for 
residents include support for the resident during 
the stressors of training and treatment of a resi-
dent’s own mental health concerns, if present. 
Improvement in one’s own skills as a psychother-
apist is also a potential benefit. Literature evalu-
ating the positive impact of personal 
psychotherapy on residents’ skills as psychother-
apists has described enhanced empathy, improved 
ability to manage one’s own emotional responses 
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to patients, a better understanding of transference 
and countertransference, understanding of thera-
peutic technique, and genuineness as a therapist 
as potential benefits. Potential risks may include 
worsening of mood symptoms, blurring of 
boundaries or overidentification with patients, 
transient experiences of difficult or painful affec-
tive states, and negative impact on relationships 
or professional performance. Financial stresses 
may also be significant, particularly if costs are 
incurred that are not covered by a resident’s 
health insurance policy [70, 71].

Faculty with whom a resident has a trusting 
relationship, including program directors, 
Directors of Psychotherapy Training, and psy-
chotherapy supervisors, may have important 
roles in helping individual residents think through 
and identify appropriate referrals, likely benefits, 
and potential downsides in personal psychother-
apy for that individual’s situation. Residents’ per-
sonal primary care providers and institutional 
Employee Assistance Programs may also help 
with referrals when needed, and in some cases, 
residents may feel more comfortable having 
these conversations with their personal providers 
rather than training faculty; when this occurs, it 
should be respected as it relates to residents’ own 
personal health information. In reality, the differ-
ence between personal psychotherapy for educa-
tion and personal psychotherapy for distress is 
not clear-cut and should be handled with 
discretion.

ACGME program requirements mandate that 
all training programs give trainees time for medi-
cal, mental health, and dental appointments, 
including appointments scheduled during work-
ing hours [72]. In practice, it will likely not be 
possible for program directors to determine 
whether a resident is pursuing psychotherapy for 
educational benefit, personal mental health con-
cerns, or both; this also may change over the 
course of a resident’s work with a personal thera-
pist. With this in mind, protecting personal ther-
apy for residents who choose to pursue it is a 
prudent approach, as it ensures programs will 
comply with ACGME requirements and allows 
for appropriate protection of and boundaries 
around requests for residents’ personal health 

information. However, if appointments are regu-
lar, e.g., weekly therapy, it is reasonable to talk 
with residents about utilizing appointment times 
that are not routinely disruptive to workflow or 
learning, such as times outside of daily rounds 
for residents on inpatient services.

 Resources for Teaching SPT, CBT, 
and Psychodynamic Psychotherapy

Resources are available to training programs for 
crafting a comprehensive psychotherapy didactic 
curriculum and providing faculty development to 
supervisors. These resources include profes-
sional organizations, core textbooks and articles, 
mentorship from national colleagues, existing 
model curricula, and online resources. 
Professional organizations offering resources for 
psychotherapy training include both organiza-
tions focused on psychiatry education and those 
focusing on psychotherapy or specific modalities 
of psychotherapy. The American Association of 
Directors of Psychiatric Residency Training 
(AADPRT) has an active Psychotherapy 
Committee, which typically sponsors multiple 
workshops each year on psychotherapy teaching 
and curricula at the AADPRT annual meeting. 
AADPRT maintains a database of psychotherapy 
teaching resources in the organization’s Virtual 
Training Office (VTO); resources include train-
ing videos, materials from prior annual meeting 
workshops, descriptions of recommended com-
petencies in psychotherapy, and additional teach-
ing tools. The VTO also contains a guide to 
suggested resources curated by the AADPRT 
psychotherapy committee; this guide includes 
suggested texts, teaching institutes, websites, and 
mentors for teaching the core psychotherapies, 
interpersonal psychotherapy, dialectical- 
behavioral therapy, psychoanalysis, and child 
and adolescent psychotherapy.

The AADPRT VTO, Academic Psychiatry, 
and MedEdPORTAL ® all offer model curricula 
or reviews of curricular innovation in psychother-
apy education that can be helpful for programs 
seeking to augment their didactics teaching. 
AADPRT also co-sponsors the annual Victor 
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Teichner Award with the American Academy of 
Psychoanalysis and Dynamic Psychiatry 
(AAPDP). This award promotes the development 
and improvement of psychodynamic teaching in 
training programs by matching selected training 
programs with expert faculty scholars to enhance 
the program’s psychodynamic education. Once a 
training program is selected for the award, the 
program directors can choose their visiting 
scholar from amongst a pool of Teichner Scholars 
and then work with this individual to craft a 
schedule for the visit which will meet the unique 
educational needs of that particular training pro-
gram. This schedule will typically include didac-
tics, grand rounds, faculty development seminars, 
case conferences, and live patient interviews and 
can also include opportunities for mentorship for 
program directors [4].

The Association for Academic Psychiatry 
(AAP) holds an annual conference including 
workshops and plenaries that focus on pedagogi-
cal techniques and general psychiatric education 
at all training levels, including topics relevant to 
resident education in psychotherapy. Other orga-
nizations that offer learning opportunities to sup-
port psychotherapy curricula include the 
American Academy of Psychodynamic 
Psychiatry and Psychoanalysis (AAPDPP), the 
American Psychoanalytic Association (APsA), 
the International Society for Interpersonal 
Psychotherapy, the Association for Behavioral 
and Cognitive Therapy (ABCT), and the 
American Psychiatric Association (APA) 
Psychotherapy Committee. These organizations 
offer specialized training opportunities and 
opportunities to network with and learn from 
other psychotherapy educators and practitioners. 
In addition, many professional organizations 
focusing on specific schools of psychotherapy 
also have links to helpful educational materials 
and teaching resources on their websites.

Local and national training institutes can be an 
additional source of support for training pro-
grams’ didactic curricula. Examples of such 
institutes include multiple local psychoanalytic 
training institutes, the Beck Institute (CBT), and 
Behavioral Tech (DBT). Similar to professional 
organizations, training institutes may offer addi-

tional online resources for psychotherapy educa-
tion and continuing education for teaching 
faculty. Training institutes may also have faculty 
interested in providing guest lectures or consulta-
tions on psychotherapy didactics. In addition, the 
advent of videoconferencing may facilitate 
broader use of their expertise for geographically 
distant training programs. Finally, training insti-
tutes and professional organizations are also 
valuable resources for training programs seeking 
to augment their curriculum beyond the core 
ACGME-required competencies, again facilitat-
ing access to teaching resources and colleagues 
with expertise in psychotherapeutic 
subspecialties.

Table 13.2 outlines some of the commonly 
used psychotherapy textbooks used within psy-
chiatry residency training programs.

 Resources for Psychotherapy 
Supervisors

As psychotherapy has been given less emphasis 
during training, finding psychiatrists to super-
vise psychotherapy has become more difficult. 
Younger psychiatrists with less experience as 
psychotherapists are sometimes asked to train 
and supervise psychiatry residents. Many pro-
grams have chosen to use nonphysician supervi-
sors for psychotherapy. In a survey of 72 
psychiatry chief residents, 61% said that resident 
competency in psychotherapy was assessed by 
nonphysician psychotherapy supervisors in their 
programs [73]. Nonphysician supervision allows 
residents to receive training and supervision by 
well-trained professionals, but further embeds 
the belief that psychotherapy is no longer a cen-
tral skill for psychiatrists. There are a number of 
resources available for those programs and indi-
viduals who want to become more proficient at 
supervision. Academic Psychiatry, published 
monthly by Springer, and other journals have 
produced a small number of articles describing 
techniques to improve supervision. An example 
published by one of the authors describes a pilot 
program of monthly supervisor peer support 
groups. The group consisted of a brief didactic 
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discussion followed by a general discussion and 
peer support for challenges experienced in 
supervision. Specific tools and techniques would 
be reviewed and role-played by the group. The 
vast majority of attendees (85%) found these 
sessions to be very or extremely useful, and all 
said that they used at least one of the tools [74]. 
Another recently published resource is 
Supervision in Psychiatric Practice: Practical 
Approaches Across Venues and Providers, edited 
by Sallie G. De Golia MD. MPH and Kathleen 
M. Corcoran Ph.D. and published by American 
Psychiatric Association Publishing. Its 50 chap-
ters provide practical instructions for the new or 
experienced supervisor. The AADPRT Virtual 
Training Office (VTO) is also a valuable resource 
for up-to-date resources for supervision, includ-
ing a Supervision Resources folder that contains 
a series of brief practical guides on core topics in 
supervision developed by a workgroup of the 
AADPRT Psychotherapy Committee. These 

practical guides cover core topics in supervision, 
including structuring supervision, monitoring 
progress in supervision, videotaping, and an 
overview of psychiatrist training for psycholo-
gist supervisors of residents. A bibliography of 
over 25 additional print and multimedia 
resources on diversity, equity, and inclusion is 
also included

 Rating Scales and Feedback Tools
The Psychotherapy Committee of the American 
Association of Directors of Psychiatric Residency 
Training (AADPRT) has produced valuable 
resources for supervisors. Over the last 7 years, 
they have produced several instruments meant to 
assist in assessing psychotherapy and providing 
impactful feedback to trainees. A common thread 
in the instruments is that the supervisor will 
watch a segment of therapy (either live or 
recorded) and then use the tools to start a discus-
sion. The tools are as follows:

Table 13.2 Commonly used psychotherapy textbooks in psychiatry residency training

Core 
psychotherapy 
modality Commonly used core textbooks
Common 
elements of 
psychotherapy
and
Supportive 
psychotherapy

Beitman BD and Yue D. Learning psychotherapy: A time-efficient, research-based, and 
outcome- measured psychotherapy training program. New York (NY): WW Norton & Company; 
2004.
Bender S, and Messner E. Becoming a therapist: What do I say, and why?. New York (NY): 
Guilford Press; 2003.
Brenner A, and Howe-Martin L. Psychotherapy: A Practical Introduction. Philadelphia (PA): 
Lippincott Williams & Wilkins; 2020.
Novalis PN, Singer V, Peele R. Clinical manual of supportive psychotherapy. Washington (DC): 
American Psychiatric Publishing; 2019.
Winston A, Rosenthal RN, Roberts LW. Learning supportive psychotherapy: An illustrated 
guide. Washington (DC): American Psychiatric Publishing; 2019.

Psychodynamic 
psychotherapy

Cabaniss DL, et al. Psychodynamic Psychotherapy: A clinical manual. West Sussex (UK): John 
Wiley & Sons; 2016.
Gabbard GO. Long-term psychodynamic psychotherapy: A basic text. Washington (DC): 
American Psychiatric Publishing; 2017.
Summers RF and Barber JP. Psychodynamic therapy: A guide to evidence-based practice. New 
York (NY): Guilford Press; 2010.
McWilliams N. Psychoanalytic psychotherapy: A practitioner’s guide. New York (NY): 
Guilford Press; 2004.

Cognitive 
behavioral 
therapy

Beck, JS. Cognitive Behavioral Therapy: Basics and Beyond (2nd ed.) New York (NY): The 
Guilford Press; 2011.
Sudak DM. Cognitive behavioral therapy for clinicians. Philadelphia (PA): Lippincott Williams 
& Wilkins; 2006.
Sudak, DM, et al. Teaching and supervising cognitive behavioral therapy. Hoboken (NJ): John 
Wiley & Sons; 2015.
Wright JH, et al. Learning cognitive-behavior therapy: An illustrated guide. Washington (DC): 
American Psychiatric Publishing; 2017.
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• AADPRT-Milestones Assessment of 
Psychotherapy (A-MAP)

 – The A-MAP focuses on three common ele-
ments of psychotherapy  – Boundaries, 
Empathy, and Therapeutic Alliance. One 
unique aspect of this form is that it includes 
observable anchor points and then scripted 
questions to start a conversation with the 
trainee.

• AADPRT Supportive Therapy Rating Scales 
(ASTRS)
 – ASTRS  – A (Attitudes)  – The ASTRS-A 

focuses on five domains  – Alliance, 
Empathy, Nonjudgmental Acceptance, 
Respect, and Active Listening. Each of 
these has a list of anchor points for a 1–5 
rating

 – ASTRS – S (Skills) – The ASTRS-S is a list 
of 16 interventions typically used in 
Supportive Therapy. The rater notes if the 
intervention was used properly, used 
expertly, or if an opportunity to use the 
intervention was missed.

• AADPRT Foundations of Psychodynamic 
Psychotherapy
 – The AADPRT Foundations of 

Psychodynamic Psychotherapy – Priorities 
uses categories that have been described as 
being common to all psychodynamic 
approaches [21]. The supervisor rates the 
trainee’s performance in the following 
domains:

Focusing on affect and expression of 
emotions
Exploring attempts to avoid distressing 
thoughts and feelings
Identifying recurring themes and pat-
terns in relationships
Discussing past experiences, Focusing 
on the therapy relationship
Exploring fantasy life
Again, there are anchor points that will 
allow the rater to assign a 1–5 rating.

 – AADPRT Foundations of Psychodynamic 
Psychotherapy – Interventions is similar to 
the ASTRS-S in using a list of interventions 

commonly used in psychodynamic psycho-
therapy. The observer notes which opportu-
nities were missed and which interventions 
were used skillfully.

These forms could be used to “give a grade” to 
the trainee, but that is not their intent. Instead, 
they are meant to provide a standardized, system-
atic review of the conduct of therapy and to use 
those observations to provide meaningful feed-
back to the trainee. This standardized assessment 
and observation-based feedback is a key to 
improving performance.

As has been described above, there are many 
tools available to help in the assessment of CBT, 
such as the Cognitive Therapy Scale (CTS), 
which assesses general psychotherapy skills as 
well as CBT-specific skills [58].

 Summary

When building a thorough, meaningful, and com-
prehensive psychotherapy training experience for 
psychiatry residents, training programs encounter 
numerous challenges. These can include difficul-
ties in funding psychotherapy clinics, maintaining 
an adequate number of psychiatry faculty who 
supervise and model the use of psychotherapy by 
psychiatrists, and in some instances, bridging 
resource gaps for teaching and supervising spe-
cific modalities of psychotherapy. However, psy-
chotherapy is an effective treatment for psychiatric 
patients, and psychiatry training programs must 
maintain a strong focus on psychotherapy as a 
core practice component of psychiatrists. There 
are many resources available through various pro-
fessional organizations that can empower training 
programs to overcome barriers and successfully 
develop these vitally important training experi-
ences for their residents. When trainees under-
stand the indispensable nature of these vital 
skillsets in their daily clinical practice and develop 
their competence in these areas, they graduate 
from our training programs ready to provide the 
best possible care to their patients.
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14Teaching and Evaluating 
Professionalism

Sandra M. DeJong

 Introduction: Defining 
Professionalism

In the United States graduate medical education 
(GME), the Accreditation Council for Graduate 
Medical Education (ACGME) introduced 
Professionalism as one of the six Core 
Competencies for all medical specialties in 1999 
and as a competency to be evaluated under the 
New Accreditation System (NAS) in 2013 [2–4]. 
The importance of effectively teaching and 
assessing professionalism lies in its potential to 
address perceived threats to medicine and psy-
chiatry—loss of professional identity, decline in 
quality of care, commercialization, increasing 
use of technology, and decreasing humanism. 
Teaching professionalism during residency may 
prevent future disciplinary actions for physicians 
[5–13]. Professionalism is also increasingly rec-
ognized as key to high-quality psychiatric care 
for diverse patients [14].

However, defining professionalism has proven 
challenging; as a result, how to teach and assess 
it remains a subject of much discussion. 
Professionalism norms and perceptions vary by 
an individual’s developmental stage, gender, age, 
generation, and by geographic, ethnic, and insti-

tutional cultures [11, 15, 16]. Over the course of 
healthcare careers, views of professionalism may 
shift [17, 18]. A 2014 systematic review and 
qualitative meta-synthesis of the medical profes-
sionalism literature that set out to establish an 
optimal definition of professionalism concluded 
that no such single definition existed: Some theo-
ries, like Swick’s, emphasize values, ethics, and 
morality [11]; others focus on humanistic quali-
ties such as empathy and emotional intelligence 
[19]; still others, such as the Physicians Charter, 
speak of professionalism as based on a “social 
contract” [20].

Given the lack of a consensus definition, a 
broad-brush model of conceptualizing profes-
sionalism in residency training is to think about it 
in terms of: (1) characteristics of an individual 
(e.g., integrity, clinical excellence); (2) charac-
teristics of a resident physician in the context of 
relationships with faculty, colleagues, and 
patients (e.g., maintains appropriate boundaries; 
is altruistic, culturally humble, and curious); and 
(3) characteristics of the resident physician in the 
larger healthcare system and community (e.g., 
advocate, public servant) [20, 21].

Such characteristics can be difficult to mea-
sure; ACGME focuses instead on a behavior- 
based model, with milestones such as “Performs 
tasks and responsibilities in a timely manner with 
appropriate attention to detail in routine situa-
tions” and “Independently develops a plan to pro-
mote personal and professional well-being” [22].
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The professional identity formation approach 
to conceptualizing professionalism combines 
psychological concepts of identity formation 
with social learning theory. It posits that each 
individual develops in a unique fashion from 
 layperson to physician in the context of a “com-
munity of practice,” where a socialization pro-
cess—including role modeling, direct instruction, 
coaching, assessment, and feedback—occurs [1]. 
This developmental approach suits the lengthy 
training process of physicians from undergradu-
ate through graduate and continuing medical 
education (CME). The task of the residency pro-
gram director is to keep in mind this long trajec-
tory and contextual approach while working on 
the day-to-day details of residency training. 
Doing so often requires combining aspects of the 
Professionalism Identity Formation approach 
with other approaches.

ACGME has recently “harmonized” 
Psychiatry’s Professionalism core competency 
with the sub-competencies and milestones of 
other medical specialties. The result was four 
sub-competencies [23]:

 1. PROF 1 Professional behavior and ethical 
principles

 2. PROF 2 Accountability and 
conscientiousness

 3. PROF 3 Well-being
 4. PROF 4 Professional identity and 

development

A Supplemental Guide offers specific exam-
ples and resources [24].

While principles of professionalism largely 
transcend differences between medical special-
ties, as evidenced by the recent “harmonizing,” 
the nature of psychiatric practice may require a 
higher standard of professionalism for psychia-
trists [25]. Psychiatrists are their own instruments 
in understanding and helping patients, and must 
engage in self-reflection at the highest level, 
including exploring and understanding their 
countertransference. The potential social- 
emotional and cognitive vulnerabilities of psy-
chiatric patients require heightened attention to 
the power differential of the doctor-patient rela-

tionship and respect for boundaries. 
Confidentiality and privacy are particularly 
important in mental healthcare given the stigma 
still associated with mental disorders. As a field, 
rather than barring self-interest or personal feel-
ings or cultural self-expression, we may work to 
acknowledge and understand these facets of both 
doctor and patient and integrate them in a self- 
aware manner into the work that we do.

Thus, professionalism in psychiatry encapsu-
lates behavioral conduct and a conceptual 
approach to situations in which one’s role is that 
of a psychiatrist. It is also a way of being in the 
work setting and the world. Educators cannot 
assume that residents will know about and under-
stand professionalism in all its behavioral, con-
ceptual, and identity aspects. Professionalism 
must be taught.

 What Is Core Professionalism 
Content?

“Professionalism” in a didactic curriculum may 
be conceptualized as a Venn diagram of intersect-
ing circles: professionalism principles, biomedi-
cal ethics concepts, and federal and state laws as 
they pertain to mental health [26–30]. The inter-
section represents areas where professionalism, 
ethical principles, and legal requirements over-
lap; for example, respecting the confidentiality of 
patient information is professional, ethical, and 
required by law. Content in each of these three 
areas will need to be explicitly taught during resi-
dency. Such teaching might include the Physician 
Charter on professionalism in the new millen-
nium, the American Medical Association (AMA) 
Principles of Medical Ethics with Annotations 
Especially Applicable to Psychiatry, and the 
Code of Ethics from the American Academy of 
Child and Adolescent Psychiatry (AACAP) [20, 
29, 30]. Research ethics can be taught as part of 
clinical scholarship or research literacy seminars. 
Legal requirements about confidentiality (the 
Health Insurance Portability and Accountability 
Act, HIPAA), mandated reporting, and civil com-
mitment are important to understand in terms of 
the principles behind them, and the tensions 
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between autonomy/ individual rights and our 
duty as physicians to protect. Residents also will 
need to know about institutional policies regard-
ing professionalism issues such as dress codes 
and social media expectations. This content 
should be repeated and underscored throughout 
the residency didactic curriculum.

The far greater challenge is teaching profes-
sionalism in the clinical learning environment 
(CLE). Learning to apply professionalism prin-
ciples to practice is both an explicit and an 
implicit process. Developing trainees will need to 
practice self-reflection in understanding their 
own attributes and behaviors in their clinical 
work. They will concurrently be absorbing the 
implicit messages about professionalism from 
their teachers and mentors and from the clinical 
learning environment as a whole. Research 
emphasizes the importance of the alignment 
between what residents are taught about profes-
sionalism and what they witness every day in 
their faculty and senior resident and fellow role 
models. A “do-as-I-say-not-as-I-do” culture frus-
trates new learners who report that such experi-
ences can negate the compassion they felt when 
they entered the field and undercut explicit pro-
fessionalism teaching [31–33].

Program directors will also need to practice 
self-reflection, engaging in ongoing monitoring 
of their own personal role modeling of profes-
sionalism and that of their faculty. Program direc-
tors can collaborate with departmental and 
institutional leadership to set standards of profes-
sionalism for faculty in the clinical learning envi-
ronment with a “growth” rather than a 
“performance” mindset. An example might be 
the process in which Departments and training 
programs have recently engaged in self- 
inventories of diversity, equity, and inclusion and 
efforts to address cultures of systemic racism 
[34]. Professionalism slips and lapses are best 
when identified by the perpetrator and worked 
through in a collegial or supervisory relationship 
with a view toward improvement rather than pun-
ishment. However, sometimes disciplinary or 
other action may be necessary depending upon 
the level of egregiousness of the lapse. The 
Professionalism Identity Formation model can 

help in providing a nonjudgmental, growth- 
focused approach.

Certain topics have risen in importance in 
recent thinking about professionalism education 
in psychiatry. These include digital technology 
and “e-Professionalism”; diversity, equity, inclu-
sion, and structural competency; and interprofes-
sional collaboration.

As the digital revolution has rapidly advanced 
and permeated medical service and education, 
so too have digital professionalism concerns: 
online professionalism lapses [35, 36]; chal-
lenges to standards such as privacy and bound-
aries [24, 36]; inconsistent evidence for online 
and app- based treatments [38, 39]; cybersecu-
rity [40]; and professional standards for provid-
ing electronic psychiatric care (e.g., telehealth), 
and curating an online identity [41–44]. The rise 
of telepsychiatry and other technologies, espe-
cially during the COVID-19 pandemic, has 
brought with it additional professionalism issues 
largely addressed in telepsychiatry guidelines 
and textbooks [45, 46]. While “Digital Health” 
is included as a sub-competency under Patient 
Care for Internal Medicine, it is not in the 
Psychiatry Milestones 2.0 (2021) [4]. Training 
in the professionalism aspects of digital media 
use is needed, including appropriate use of the 
electronic medical record and online portals, 
social media, and emerging digital care modali-
ties and health tools such as apps and sensors. 
Artificial intelligence and virtual roles are 
expected to become an increasing part of resi-
dency education [47]. Competencies are being 
defined and educational resources developed 
[48, 49].

With changing demographics and increasing 
social awareness, key elements of professional-
ism now include culture, diversity, equity, inclu-
sion, and structural competence. Looking at the 
structural elements in which any patient is 
embedded, Metzl described “structural compe-
tency” as including five core competencies [50]:

 1. Recognizing the structures that shape clinical 
interactions

 2. Developing an extra-clinical language of 
structure
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 3. Rearticulating “cultural” formulations in 
structural terms

 4. Observing and imagining structural 
interventions

 5. Developing structural humility

The practice of psychiatry inherently involves 
developing an intimate understanding of people 
from all races, ethnicities, cultures, and 
 backgrounds [25]. Awareness of healthcare dis-
parities, including in mental health, has grown 
[51]. Understanding these disparities and advo-
cating for social justice are current tenets of pro-
fessionalism and professionalism education [52, 
53]. Implicit bias includes stigma against mental 
disorders; even mental health professionals may 
harbor negative biases about those with mental or 
substance use disorders, which may impede psy-
chiatrists from accessing help for personal men-
tal health concerns [54].

Finally, the importance of learning to work in 
multidisciplinary teams, long integral to psychia-
try training and clinical experience, is more 
pressing given current workforce shortages and 
the advent of integrated and collaborative care, 
accountable care organizations, and other health-
care delivery systems. See Chap. 10 for more on 
this topic.

While in training, professionalism standards 
are largely enforced through the residency office. 
However, residents need to understand that state 
and federal legal systems, American Psychiatric 
Association national and District Branch ethics 
committees, malpractice insurers, Boards of 
Registration in Medicine, and institutional com-
pliance officers and ethics committees also 
enforce professionalism standards. The “real 
world” consequences of professionalism viola-
tions can include lawsuits, loss of employment, 
loss of licensure, and emotional distress.

 How to Teach Professionalism 
in Your Program?

As described above, professionalism is taught 
both explicitly, through didactic sessions, and 
implicitly through faculty and staff role modeling 

of behaviors and practices while residents rotate 
through clinical services within the clinical learn-
ing environment. Professionalism teaching can 
be integrated into virtually every professional 
experience and interaction, as well as studied 
independently through reading and online 
learning.

Principles of professionalism, ethics, and the 
law can be taught in devoted seminars on these 
topics or as part of classes on leadership and 
administration. Defining professionalism itself 
can be a reflective session; learners may be asked 
to generate examples of “professionalism men-
tors,” as well as negative examples from their 
own education and training. For example, a word 
cloud can be generated and grouped into catego-
ries for thinking about different aspects of profes-
sionalism. After introducing professionalism 
standards such as the Physician Charter and the 
APA or AACAP ethics codes, teachers can ask 
learners to apply the concepts to vignettes raising 
professionalism concerns; naming the concerns 
and relating them to specific principles or con-
cepts promotes a fluency in discussing these 
issues and raises awareness [55]. Avoiding judg-
ment and discussing what may have led to a lapse 
in an otherwise professional physician helps pro-
mote a growth-oriented culture and relates pro-
fessionalism to important concepts such as 
self-care and well-being. Promoting antidotes to 
professionalism breaches, such as self- monitoring 
for signs of burnout, can be discussed. Other 
didactic teaching methods supported by qualita-
tive research include case conferences and dis-
cussions with multidisciplinary experts.

Specific approaches to ethics training are out-
lined in the Romanell Report [56] and a variety of 
MedEd Portal curricula. The latter includes a 
vignette-based curriculum by members of the 
AACAP Ethics Committee [57]. Research ethics 
can draw upon key reports such as the Nuremberg 
Code (1947), the Declaration of Helsinki (1964), 
The Belmont Report (1979), and The Common 
Rule (1991). Narratives about research ethics 
lapses such as the Tuskegee syphilis study, 
(which resulted in the Belmont Report), and the 
development of the HeLa cell line, used for 
decades in international research without the 
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patient’s or the family’s consent, illustrate con-
cerns about the abuse of vulnerable populations, 
in these cases African-Americans [58]. For child 
and adolescent psychiatry training, cases for dis-
cussion include the death of 20-year-old Jesse 
Gelsinger in a gene therapy study (1999), result-
ing in conflict-of-interest guidelines; the 
Willowbrook Studies (1950s–1970s) in which 
children with intellectual disability were exposed 
to hepatitis infection, and the thalidomide trag-
edy (1960s) which led to Drug Amendments of 
1962 requiring informed consent for experimen-
tal drugs. The Gelsinger case can lead to a broader 
discussion of conflict of interest, consideration of 
the Institute of Medicine Reports on Conflict of 
Interest (2009), and the requirement for reporting 
under the Physician Payments Sunshine Act 
(2010), also known as Section 6002 of the 
Affordable Care Act.

The law as it pertains to psychiatry is often 
state-based; thus, resources with a state focus, 
such as Behnke and Hillard’s Essential of 
Massachusetts Mental Health Law [59], can be 
very helpful. Forensic psychiatrists may be able 
to provide a didactic session on this topic, prefer-
ably drawing upon cases from their practice. 
Other landmark legal cases can be drawn from 
textbooks on legal and ethical issues in psychia-
try and psychology, such as Koocher’s Ethics in 
Psychology and the Mental Health Professions: 
Standards and Cases [60].

While explicit didactic teaching is important, 
a systematic review of the best evidence for how 
to teach professionalism concluded that role 
modeling and personal reflection under faculty 
guidance are broadly considered most effective 
[6]. Didactic sessions may also be devoted to 
experiential learning and reflection through 
prompts from art and literature or even news sto-
ries; panel discussions with experts; and whole- 
class simulation and role-play [61–63]. Learners 
can develop a portfolio of reflections based on 
prompts or on their own experiences.

Proponents of the Professional Identity 
Formation model advocate for situated learning 
theory. According to this theory, teaching is tai-
lored to the institutional environment, is practical 
not theoretical, incorporates critical reflection, 

and follows a “cognitive apprenticeship” model 
[64]. Situated learning can be accomplished by 
integrating professionalism teaching into clinical 
experiences. For example, faculty-trainee inter-
views as a follow-up to a critical incident report 
can be used to debrief, reflect, and develop pro-
fessional identity [65]. Discussing clinical cases 
with particular attention to the professionalism, 
ethical, and legal issues in supervision helps 
learners develop their own thought processes; 
supervisors can model seeking resources or con-
sultation for particularly thorny questions. 
Clinical skills examinations and other observed 
clinical interactions of actual patients can focus 
specifically on professionalism. Role-plays and 
simulations based on real-life cases with de- 
identified data allow educators to focus the con-
tent on particular issues that may arise in the 
program. Observed Structured Clinical 
Encounters (OSCEs) build on case-based teach-
ing and simulation by providing a platform for 
developing peer feedback skills [66].

Certain clinical rotations lend themselves par-
ticularly well to specific professionalism topics. 
For example, an Emergency Department rotation 
provides opportunities to learn about involuntary 
treatment/commitment and mandated reporting 
laws/ethics. Outpatient psychotherapy may be an 
opportune clinical setting to think about appro-
priate boundaries such as when to maintain or 
breach confidentiality or accept gifts. Rotations 
in community clinics may provide opportunities 
for learners to consider when they need to advo-
cate for individual patients within the clinic or 
with third-party payers, as well as advocating for 
the needs of those with severe and persistent 
mental disorders within the state, the community, 
or the country.

Learners can further practice professionalism 
such as advocacy skills by joining national orga-
nization advocacy days, such as APA’s Federal 
Advocacy Conference. Becoming active in a hos-
pital ethics committee, local APA District Branch, 
or AACAP Regional Organization serves as 
training experience in professionalism and 
healthcare advocacy. Experiences in the commu-
nity such as in schools and prisons and through 
telepsychiatry to remote sites provides different 
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clinical situations from those in a hospital or 
healthcare setting that can be opportunities for 
learners to apply familiar principles to new 
settings.

The Professional Identity Model of profes-
sionalism emphasizes how the learner is social-
ized in a community of practice, what ACGME 
has termed the clinical learning environment 
(CLE). As with all socialization processes, the 
newcomer to the community is susceptible to 
both positive and negative learning experiences 
from the more longstanding members of the 
community and those in greater positions of 
power. Thus, program directors will need to be 
attuned to the culture of their own clinical learn-
ing environment and its faculty members, who 
are an integral part of the teaching and assess-
ment of professionalism in residents [67–69].

On an individual level, faculty development 
can increase the knowledge, skills, and attitudes 
required to teach professionalism as a core com-
petency. Within a healthcare or training system, 
faculty development may help in the creation of 
the organization’s desired culture of profession-
alism and identify factors that may enhance and 
impede its development. Self-care and well-being 
can be discussed as important factors in protect-
ing against professionalism lapses. Faculty 
retreats and continuing medical education (CME) 
activities such as Grand Rounds can be used to 
focus on this topic. Examples of faculty develop-
ment workshops in psychiatric professionalism 
are available in the literature [70].

How professionalism lapses are reported and 
addressed is key to determining the level of 
professionalism in the CLE. Reporting lapses is 
an expectation of most ethics and professional-
ism guidelines; being supported in this process 
without retribution is vital for residents. 
Learners will need to observe such profession-
alism incident reports being taken seriously, 
lack of retaliation on reporters, and appropriate 
measures taken to address the concern, regard-
less of status or seniority. Again, the approach 
can be similar to that of addressing structural 
racism in the CLE [34]. Systems issues in the 
CLE may limit the capacity of learners to dem-
onstrate their own professionalism and to report 

systems problems or faculty professionalism 
lapses [71]. Instruments to assess the extent to 
which CLEs support reporting concerns about 
unprofessional behavior are being developed 
[72]. Professionalism educators may need to 
draw upon the experience of faculty and learn-
ers to have a frank discussion about the hidden 
curriculum when it comes to professionalism 
lapses and how to handle professionalism con-
cerns in the setting of perceived systems fail-
ures [73].

 Assessing Professionalism —See 
Table 14.1

Professionalism may be more obvious in its 
breach than in its observance. Psychiatric resi-
dents may be more likely to receive feedback 
about their professionalism lapses than their 
exemplary professional behavior. In practice, 
concerning behaviors in residents often fall under 
the “Professionalism” core competence when the 
other core competencies fail to adequately 
 capture the nature of the concern. While profes-
sionalism breaches are important learning oppor-
tunities for program directors and residents to 
discuss professionalism, it is imperative that pro-
fessionalism is assessed in an ongoing way 
throughout psychiatric training, including dem-
onstrated strengths.

In general, professionalism may be best evalu-
ated by examining data from multiple sources in 
a variety of contexts over time. Such data should 
be systematically collected, carefully analyzed, 
and should lead to appropriate interventions. 
Assessors should clearly define the assessment as 
“formative,” designed to promote growth and 
improvement, or “regulatory,” required to com-
ply with specific standards such as a departmen-
tal policy, or both. The feedback should occur in 
a safe, nurturing learning environment in which 
faculty development on professionalism is also 
included, establishing a level playing field for 
professionalism accountability to mitigate the 
negative impact of a hidden curriculum. Cultural 
and generational differences must also be consid-
ered [27].
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The developers of the Professional Identity 
Formation model have adapted Miller’s pyra-
mid—a schematic of the progression in learning 
from knows, (the base of the pyramid), through 
knows how, shows how, and does—to include a 
fifth level for professionalism—is (top of the pyr-
amid) [74]. This approach underscores the notion 
that psychiatric residents who are competent in 
professionalism don’t just “dress professionally” 
or “act professionally”; rather, they carry a spe-
cific core identity as a psychiatric professional. 
Capturing that core identity using evaluation 
tools is difficult, but not impossible.

Authors of a systematic review of observer- 
based instruments for medical professionals 
identified ten instruments that met their quality 
and utility standards. The Education Outcomes 
Services (EOS) Group Questionnaire and the 

Professionalism Mini-Evaluation Exercise 
(P-MEX) had the best psychometric properties, 
and the P-MEX scored higher on utility [7, 75] 
(see Table 14.1). For a thorough review of profes-
sionalism assessment approaches and instru-
ments, see Davis et al. 2012, particularly Table 8 
[76].

In general, the type of assessment will depend 
on the model of professionalism being used. The 
model of professionalism that conceptualizes a 
Venn diagram of intersecting circles of profes-
sionalism, ethics, and the law lends itself to a 
pragmatic monitoring of adherence to these prin-
ciples. Such adherence would include maintain-
ing standards of dress, punctuality, boundaries; 
appropriate management of real and potential 
conflicts of interest; meeting legal requirements 
about confidentiality, informed consent, and 

Table 14.1 Sample instruments for assessing professionalism in psychiatry residency [79, 98]

Instrument Format Additional comments
Barry Challenges to 
Professionalism Questionnaire 
[99]

6 patient-based multiple-choice questions Brief assessment of professionalism 
knowledge

Conscientiousness index [100] Assessment of key student behaviors (e.g., 
attendance at sessions), compliance with 
paperwork requirements (e.g., 
immunizations)

Evidence that measures predict 
professional behavior

Critical Incident Technique 
(CIT) [101]

Critical incident brief summary and 
reflection; analysis and group discussion

Knowledge assessment

Entrustable Professional 
Activities (EPAs) [98]

Observable core skills across core 
competencies

Certain EPAs address issues of 
professionalism

Jefferson Scales [102] Series of questions with rating scales used 
to assess empathy, teamwork, lifelong 
learning

Strong psychometrics

Pangoro’s Performance Level 
[77]

5-item patient survey on communication 
and professionalism of clinician

Studied in medical students with 
demonstrated predictive reliability in 
residents

Professionalism-Mini Clinical 
Evaluation Exercise
(P-MEX) [75]

Rating of observed behaviors following a 
brief clinical encounter; feedback and plan 
for improvement

Evidence of construct and content 
validity and reasonable inter-rater 
reliability; replicated across cultures

Situational Judgment Test 
(SJT) [103]

Videotaped or written hypothetical 
scenarios with responses to be ranked

Strong predictor of work-related 
outcomes; used in medical school and 
residency application process

Standardized patients (SPs) 
[104]

Actor-patient clinical encounters scored 
according to defined professionalism 
competencies

Validated measure

Test of Residents’ Ethics 
Knowledge for Pediatrics 
(TREK-P) [105]

23-item test on ethics knowledge Knowledge assessment; potential 
model for psychiatry

360-degree evaluations Collated multisource feedback on 
professionalism criteria from peers, 
coworkers, colleagues, patients

Improved validity and reliability with 
increased range of sources
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mandated reporting, and so on. Such topics are 
likely to come up in feedback to trainees about 
their work with patients and in the educational 
setting. This compliance or “conscientiousness” 
model may also assess participation in accredita-
tion processes and maintenance of certification. 
For clinical investigators, certification using the 
Collaborative Institutional Training Initiative 
(CITI) program might be used  (https://about.
citiprogram.org/). Knowing ethical, legal, and 
professionalism principles can similarly be tested 
using multiple-choice questions such as the 
Psychiatry Residency In-Training Examination 
(American College of Psychiatrists, https://www.
acpsych.org/prite).

Hodges et al.’s definition of professionalism in 
the individual, interpersonal, and societal/institu-
tional “scopes” lends itself to different assess-
ment methods in each scope [27]. For the 
individual scope, the authors emphasize that 
behaviors are only proxy measures assumed to 
reflect underlying knowledge, values, and atti-
tudes. If behavior-based measures are used, valid 
and reliable quantitative (e.g., observation-based 
instruments) and qualitative measures (e.g., 
Medical Student Performance Evaluations) are 
supported by evidence. Triangulating measures 
with data from multiple observers and contexts 
over time likely increases validity: The interper-
sonal scope of professionalism involves how a 
learner responds to interpersonal and complex 
situations in terms of their decisions and behav-
ior; multiple informants in different contexts over 
time are needed.

How do students and trainees feel about vari-
ous assessment measures of professionalism? A 
study by Marrero et al. found that psychiatry resi-
dents preferred clinical supervision over oral 
examinations, short-answer questions, essays, 
and standardized patient interactions for profes-
sionalism assessment [77]. Respondents also pre-
ferred direct faculty observations of their clinical 
work with actual patients and team members. 
The authors noted that the validity and effective-
ness of these evaluation techniques need to be 
studied.

Finally, given that professionalism and profes-
sional identity pervade virtually all aspects of 

becoming a psychiatrist, a multimodal and con-
tinuous system of assessment is needed. Such a 
system needs to inform both the learner and the 
evaluator and help make such high-stakes deci-
sions as to whether a resident should progress 
from one level of training to the next [78]. Norcini 
and Shea and others argue that such a system 
must be comprehensive, (take a range of 
approaches), coherent (be aligned with curricu-
lum objectives and teaching methods), and con-
tinuous (be ongoing, with regular feedback 
regarding progress toward desired outcomes) 
[79]. “Programmatic assessment,” as such an 
approach is now termed, has been used in psy-
chiatry [80, 81].

 Monitoring for and Addressing 
Professionalism Lapses

When programs teach professionalism both 
explicitly and implicitly and focus on profession-
alism as an identity that develops over time 
shaped by role modeling and the learning envi-
ronment, monitoring for professionalism lapses 
becomes less a matter of policing and more a 
matter of group responsibility. Gabbard et  al. 
warn of the potential abuse of power when the 
term “unprofessional” is used to describe behav-
iors that do not conform to certain fixed expecta-
tions and are used to “marginalize and exclude 
those who think differently than we do” [25, 
p. 173].

Clear expectations need to be set, including 
that professionalism and professionalism lapses 
will be prioritized. Training programs and medi-
cal institutions need to agree on a set of “egre-
gious violations,” behaviors which are 
unacceptable under any circumstances. For 
example, the American Academy of Pediatrics 
lists willful misrepresentation of clinical data; 
providing care while under the influence of alco-
hol or drugs; involvement in illegal activity; 
physical or verbal abuse directed toward patients, 
families, colleagues, or staff; sexual misconduct 
or violation of appropriate physician-patient 
boundaries; humiliation or harassment; prejudi-
cial behavior; failing to notify supervisors of 
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inability to work; falsification of research data; 
failure to disclose ties to industry; and coercion 
of a patient to join a research study [82]. 
Institutions may choose to have policies around 
professionalism in general; examples are avail-
able online [83]. They may also choose to have 
specific policies around areas of concern, such as 
academic honesty or online and social media 
activity. See, for example, the policy on social 
media from Emory University School of 
Medicine [84]. Such policies should be consis-
tent with institutional values and mission and the 
successful implementation of these policies 
should be monitored regularly at all levels—
training program, department, and institution.

 Monitoring Professionalism 
in Individual Residents

Like medical schools, residency programs may 
use a variety of approaches to identify profes-
sionalism lapses in residents and fellows, includ-
ing incident-based reporting, routine individual 
evaluations, 360 or multi-informant evaluations, 
separate professionalism courses and evalua-
tions, formal peer assessments, and anonymous 
reporting. However, these tools often focus more 
on observed behaviors than on their underlying 
causes. Individual lapses in professionalism may 
spring from an array of issues, including strug-
gles with well-being (e.g., exhaustion and burn-
out); unresolved psychological issues (e.g., 
conflict and anger regarding medical training); 
mental health and addictions problems; cultural 
and generational differences; failure of team 
members to support each other; lack of profes-
sional identity formation at earlier stages of train-
ing; issues of fit with the clinical context; and 
personality issues. Program directors often hear 
about professionalism issues orally in sidebar 
conversations with faculty members or program 
administrators and are left with the challenging 
job of moving from the specific behavioral alle-
gation to understanding the underlying factors.

In approaching an individual learner about a 
potential lapse in professionalism, the following 

12 tips from colleagues at Brown University and 
their associated phrases can be helpful [85]:

 1. Model professional behavior with learners
 2. Acknowledge the hidden curriculum
 3. Know your policies
 4. Gather evidence and objective data
 5. Know your “one phone call” (i.e., who to call 

in an emergency)
 6. Utilize your colleagues for support
 7. When you meet with the learner, be a good 

listener
 8. Create a safe environment
 9. Provide direct and explicit feedback
 10. Make connections to help facilitate change 

“The reason this kind of behavior is prob-
lematic is because it has the following impact 
on the patients/team/learning environment 
...”

 11. Know when you’re in over your head
 12. Establish a clear follow-up “I would like us 

to meet again in a month”

In exploring a professionalism lapse with a 
learner, engaging in a process of facilitated self- 
reflection is often necessary. Barnhoorn et  al. 
describe a “multilevel professionalism frame-
work” to help facilitate this process and to pave 
the way for potential remediation [86]. They out-
line 5 questions drawn from Korthagen’s stages 
of change model for teacher training that can pro-
vide a framework for questions the resident and 
program director can think about together:

 1. What am I [the resident] doing? (focuses on a 
description of the behavior)

 2. What can I do? (focuses on the presence or 
absence of competencies)

 3. What do I believe in? (focuses on learner’s 
beliefs and values that affect their 
motivation)

 4. Who am I? (focuses on learner’s characteris-
tics, values, and norms in comparison to those 
of the profession)

 5. Why do I do what I do? (explores the learner’s 
driving force; meaning for them of wanting to 
become a doctor, a psychiatrist; self-image)
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Any lapse in professionalism will need to be 
understood in the context of complex, often hid-
den, variables such as the learner’s interpersonal 
relationships, social norms, and culture. The 
Theory of Planned Behavior draws on a socio- 
cognitive psychology approach to link attitudes 
to behavior that Jha et al. use to help determine a 
learner’s fitness to practice [87].

Often it is helpful to consider an individual 
learner’s professionalism lapse in the context of 
the systems surrounding that learner. As the 
Brown Tip #2 above suggests in acknowledging 
the “hidden curriculum,” factors in the clinical 
learning environment (CLE) that may be affect-
ing the learner need to be addressed. To this end, 
thinking about a critical incident of professional-
ism lapse may draw upon the “fishbone” or 
cause-and-effect models of analysis used in qual-
ity improvement efforts [88]. A chain analysis of 
factors that led to the problematic behavior may 
help the resident understand the different forces 
acting upon them, both individual and systemic, 
allowing professionalism lapses to be seen less as 
personal deficits and more as human response to 
a “perfect storm” of contributing factors. This 
method also helps the program director hold both 
the resident and the faculty and learning environ-
ment accountable. Thus, professionalism must be 
taught to faculty and all those in the CLE, who 
must in turn be monitored for professionalism 
lapses as well.

 Monitoring and teaching 
Professionalism to Faculty

In a study of faculty attitudes on teaching and 
assessing professionalism, Bryden et  al. (2010) 
concluded [89]:

All faculty expressed that teaching and evaluating 
professionalism posed a challenge for them. They 
identified their own lapses in professionalism and 
their sense of powerlessness and failure to address 
these with one another as the single greatest barrier 
to teaching professionalism, given a perceived 
dominance of role modeling as a teaching tool. 
(p. 1031)

As a result, the faculty in this study described 
the feeling that, along with their institutions that 
failed to address professionalism lapses success-
fully, they were colluding in failing to address 
professionalism lapses. These findings suggest 
that professionalism needs to be an ongoing part 
of faculty development.

Several examples of faculty development pro-
grams are available in the literature. Steinert et al. 
describe a case model of innovations in a single 
program, including workshops on teaching and 
evaluating professionalism and an action plan for 
each department [90]. Another example describes 
an orientation workshop followed by workshops 
and lectures on a variety of topics, including dis-
cussion of professionalism vignettes with guided 
questions [91]. Bursch et  al. used de-identified 
vignettes from clinical settings and an audience 
response system for anonymous expression of 
opinions [70]. Lu et  al. used the Objective 
Structured Teaching Exercise (OSTE), a series of 
videotaped scenarios and two performance 
rubrics, to train faculty on how to teach profes-
sionalism and ethics in clinical settings with 
reported positive outcomes in faculty confidence 
to teach and manage professionalism issues [91].

 Monitoring Professionalism 
in the Clinical Learning Environment 
(CLE)

In order to create a culture of professionalism in 
the learning environment, a systematic approach 
is needed. Fryer-Edwards et al. at the University 
of Washington describe a systematic approach to 
faculty development that includes workshops 
with faculty on how to facilitate professionalism 
discussion, discuss cases, debrief clinical scenar-
ios, mentor, give formative and summative feed-
back, and teach about cultural diversity [92]. 
Humphrey et al. [6] describe efforts to achieve an 
“ecology of professionalism” through curricular 
innovation by bringing attention to professional-
ism at all levels of the institution. They involved 
participants from all levels and sectors of the uni-
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versity in workshops and evaluations. The annual 
review of the clinical learning environment 
(CLE) provides an opportunity for residents and 
faculty to provide feedback on professionalism in 
the program: how it is taught, evaluated, and 
modeled.

 Innovations and Best Practices

As the field of medical professionalism education 
continues to evolve, some of the following areas 
may move to the forefront of improvement 
efforts:

 (a) Developmental stage assessments of 
professionalism

As the Professional Identity Formation model 
of professionalism becomes more prevalent, the 
question arises of how we should approach pro-
fessionalism across the developmental spectrum 
in psychiatric education, from medical student to 
intern to resident to fellow. Establishing clear pri-
orities for each developmental stage and instru-
ments to define them, seems important. Educators 
could then assess learners as being relatively less 
or mature in their identity formation and suggest 
interventions to meet the learner at what Vygotsky 
has called “the zone of proximal development,” 
that area of learning in which learners are chal-
lenged, but meeting that challenge is within their 
grasp [92].

 (b) Contextual approaches including cultural 
context

The literature in psychiatric education has 
begun to recognize that much of what has been 
historically taught has been subject to the implicit 
biases of a social structure that has empowered 
some over others [93]. The White European male 
perspective appears to have dominated. 
Recognizing that community, institutional, and 
practice cultures differ opens the door for a more 
complex examination of what professionalism 
means in those particular settings (see, e.g., Ho 

et al. 2011) [94]. What is the cultural context of the 
program? What values does the training program 
want to model and prioritize? How should those 
values be reflected in professionalism metrics? 
Reflecting on these questions can help programs 
not only improve their professionalism training, 
but also potentially clarify the program’s identity.

 (c) Individual and group well-being

Recent developing concerns about burnout in 
physicians and other healthcare professionals 
have highlighted the need to incorporate well- 
being into our concepts of professionalism, as 
reflected in the addition of this sub-competency 
in the ACGME Milestones. Physicians’ need to 
monitor themselves and each other for negative 
impacts of stress and even potential impairment 
has long been viewed as a professional responsi-
bility; however, what part of that responsibility 
lies with the system rather than the individual is 
under active discussion [95]. In addition, the 
COVID-19 pandemic, primarily through failures 
to protect the well-being of healthcare profes-
sionals, underscored the role of groups, commu-
nities of practice, and institutions to address 
well-being. What is the responsibility of one 
team member to another? Traditionally, the pro-
fessionalism literature has emphasized the need 
for peer reporting on professionalism lapses. 
What about the peer responsibility to be attuned 
to the well-being of others and provide mutual 
support? Should team-based clinical activities 
include this function as a professionalism metric? 
Perhaps doing so would foster community, 
reduce burnout, and promote a sense of recipro-
cal responsibility for each other’s well-being.

 (d) Clinical frontiers as vehicles for teaching 
professionalism

Innovations in clinical education practice can 
test professionalism in those starting to use them. 
Social media in the second decade of this century, 
for example, has quickly become a testing ground 
for professional behavior and fodder for the 
media [37]. Other categories might include 
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genetic interventions, virtual practice, efforts to 
improve diversity, equity, and inclusion; struc-
tural competence; interprofessional collabora-
tion. While these areas may represent potential 
areas of vulnerability and slipups in professional-
ism, they can also provide excellent examples to 
learn from. They can be opportunities not just to 
learn specific professional behaviors, but also key 
professional principles in general. Learners can 
then be invited to apply these principles to a wide 
variety of clinical settings and circumstances.

 (e) Impact on patients

As Kirkpatrick has proposed, the gold stan-
dard for assessing any intervention in medicine, 
including educational, is the impact on patients 
[96]. Multisource evaluations can include 
patient input, and specific instruments assess-
ing professionalism can be filled out by the 
patient (e.g., Davis et  al. 2012). According to 
Tay et al., none of the instruments for assessing 
curricula currently seem to have an impact at 
the level of patient benefit, which is the highest 
level (Level 4B) of Kirkpatrick’s model of 
assessment [97]. Demonstrating that profes-
sionalism and becoming a professional are vital 
to patient care, and quality outcomes may be 
the next step in professionalism assessment and 
a vital part of the new movement toward value-
based care.

 Conclusion

Evidence and expert consensus support the idea 
that professionalism is a vital competency in medi-
cal and psychiatric education. However, there 
remains no single definition, model, or assessment 
tool for teaching and assessing professionalism in 
psychiatric residency. Instead, program directors 
are advised to consider a variety of approaches; for 
example, the arc of the Professional Identity 
Formation model may be the backdrop to more 
daily concerns about behavioral concerns such as 
unprofessional dress or tardiness.

Professionalism needs to be both implicitly 
and explicitly taught. While multiple innovative 
methods for teaching professionalism both didac-

tically and clinically have been reported in the 
literature, role modeling and reflection remain 
critical tools for teaching professionalism. The 
significance of role modeling underscores the 
need for program directors to teach both residents 
and faculty about professionalism, hold everyone 
in the CLE (including themselves) to profession-
alism standards, and treat professionalism lapses 
in a consistent manner according to a written 
policy. Such an effort requires a continuous 
 process of both teaching and multisource 
assessment.

Newer areas of professionalism include 
e- professionalism; diversity, equity, inclusion, 
and structural competency; and interprofessional 
collaboration. These are areas in which profes-
sionalism standards are currently being defined. 
Looking to the future, additional questions might 
include the following: How can a program direc-
tor determine which developmental stage a resi-
dent is at in their Professional Identity Formation; 
as we think about diversity, equity, and inclusion, 
how should different cultural approaches be con-
sidered in assessing professionalism; how can we 
better define and promote well-being at the level 
of the individual resident, the residency group or 
clinical team, and even the institution; how can 
we harness the frontiers of clinical innovation to 
teach professionalism in new ways; and finally, 
how can we determine whether and how profes-
sionalism affects patient outcomes?
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 Background

Managing a psychiatry graduate medical educa-
tion (GME) program in the twenty-first century 
demands the involvement of resident and fellow 
learners, faculty members, and many other non-
psychiatrist professionals. This creates chal-
lenges and opportunities in many areas of 
program design, as program directors must con-
sider other learners present on rotations and in 
didactics as well as the inclusion of faculty mem-
bers who are not psychiatrists or physicians. 
Related to clinical care, work done by psychiatry 
trainees with nonpsychiatrist professionals 
occurs in many settings, including settings out-
side of traditional mental health practice areas.

Training in the leadership of interdisciplinary 
teams and explicit training in interprofessional 
teamwork are requirements of the Accreditation 
Council for Graduate Medical Education 
(ACGME) for psychiatry education (IV.C.5) [1]. 

Indeed, the word “interprofessional” appears 
seven times in these requirements. In working 
with learners and other professionals as well as in 
diverse patient care settings, psychiatry trainees 
benefit from opportunities for interprofessional 
education and developing skills in interprofes-
sional teamwork. Interprofessional education has 
been defined as “those occasions when members 
(or students) of two or more professions learn 
with, from, and about one another to improve 
collaboration and the quality of care” [2]. When 
psychiatry trainees work with students and pro-
fessionals from other disciplines, opportunities 
are created for systematic, planned interprofes-
sional education. Psychiatry has a long history of 
interprofessional teamwork – often referred to as 
multidisciplinary teamwork  – in many practice 
settings, such as inpatient psychiatry, community 
mental healthcare, and primary or integrated care 
(IC) models. While psychiatrists often are 
expected to assume leadership roles within these 
teams, explicit training on leadership is needed. 
In addition, education is needed to promote 
development of the skills, attitudes, and knowl-
edge of the roles, scope of practice, and unique 
contributions of teammates from other 
professions.

Many psychiatry training programs are pro-
viding interprofessional education and training 
opportunities for residents and fellows. In a 2021 
survey of psychiatry program directors, nearly 
two-thirds of respondents provided interprofes-
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sional education for their residents or fellows on 
how to collaborate with teams made up of practi-
tioners from other medical disciplines or other 
health professions [3]. In most cases, this was 
informal and experiential and involved working 
with professionals from other disciplines in 
 clinical settings. However, some program direc-
tors reported providing formal didactics, interdis-
ciplinary case reviews, and education on 
collaborative care models for residents and fel-
lows, as well as faculty development on these 
same topics. Nearly one-third of survey respon-
dents (29.5%) also reported that their department 
began or expanded educational programs for 
other professional trainees within the previous 
5 years.

This chapter addresses several aspects of 
interprofessional education in psychiatry 
GME. These include educating psychiatry train-
ees alongside learners from other disciplines, 
engaging nonpsychiatrists as program faculty, 
clinical experiences for residents and fellows 
working with other professionals and in nonpsy-
chiatric settings, and models for explicit educa-
tion regarding interprofessional practice and 
teamwork.

 Educating Psychiatry Residents 
and Fellows in the Presence 
of Other Learners

Just as healthcare does not occur in a vacuum, 
psychiatry GME generally occurs, both by design 
and not, in the presence of other learners. With 
both psychiatric GME and medical student edu-
cation in psychiatry, teaching methodology is on 
one hand simple, that is, selecting a teaching 
method the achieve a desired outcome, and on the 
other hand complex, as it involves consideration 
of the teacher, learner, content, and teaching 
method. When other learners are present, all sets 
of learners’ levels of expertise and needs must be 
considered.

Psychiatry residents and fellows learn from, 
teach, and learn in the presence of students and 
trainees from many other professions, including 
both undergraduate and graduate professional 

learners. In the same 2021 survey of psychiatry 
program directors reporting interprofessional 
training of psychiatry residents and fellows [3], 
other learners included residents and fellows 
from other medical specialties (reported by 
84.8% of respondents), followed by psychology 
trainees (78.1%), advanced practice nurses 
(APRNs) or APRN students (50.5%), physician 
assistants (PAs) or PA students (44.8%), social 
work students (44.8%), nursing students (40%), 
and pharmacy students or residents (34.3%). 
Most program directors reported that interpro-
fessional training was positive for their 
residents.

In designing educational experiences, how-
ever, it is essential that psychiatry residents and 
fellows have protected learning where they are 
not competing with other learners for faculty 
time. Residents and fellows must have a suffi-
cient number and variety of patients, as well as 
space and time to complete work meant to 
develop clinical competencies, all of which 
could be potentially encroached upon by trainees 
from other disciplines and programs. Faculty 
must be able to focus directly on supervising and 
teaching psychiatry residents and fellows for an 
amount of time sufficient to provide education at 
an appropriate level for the trainee and to assess 
their competency in performing clinical skills. 
This requires the program director to be inti-
mately familiar with each rotation and to advo-
cate for changes in rotations or increased 
resources when needed. In fact, the ACGME 
Common Program Requirements (CPRs; I.E.) 
[1] explicitly state that “The presence of other 
learners and other care providers, including, but 
not limited to, residents from other programs, 
subspecialty fellows, and advanced practice pro-
viders, must enrich the appointed residents’ edu-
cation” and that “Programs have a responsibility 
to monitor the learning environment to ensure 
that residents’ education is not compromised by 
the presence of other providers and learners.” 
This ACGME requirement can and should be 
used to secure adequate institutional or depart-
mental support if other learners are encroaching 
upon psychiatry residents’ time, space, or access 
to teaching faculty [1].
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It is also important to keep in mind which 
other learners might be present through the lens 
of developing the psychiatrist in training as a 
future teacher. The ACGME psychiatry program 
requirements state (IV.D.1.c) that psychiatry resi-
dents at all levels must develop competencies in 
teaching [1] and the presence of other learners 
such as medical students, predoctoral psychology 
interns, nurse practitioner students, social work 
students, nursing students, physician assistant 
students, occupational therapy students, and 
many others can provide an opportunity for inter-
professional teaching. These experiences can 
take place in a variety of settings, including inpa-
tient and outpatient psychiatry services as well as 
on medical services and clinics, and in commu-
nity settings.

Such teaching must take place in context, 
however, and must include supervision of what is 
being taught and to whom. In order to assess 
what learners already know, residents and fellows 
need to understand the educational background 
of the learner being taught. In addition, residents 
and fellows must themselves have competency in 
the content they teach others. A critical compo-
nent is for psychiatry GME trainees to learn how 
other people learn and to plan the most effective 
ways to help their learners to learn [3]. Teaching 
experiences not only assist the resident or fellow 
to develop as a teacher, they also allow them to 
consolidate their own knowledge and can assist 
in the development of supervision and leadership 
skills [3]. For a detailed discussion of develop-
ment of residents as teachers, see Chap. 24.

Psychiatry residents and fellows also learn 
from as well as teach postgraduate trainees in 
other professions. It is therefore important that 
they learn from residents and fellows in other 
fields of medicine as well as postdoctoral psy-
chology trainees, social work interns, and others. 
Some of this learning takes place during required 
experiences in psychiatry residency, such as time 
on medicine and neurology services, while other 
experiences, such as rotations in primary care 
clinics or other medical specialty clinics or ser-
vices, need to be deliberately planned. In institu-
tions where there are training programs other 
than the psychiatry residency or fellowship pro-

gram, there are many opportunities for psychiatry 
residents and fellows to teach and be taught that 
can be deliberately added to the program. For 
example, a didactic course in community psy-
chiatry might include psychiatry residents as well 
as social work students. The social work students 
can share their knowledge of working with fami-
lies in the context of their communities.

 Faculty Members Who Are Not 
Psychiatrists

Many psychiatry residencies and fellowships uti-
lize faculty members who are not psychiatrists. 
Utilizing these faculty members can be a way to 
enhance training, especially when the program is 
located in a place where there is not a diverse or 
abundant group of psychiatrists to serve as fac-
ulty members. Nonpsychiatrist faculty can be uti-
lized to teach psychopharmacology, research 
design and methodology, statistics, administra-
tive medicine, patient perspectives on care, and 
many other topics. As in choosing psychiatrist 
faculty, utilizing nonpsychiatrists requires care 
and attention to the expertise and pedagogy of the 
potential faculty member in their subject area as 
well as their teaching skills.

The ACGME is clearly in favor of nonphysi-
cian education for residents, stating that “The 
education of residents by non-physician faculty 
educators … provides valuable advancement of 
the residents’ knowledge” [1] (ACGME psychia-
try program requirements II.B.3.c). The ACGME 
also is clear that faculty development must be 
provided for nonphysician faculty members who 
have a significant role in residency training. In 
some cases, significant time must be spent by the 
program director in educating these faculty mem-
bers about both undergraduate and graduate med-
ical education in order to appropriately prepare 
them for their roles. Ultimately, it is the program 
director’s role to make sure these faculty mem-
bers understand the context in which they teach.

As APRNs, PAs, and Clinical Nurse 
Specialists (advanced practice providers) become 
an increasing proportion of the providers of care 
to psychiatric patients, the question of whether it 
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is appropriate for these individuals to teach and 
supervise psychiatry trainees often arises. 
Program directors should proceed cautiously in 
these cases and make sure that they understand 
the training, experience, knowledge, and skills of 
these providers. Although some advanced 
 practice providers may have extensive experience 
and expertise, others may have graduated more 
recently, and it is important to recognize that 
their training included fewer clinical hours than 
even early psychiatry residents have had. In addi-
tion, the Centers for Medicare and Medicaid 
Services (CMS) states specifically in the 
Medicare Claims Processing Manual (Chap. 12 
100.1.3) that the teaching physician supervising a 
psychiatry resident for outpatient evaluation and 
management services must be a physician [4] 
which makes work done by a resident under such 
nonphysician supervision unbillable. There may 
be other applicable state or local laws or institu-
tional policies such as hospital bylaws that gov-
ern who can supervise residents or fellows and in 
which scenarios. In general, teaching by these 
nonpsychiatrist practitioners should be limited to 
specific instances where the provider has needed 
expertise not found in the physician faculty in a 
program. In general, these individuals should not 
be utilized as supervisors for routine care per-
formed by psychiatry residents and fellows.

Psychopharmacology training has been suc-
cessfully enhanced in many psychiatry GME 
programs by clinical pharmacist faculty. In one 
pilot study that utilized computer simulation [5], 
third-year psychiatry residents increased their 
knowledge when debriefed by a clinical pharma-
cist and were highly satisfied with the pharma-
cist’s involvement in the teaching exercise. 
Another program [6] described the involvement 
of a clinical pharmacist in teaching pharmacol-
ogy as well as attending case review rounds with 
residents. Utilizing clinical pharmacists as fac-
ulty can supplement education provided by psy-
chiatry faculty on clinical teaching services and 
can teach residents how to work interprofession-
ally with clinical pharmacists.

Similarly, psychotherapy training has long 
been provided to psychiatry residents by clinical 
psychologists, clinical social workers, and other 

licensed therapists. Psychiatry residencies rarely 
have access to enough psychiatrists who are qual-
ified to provide psychotherapy supervision to 
residents in individual psychotherapy and even 
fewer psychiatrists are qualified to provide super-
vision in couples, family, and group psychother-
apy. Having sufficient psychotherapy training in 
most programs requires the use of nonpsychia-
trist faculty. Again, it is important to provide edu-
cation for these faculty members so that they 
understand how psychotherapy training fits into 
the matrix of both undergraduate and graduate 
medical education. Such education might include 
information on required competencies, certifying 
board requirements, and nuances of how psycho-
therapy is employed in different clinical 
services.

A challenge when working with nonpsychia-
trist faculty supervising residents and fellows 
can be unintended “profession-centrism” [7]. A 
professional version of ethnocentrism, the con-
cept refers to the teaching of students in silos – 
encouraging students to learn profession-specific 
language, terms, values, beliefs, to be socialized 
in that specific discipline, and to invest in that 
field. In short, we train students so they have a 
specific, clear, professional identity – that as a 
counselor, social worker, marriage and family 
therapist, etc. To accomplish this professional 
acculturation, professional differences tend to 
be maximized and similarities minimized. This 
profession- centrism is frequently manifested in 
the supervision requirements for student and 
pre-license training experiences. When provid-
ing interprofessional supervision, supervisors 
may be unaware of differences between their 
own professional practice expectations with 
respect to their supervisees. For example, a psy-
chologist complying with their guidelines may 
not realize that a social work supervisee is 
expected to adhere to social work standards. 
Similarly, nonpsychiatrist supervisors may 
think that requirements for psychiatry residents 
and fellows are the same as those for trainees in 
their own discipline. This reinforces the impor-
tance of orienting nonpsychiatrist supervisors to 
psychiatry education, requirements, and 
milestones.
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 Residents and Fellows Working 
with Professionals Who Are Not 
Psychiatrists

A day in the life of a psychiatry resident involves 
working with many professionals who are not 
psychiatrists. Interactions with psychologists, 
nurses, social workers, occupational therapists, 
APRNs, PAs, and others are not only necessary 
for patient care, but also provide opportunities for 
residents to learn to work on interprofessional 
teams. The ACGME requires this work, “to 
enhance patient safety and improve patient care 
quality” and the ACGME Psychiatry Program 
Requirements emphasize that a culture of safety 
requires this [1]. Residents, of course, learn these 
skills when they are taught explicitly, as well as 
when they are taught implicitly, by observation of 
faculty members engaged in these interprofes-
sional relationships. It is important that psychia-
trist faculty keep this in mind when teaching 
residents in clinical settings and monitor what 
they are modeling for residents. Simple actions, 
such as faculty member attendance at meetings 
and paying attention at multidisciplinary rounds 
on an inpatient unit, speak volumes to residents. 
Faculty psychiatrists can also model and rein-
force ways of dealing with differences in an inter-
professional group. Respect and appreciation for 
difference allow us to put into practice the values 
we purport to have and to apply the skills we say 
are important.

One important shift in recent decades is the 
increasing numbers of nonpsychiatrist profes-
sionals working in mental or behavioral (i.e., 
inclusive of addiction) health settings [8]. There 
is also a maldistribution of the psychiatric work-
force – so many rural and urban settings do not 
have access, though telehealth is helping with 
that [9]. The shortage of psychiatrists is one fac-
tor that has led to the hiring of nonpsychiatrist 
professionals (e.g., psychiatric nurse practitio-
ners, physician assistants, psychologists) to fill 
the gap [5, 10]. As a result, psychiatry residents 
and fellows increasingly work with other profes-
sionals during their training and afterward, in 
clinical psychiatric practice. It is more important 
now than ever that psychiatry faculty and trainees 

learn how to collaborate with learners and profes-
sionals from other disciplines. It is also important 
for psychiatry faculty and trainees to understand 
the roles and skills of other team members – and 
learn with and from them – to work effectively in 
interprofessional teams in order to provide high- 
quality, patient-centered care.

Power dynamics are a key factor in interpro-
fessional collaboration, and it is important to 
teach residents and fellows to understand how 
these dynamics impact patient care through such 
mechanisms as to how and whether team mem-
bers are offered an opportunity to speak and to be 
heard. It is essential that residents and fellows 
understand the ways in which the exercise of top- 
down authority can lead to “team conflict, poor 
performance, low morale and inferior decision- 
making” [11]. On the other end of the continuum, 
modeling exclusively flattened hierarchy can lead 
psychiatry trainees to have trouble understanding 
when their expertise is needed, when to exercise 
authority, and the concept of respondent superior 
(a legal doctrine, most commonly used in tort, 
that holds an employer or principal legally 
responsible for the wrongful acts). Characteristics 
of successful interprofessional teams include a 
shared vision, clear goals and expectations, 
strong but receptive leadership, interprofessional 
respect, well-defined roles, clear and frequent 
communication, periodic reflection and self- 
evaluation, and adaptability [12].

 Residents and Fellows Working 
in Nonpsychiatric Settings

Residents work in nonpsychiatry services on 
both required and elective rotations. The ACGME 
requires that psychiatry residents rotate on “other 
medical and surgical services” (IV.C.3.k) [1]. 
Residency and fellowship programs may also 
offer elective rotations in settings such as outpa-
tient primary care and medical subspecialty clin-
ics (e.g., obstetrics, oncology, transplant, HIV, 
pain), community mental health clinics, school 
mental health, correctional facilities, substance 
use disorder treatment centers, and nursing 
homes. Such rotations provide opportunities to 
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work with both healthcare and non-healthcare 
professionals from a wide variety of disciplines. 
There are many opportunities to plan educational 
experiences for residents and fellows in these 
nonpsychiatric settings [8].

One example of a potential setting for inter-
professional education is an outpatient 
consultation- liaison psychiatry rotation in a pri-
mary care clinic. Working, consulting, and teach-
ing in primary care clinics develop skills in 
consultation that are critical as psychiatrists con-
tinue to face the reality that providing direct care 
to all patients with psychiatric needs is simply 
not possible due to workforce shortages that lead 
to time constraints for psychiatrists. A white 
paper from the Academy of Consultation-Liaison 
Psychiatry (ACLP) Residency Education 
Subcommittee reviewed seventeen articles 
focused on organizing and assessing the impact 
of outpatient consultation-liaison psychiatry 
rotations. Benefits of such rotations included 
exposure to psychiatric conditions in patients 
with other medical disorders seen longitudinally 
in ambulatory clinics, the ability to do extended 
evaluations and interventions over time, exposure 
to different systems of care delivery, and, of par-
ticular relevance to this chapter, the opportunity 
to provide liaison and education to a wide variety 
of nonmental health practitioners [13]. Residents 
and fellows, especially consultation-liaison psy-
chiatry fellows, can learn skills in assisting non-
psychiatrist colleagues to care for the psychiatric 
needs of their patients in a way that extends psy-
chiatric expertise beyond what can be provided in 
caring directly for patients [14, 15].

As primary care physicians provide increasing 
amounts of psychiatric care, learning to assist 
them using many models including co-located, 
integrated, and collaborative care develops psy-
chiatry trainees’ skills in extending the reach of 
their expertise. Residents and fellows doing such 
rotations learn to work with other team members 
with well-specified roles, while also learning the 
roles of a psychiatrist consultant, educator for 
other team members, and integrated care team 
leader [16]. Examples of experiences that could 
be considered include participation in formal col-
laborative care services, Project ECHO, 

(Extension for Community Healthcare 
Outcomes), and provider-to-provider telephone 
consultation programs like The Massachusetts 
Child Psychiatry Access Project (MCPAP) and 
MCPAP for Moms [17].

One residency program created a collabora-
tive care consultation rotation for residents in a 
Veterans Affairs (VA) primary care clinic setting. 
Residents in this rotation learned the role of the 
nurse care manager, learned to provide e- consults, 
and expressed high satisfaction with the rotation 
[18]. Huang et al. [19] also described the creation 
of a collaborative care rotation in a psychiatry 
residency. The collaborative care model has the 
advantage of being an integrated care model with 
a robust evidence base and a well-defined team 
structure consisting of a primary care provider, 
care manager, psychiatrist consultant, and the 
patient [20].

The collaborative care model lends itself well 
to teaching ACGME milestones important in 
interprofessional teamwork, such as collabora-
tion and leadership within interprofessional clini-
cal teams, training and supervising others, and 
effective oral and written communication skills 
[16]. In a survey study, psychiatric consultants 
working in the collaborative care model identi-
fied providing emotional support and attention to 
group dynamics when working in teams and 
advising teams, clinics, and organizations more 
broadly as two critical skills for psychiatrists 
working in this model to learn [9]. Residents and 
fellows on collaborative care rotations have the 
opportunity to learn these interprofessional team 
skills.

One good example of interprofessional edu-
cation (IPE) is integrated care training in 
Canada. Regardless of their intended future 
practice setting or population, psychiatry resi-
dents in Canada receive training in integrated 
care [21]. In this context, integrated care is a 
concept which brings together inputs, delivery, 
management, and organization of services 
related to diagnosis, treatment, care, rehabilita-
tion, and health promotion. Team members are 
the patient/family, peer provider, social work, 
primary care, psychologist, nurse, and psychia-
trist. Integration is a means to improve services 
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in relation to access, quality, user satisfaction, 
and efficiency. IPE attempts to build capacity 
for improved quality of mental healthcare, and 
competencies in interprofessional teamwork, 
collaborative leadership, knowledge exchange, 
and program consultation have been suggested. 
Leadership, shared vision, roles, monitoring, 
and nurturing are needed. Suggested training 
includes clinical exposure to primary care and/
or community settings, didactic teaching, qual-
ity improvement methods, leadership, health 
systems, and population health [21].

 1. Competencies for in-person, collaborative, 
and integrated care services include technical, 
administrative, and collaborative skills [16, 
22]. A consensus set of integrated care (IC) 
competencies was developed in Canada [21], 
since, as noted above, Canadian psychiatrists 
are required to train in IC, a term which they 
use to include shared care and collaborative 
care. Knowledge of evidence-based models of 
IC and experience with organizations are 
needed to implement these competencies and 
care models [21]. Overall, learning these 
competencies is best done through clinical 
rotations and core curricula.

 2. Competency domains identified in Canada 
include technical; assessment; relational and 
communication; collaborative and interpro-
fessional; administration; medico-legal; com-
munity psychiatry and community-specific 
knowledge; cultural psychiatry; and health 
systems [21]. At the intersection of telepsy-
chiatry and integrated/collaborative care is the 
skill set to configure a combination of ser-
vices to meet the needs of a population by 
leveraging technology and team-based care to 
overcome distance and time as barriers [23]. It 
is suggested that residents gain exposure to 
primary care and/or community agency set-
tings through a longitudinal experience dur-
ing the transition to the practice stage of 
training. A core curriculum to augment expe-
riential learning is needed regarding: IC mod-
els; population-based care; and health policy, 
economics, and reform [9, 21].

A case example illustrates one approach to the 
teaching of some IPE competencies in an inte-
grated care setting (Fig. 15.1). It could represent 
a paper case or simulation  – used in a seminar 
format to introduce concepts to learners  – or it 
could represent an example of how a faculty 
member might supervise and teach a learner 
around a real case. It is organized with assump-
tions for learners, a case referred for care, ques-
tions to facilitate teaching clinical skills, and 
questions to facilitate the teaching of IPE 
competencies.

 Teamwork and Team-Based Care

There are many settings in which interprofes-
sional care is practiced, one of which is primary 
care. Primary care practitioners and psychiatry 
and mental health clinicians contribute to team- 
based service delivery and system workflow 
using a variety of models (e.g., stepped, collab-
orative, integrated care). For systems of care, an 
approach to competencies – explicit skills, atti-
tudes, and knowledge  – helps to align clinical, 
training, professional development, and adminis-
trative missions. Efficient clinical operations 
match clinician expertise (i.e., working at the 
“top of one’s license”) and teamwork to meet 
patient needs at the point of service. For example, 
care coordinators/managers can manage secure 
mail, nurse practitioners and physician assistants 
can initiate e-consults, and behavioral health pro-
fessionals may evaluate less complex cases. Each 
of these options preserves the physician time for 
analysis of data, complex cases, and supervision. 
Team-based care (TBC) with technology ideally 
offers a variety of options: learning by patients 
and clinicians (e.g., curricula); levels for low- to 
high-experienced members; attitudes and skills 
in addition to knowledge outcomes; explicit 
activities for teams to communicate (e.g., hud-
dles); teaching methods with case/practice in 
addition to lecture/didactic; and perhaps most 
importantly, supervision for feedback, reflection, 
and developing good habits (e.g., text to supervi-
sor in time for help).
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Fig. 15.1 Case example: clinical teaching of IPE
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Fig. 15.1 (continued)
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Education regarding team-based care (TBC) 
is an exceptional example of interprofessional 
education. The National Academies of Science 
and Medicine (NAS, NAM) define team-based 
care as “the provision of health services to indi-
viduals, families, and/or communities by at least 
two healthcare providers who work collabora-
tively with patients and their caregivers—to the 
extent preferred by each patient—to accomplish 
shared goals within and across health services” 
[24, 25]. TBC has been linked to improved 
patient outcomes and may also be a means to 
improve clinician well-being [26] and prevent 
burnout [25]. A team-based model of care strives 
to meet patient needs and preferences by actively 
engaging patients as full participants in their 
care, while encouraging all healthcare profes-
sionals to function to the full extent of their edu-
cation, certification, experience [27], and 
expertise. Resident and fellow engagement in 
TBC is also an opportunity to leverage the inter-
professional team-based care activities within 
integrated primary care settings as interactive 
educational opportunities to build competencies 
in biopsychosocial care among primary care 
team members [24].

For residents, fellows, and faculty to be suc-
cessful with IPE, they should have training for 
clinical skills development, and there are special-
ized competencies for IPE. An example is TBC 
competencies. Overall, TBC competencies and 
interprofessional collaborative practice [28] 
incorporate the domains of ACGME core compe-
tencies (patient care, interpersonal and communi-
cations skills, systems-based practice, 
professionalism, practice-based learning and 
improvement, and medical knowledge) featuring 
teamwork that is so central to training [29].

Teamwork is facilitated by a shared mental 
model of expectation, roles, and outcomes [30]. 
Physical (e.g., schedules, huddles), virtual (i.e., 
on-site and distant member) and other training 
interventions may substantially improve team- 
based care  – coordination, communication, and 
teamwork – and lead to decreased length of stay, 
fewer emergency room visits/readmissions, and 
better quality and safety [31, 32]. Specifically, 
teamwork can organize workflow and this may 

help organizations offer flexible work schedules 
without lowering the quality of service or raising 
the frequency of errors [31, 33].

 Leveraging Interprofessional 
Learning Opportunities 
for Residents and Fellows 
in the Program and Departmental 
Culture

Interprofessional education and teamwork com-
petencies appear in the ACGME Psychiatry 
Milestones 2.0 [29]. For example, under Patient 
Care sub-competency 6 (PC6), a level 4 mile-
stone is “Collaborates skillfully with practitio-
ners from other disciplines in medical settings”; 
under Systems-Based Practice sub-competency 2 
(SBP2), one level 4 milestone is “Role models 
effective coordination of patient-centered care 
among different disciplines and specialties”; and 
a level 4 Interpersonal and Communication Skills 
2 (ICS2) milestone is “Coordinates recommenda-
tions from different members of the health care 
team to optimize patient care.” There are many 
opportunities for learning interprofessionally that 
can educate residents about interprofessional 
competencies and help them to achieve these 
milestones. Scholarship in psychiatry graduate- 
level education needs to be increased in this area, 
though we can learn a great deal from work in 
related professions as well as research done at the 
undergraduate medical education level in psy-
chiatry. Teaching and evaluation methods are 
suggested for programs to address specific IPE 
skills (Table  15.1). Importantly, IPE should 
include instructors from different disciplines and 
interprofessional faculty panels, as well as inter-
professional learners.

Residents and fellows also need mentorship, 
feedback, and assessment of their interprofes-
sional learning in their day-to-day work. Multi- 
source feedback assessment (also known as 
360-degree assessment) is a recommendation for 
Clinical Competency Committees (CCCs) by the 
ACGME and can reveal opportunities for 
improvement in working with other professionals 
on medical teams that faculty and program direc-
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Table 15.1 Teaching and assessment methods for interprofessional education (IPE) competencies

Teaching/method Context/teacher(s) ACGME competencies addressed
Learner assessment 
methods

Didactic teaching
Brief didactic Classroom or clinical setting Systems-Based Practice (SBP)2: 

System Navigation for Patient- 
Centered Care; Interpersonal and 
Communication (ICS)2: 
Interprofessional and Team 
Communication – primarily levels 
0–2
To provide overview of research, 
trends, and relevance of IPE; correct 
misconceptions about roles and build 
trust
To engage/interest learners in further 
educational opportunities
Provides content knowledge but less 
effective for developing attitudes and 
skills
Discuss shared values and ethics

Written tests: 
multiple-choice 
questions, short- 
answer questions

Grand rounds or 
longer didactic

Classroom
Employ interprofessional 
panels more than individual 
lecturers

Case-based Learning
Brief vignettes Individual learning (in-person 

or web-based) or in small 
groups
Use co-facilitators across 
professions or rotate individual 
interprofessional presenters 
and facilitators

SBP2; Professionalism (PROF)2 – 
levels 0–5 depending on complexity 
of the case
Deepens content knowledge and 
begins to apply and generalize 
knowledge to real-life examples
In-depth cases are a good way to 
scaffold roles and responsibilities for 
collaborative practice
Good for developing shared goals for 
treatment/management plans

Case-based written 
tests: multiple-choice 
questions, short- 
answer questions

Complex, multi-step 
cases

Patient interviews
Observing faculty Live or previously recorded

Rotate interprofessional 
interviewers, presenters, and 
facilitators

Patient Care (PC)1; ICS2 – primarily 
at level 0–1
[Can also be used to demonstrate 
more complex skills (e.g., 
coordinating a physical exam)]

Reflection journal

Group observed or 
co-interviewing

Group all in a suite; use 
separate room or 2-way mirror
IPE learners and teachers take 
turns with assessment
Employ group and supervisor 
feedback

PC1; ICS2; PROF2; SBP2– 
primarily at levels 0–2
Good context to adapt to teamwork: 
sequence of events, communication, 
and coordination
Can focus on engagement, 
interpersonal and communication 
skills; work toward roles and 
responsibilities for collaborative 
practice
Allows for group/discussion and 
reflection so can be used to explicitly 
address elements of professionalism; 
and also to reflect on cultural and 
social factors
Builds consensus on pros and cons of 
IPE for primary and behavioral 
health teamwork

Mini-CEX (Clinical 
Evaluation Exercise) 
completed by faculty 
on each learner and 
direct verbal 
feedback

(continued)
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Table 15.1 (continued)

Teaching/method Context/teacher(s) ACGME competencies addressed
Learner assessment 
methods

Observed by faculty Supervisor observes in-time 
live or via distance by video

PC1; ICS2; PROF2; SBP2– all 
levels
Particularly good for all skills related 
to patient care
Exposure to multiple cases ensures 
learning to work with various 
populations and team members
Supervisor may identify challenges 
with communication, coordination, 
and professionalism
Obtain patient feedback as part of the 
360-degree evaluation, if possible, 
with members of the 
interprofessional team

Mini-CEX completed 
by faculty and direct 
verbal feedback
Review of completed 
report

Independent with 
review and/or 
distance supervision

Learner conducts interview on 
own and follow-up presentation 
to preceptor or team

PC1; ICS2; PROF2; SBP2– 
primarily levels 2–5
Good to practice and solidify 
competencies once achieved under 
observation
Development and review of 
management plans
Independence/autonomy can aid 
development of roles of manager, 
collaborator, and administrator – 
necessary for establishing own 
practice patterns

Mini-CEX or 
Case-based 
Discussions (CbD)
Review of completed 
report

Simulation – with 
standardized 
patients

Use of standardized patients or 
pre-taped video clips

PC1; ICS2; SBP2– primarily levels 
2–5
Ability to watch/reflect on own 
performance and style
Ideal for more advanced skills that 
require start-stop and in-action 
reflection and feedback (e.g., 
administering tools; challenges with 
safety/risk; practicing use of 
interpreter; troubleshooting 
communication problems)
Establish values and ethics

Feedback in real time
OSCE

Research and quality improvement on IPE
Case Write-Ups By trainee with mentorship: 

individual feedback on a case; 
individual or group submission 
for conference presentation; 
team project across professions 
for publication

SBP2; Practice-Based Learning and 
Improvement (PBLI)2 – all levels
Synthesis of complex cases
Awareness of policy-oriented factors 
or areas of more advanced 
knowledge gaps
Good introduction to administration 
and use of evaluation and outcome 
metrics
Systems-level thinking and health 
planning and resource allocation

Written or verbal 
discussion and 
feedback
Feedback through 
peer review process

Literature reviews
Quality 
improvement 
projects
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tors can review with trainees [34]. Multi-source 
feedback can reveal trainee blind spots regarding 
the effect of their behavior on team members and 
the quality of patient care that results. Such 
assessments serve to emphasize the importance 
of these skills in professional development [35].

Conflict management in interprofessional 
teams also represents a key learning opportunity 
for psychiatry trainees. Faculty members can 
model these skills and coach psychiatry residents 
and fellows in skill acquisition. Inpatient psychi-
atry services are key places for learning conflict 
management and resolution skills.

Much work has been done in health profes-
sions education outside of psychiatry GME to 
enumerate interprofessional competencies. 
Medical students entering residency are expected 
to be prepared to collaborate as a member of an 

interprofessional team. This includes expected 
behaviors related to identifying team member 
roles and responsibilities, engaging in bidirec-
tional communication with team members, and 
maintaining a climate of mutual respect and trust 
(Entrustable Professional Activity 10) [36]. The 
Interprofessional Education Collaborative lists 
four competencies they believe are essential to 
training health professionals [12]. These include 
the ability of individuals to maintain a climate of 
mutual respect and shared values, the knowledge 
of one’s own role and the role of others to pro-
mote health, the ability to communicate with 
patients, families, communities, and other pro-
fessionals in a responsive and responsible man-
ner, and the ability to apply relationship-building 
values and the principles of team dynamics to 
healthcare (Fig. 15.2).

Table 15.1 (continued)

Teaching/method Context/teacher(s) ACGME competencies addressed
Learner assessment 
methods

Role as educator – learning through providing IPE
Patient consultations 
based on IPE

Learner observes/participates/
leads with primary care and/or 
behavioral health teams (e.g., 
review cases)

PC6; SBP2; PBLI2 – level 0–1 for 
observation, level 2–5 for direct 
participation
Learning to consult with 
interprofessional teams
Systems-based practice skills
Collaborative practice models

Reflection journal for 
observation
Mini-CEX for direct 
participation in 
consultation
Feedback solicited 
from other team(s)

Provide didactic 
sessions based on 
IPE

Learner observes/participates/
leads with distal primary care 
teams

SBP2; PBLI2 – level 0–1 for 
observation, level 2–5 for direct 
participation
Learning to work with an 
interprofessional team
Adapting communication to multiple 
people
For more advanced skills, such as 
enhancing capacity and 
competencies (e.g., teaching on 
assessment tools or in physical 
exam)

Reflection journal for 
observation
Evaluation forms 
completed by distal 
participants
Mini-CEX adapted 
for provision of 
teaching

Group and 
interprofessional 
learning (e.g., 
journal club)

Live or via web/social media SBP2; PBLI2 – level 0–1 for 
observation, level 2–5 for direct 
participation
Can enhance interprofessional and 
collaborative skills
Build professionalism skills
Can establish community of practice 
and outreach for interprofessional 
relationships

Evaluation forms 
completed by distal 
participants
Mini-CEX adapted 
for provision of 
teaching

Per ACGME Psychiatry Milestones 2.0, levels 1 to 5 correspond with moving from novice to expert resident in a spe-
cialty [29]
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Though psychiatry has a long tradition of 
interprofessional work, there have been calls to 
teach this work explicitly to psychiatry residents 
and fellows using these competencies rather than 
relying on tradition and implicit methods [37]. 
One group that studied team-based learning with 
interdisciplinary groups of students has theorized 
that the act of building social capital in these 
exercises is itself worthwhile [38], an idea that 
should be familiar to psychiatrists who have uti-
lized these principles in working in groups.

Interprofessional education and training in 
telehealth is an example where trainees in psychi-

atric and other health professions can together 
learn important competencies. Although not typi-
cally a component of the curriculum for psychiat-
ric trainees or other health professions [39–42], 
telehealth education and clinical experiences are 
increasingly becoming a part of psychiatry train-
ing. This has accelerated for all health profes-
sionals in training during the COVID pandemic 
[41] and is likely to become more commonly a 
part of their education and training experiences in 
the future. Advocates for IPE for telebehavioral 
health professionals [43–45] have identified com-
mon core telebehavioral health competencies 
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shared across health professions and how these 
offer a way to promote IPE across telebehavioral 
professions [46].

Multiple learning activities have been 
designed for medical students in concert with 
other health professions students in psychiatry 
[47–49], but finding a scholarship that includes 
psychiatry residents or fellows is challenging. 
Modifying some of these activities for psychiatry 
GME is likely possible and evidence-based edu-
cational interventions for psychiatry residents 
and fellows are needed.

A daylong simulation was created for profes-
sionals working in an outpatient psychiatry clinic 
to teach them to involve families and support net-
works in patient care. Professionals who partici-
pated reported valuing their teammates better and 
feeling motivated to engage in working together 
and supporting each other [50]. In another 
simulation- based activity, focused on the com-
plex needs of community-based patients, stu-
dents were required to rely on colleagues in order 
to enhance their understanding of the cases. 
Students reported feeling more confident in 
understanding the roles of their colleagues and 
what it meant to engage in holistic care [51]. In 
an educational activity designed to increase com-
petencies in addressing social, economic, and 
political determinants of health, participants 
reported that they felt that this “real world” activ-
ity reframed how they thought about patients and 
led to a reconnection with their original motiva-
tions to enter the health professions. Presenting 
this activity interprofessionally underscored the 
importance of all members of the team under-
standing these concepts [52]. Work has begun in 
creating simulation-based interprofessional 
teamwork assessment tools that work across spe-
cialties in an attempt to distill the core compe-
tency [53].

Psychiatrists have been involved in simulation- 
based training performed with physicians, nurses, 
and allied health professionals aimed at improv-
ing competence in working interprofessionally in 
the care of patients who have mental health and 
other healthcare needs. The majority of profes-
sionals involved reported changing their practice 

in areas of respect for interprofessional roles, 
improved communication skills, awareness of 
challenges faced by patients, as well as 
approaches to use when educating others [54].

Some rotations in graduate medical education 
are beginning to be designed specifically for 
teaching interprofessional competence. A pediat-
rics residency created a 2-week “patient experi-
ence” rotation that utilized a combination of 
experiential learning, simulation, and didactics 
focused on patient-centered care. Observation of 
interprofessional collaboration, training in com-
munication, and understanding of patient and 
family perspectives were the primary goals. One 
of the major outcomes was a decrease in the resi-
dent perception of the physician’s impact on 
patient care and an increase in resident belief in 
the importance of communicating with other 
members of the team [55]. Such rotations could 
easily be designed and studied in psychiatry 
programs.

In addition to teaching interprofessional com-
petencies, many things might possibly be taught 
better in an interprofessional fashion than by psy-
chiatrists alone. Psychotherapy is an example of 
a competency that, in some cases, can be taught 
better, at least in part, in a cross-disciplinary 
fashion.

Seminars can be taught with diverse groups of 
professions students. An example is a law and 
psychiatry seminar that was taught at the 
University of Saskatchewan to law students and 
psychiatry residents. The seminar involved 
patient interviews followed by a review of the 
case law. Instructors in the seminar found that 
learner acquisition of knowledge as well as schol-
arly activity were enhanced by the seminar and 
evaluations from both law and psychiatry partici-
pants were positive [56].

 Faculty Development 
and Institutional Support

In order to weave interprofessional education into 
a psychiatry program in both clinical rotations 
and didactic education, it is necessary to develop 

15 Interprofessional Education and Teamwork
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faculty skills in this area. Faculty can be directly 
taught about interprofessional practice and team-
work in similar ways to those suggested in the 
previous section, but they also must be taught to 
think strategically about where in the curriculum 
such education belongs. Topor et al. [57] describe 
a workshop given at their institution to teach 
health professions educators to develop and 
implement interprofessional education programs 
unique to their institutions. Such a workshop 
could happen at a departmental or program level 
as well. Ward et  al. [58] created an interactive 
multimedia e-book that also provides instruction 
for creating these focused training programs.

Another faculty development idea discussed 
in the literature involves modifying specialty 
society teacher education programs to be done at 
institutions and involving faculty from multiple 
departments and professions to learn together. 
This was done at the University of Washington 
and resulted in increased interprofessional col-
laboration, co-presentation, and feedback [59].

Support from department chairs and program 
directors for faculty to teach outside of the psy-
chiatry clerkship and GME programs as well as 
invitations to faculty from other departments to 
teach within the psychiatry clerkship, residency, 
and fellowship(s) can speak volumes about what 
departmental leadership believes about the 
importance of interprofessional education. 
Faculty scholarship can also be encouraged by 
supporting interdisciplinary teams to engage in 
and write about projects that enhance education 
and clinical care [60].

Faculty in a psychiatry GME program must 
also be taught to provide mentorship and feed-
back, and to assess the extent to which trainees 
have attained interprofessional competencies, 
including leadership skills. Faculty also need 
professional development in assisting learners 
with large deficits in their ability to work inter-
professionally which may include the teaching of 
coaching skills to faculty members who are 
assigned to assist with these residents.

Creating a program IPE culture requires 
evaluation and intervention at individual, team, 
program, and department levels  – but ideally, 
too, across the institution. This includes a 
broader look at school(s) and health system cul-
ture related to trainee/student needs and roles; 
faculty clinical, teaching, and leadership roles; 
teams, professions, and systems within institu-
tions; and organizational structure, process, and 
finances. In terms of faculty clinical, teaching, 
and leadership roles, it is helpful to consider 
communication, well-being, and professional-
ism and use social science, health service, and 
business constructs to shift attitudes. IPE cham-
pions and recognition of success based on 
teams, systems, and populations is important 
and some institutions use faculty development 
projects for existing and new leaders as a gate-
way to developing IPE.  The Institute of 
Medicine has looked at individual, institutional, 
and policy levels for IPE assessment and devel-
opment, for example, in promoting teamwork 
and collaboration and developing the interpro-
fessional learner from education to workplace 
[24] (Table 15.2).

 Summary

Teaching psychiatry residents and fellows to 
work with members of other health professions 
can increase competency in many areas that are 
critical to success as they enter their careers. Not 
only is patient care quality and safety impacted, 
but residents can also learn clinical, leadership, 
and teaching skills as well as the ability to find 
humility in the face of professionals with differ-
ent educational backgrounds and competencies. 
Residents can also be exposed to ways of work-
ing that are outside of the direct provision of care. 
Faculty can be taught to interweave interprofes-
sional teamwork skills into their daily teaching 
and can be supported to engage in scholarly work 
in this area.
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16Teaching Residents about 
Advocacy

Scott A. Oakman

 Prologue – May 25, 2020

On the morning of May 26, 2020, residents and 
staff of Hennepin Healthcare in Minneapolis, 
MN awoke to the smell of smoke and the sound 
of sirens. That is, if they had slept at all.

The mass protests and racial unrest that had 
been building across the country in the wake of 
the deaths of Black people during interactions 
with law enforcement—Michael Brown, Eric 
Garner, Tamir Rice, and Breonna Taylor, to name 
a few—had finally struck our own home. We 
were not, though, strangers to having Black 
males die at the hands of police. Violent demon-
strations had arisen in Minneapolis’ fourth pre-
cinct in 2015 when Jamar Clark was killed during 
an emergency medical call, and Philandro Castile 
was shot by a police officer in a St. Paul suburb in 
2017 during a routine traffic stop. Still more 
names were yet to be added in months to come as 
young Black men Duante Wright and Winston 
Smith both died at the hands of law enforcement, 
all accompanied by public outcry [1, 2].

The death of George Floyd though, coming 
as tensions of fear, distrust, and segregation 

ratcheted upward during a bitterly polarized 
election season, divided our community even 
further along racial lines. Hospital systems 
already reeling from the burden of the COVID 
pandemic now had to focus on safety, diversity, 
and inclusivity in their daily staff communica-
tions. Routines already disrupted by pandemic 
precautions now had to be revised to take into 
account sudden enforced curfew restrictions. 
Medical students from the University of 
Minnesota, sidelined by pandemic precautions, 
were assembling “White Coats for Black Lives” 
rallies and trying to provide pop-up first aid tri-
age stations at the sites of demonstrations and 
remembrances.

If residents had hoped to ignore these events, 
it would prove impossible. Constant emails 
advised residents to keep their hospital identifica-
tion at the ready for off-hour comings and goings 
to work during curfews. A memorial service for 
Mr. Floyd was held (literally) across the street 
from the hospital 1 week later, and Officer 
Chauvin’s murder trial and sentencing occurred a 
mere three blocks away in the spring of 2021, 
triggering new curfews and fears of violence.

Although news video was aflame with images 
of burning storefronts and a precinct station, 
serious damage was confined to a few neighbor-
hoods—mostly in locations that would not even 
have been noticed by a casual suburban com-
muter driving past on freeway overpasses. But 
what also escaped the notice of the national 
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media was a widespread volunteer response—
brigades of broom- and shovel-wielding com-
munity members—of all backgrounds—and 
truckloads of food, baby supplies, and personal 
items to meet the needs of people whose primary 
grocers and pharmacies had been shuttered by 
looting.

But as demonstrations and rallies died down, 
and residents and staff returned to work, we 
began asking ourselves “What else can we do?” 
What are the root causes of these events, and is 
there anything that we can do about them? Is 
there something we can do that transcends insti-
tutional “moments of silence and solidarity” that 
can produce lasting changes in our community 
such as addressing systemic racism or economic 
disparities? How should we respond—and how 
far should we take our actions as physicians and 
psychiatrists?

For our residency program, these events 
became a salient reminder of the myriad intersec-
tions between events in our community and the 
lives of our patients, faculty, residents, and medi-
cal students—and how the hospital and medical 
community stand as an integral element of the 
wider community. As such, we have a responsi-
bility to attend to prevailing social concerns, 
understand underlying public policies, and know 
how to influence them if we hope to optimally 
manage the health of our patients. That process of 
influence is called advocacy.

 Owning Advocacy

According to most dictionaries, “advocacy” is 
broadly defined as an “act or process of supporting 
a cause or proposal” [3]. In healthcare, this defini-
tion is further refined as “a public voicing of sup-
port for causes, policies, or opinions that advance 
patient or population health” (Vance et al., p 4) and 
often extended to include those activities which 
promote systemic social change [4].

Although most physicians would likely agree 
that the professional role of a physician includes 
being an advocate for individual patient needs as 
part of the physician-patient relationship, there 

may be less consensus regarding the wider soci-
etal role of physicians. Academic medical centers 
may sometimes appear to be an “ivory tower” 
culture of social neutrality, avoiding controver-
sies, which might be seen as reflecting adversely 
on their reputation or prestige. Psychiatrists in 
particular, especially if steeped in psychoanalytic 
traditions of the profession, may consider that the 
intense privacy associated with the physician- 
patient bond precludes expressions of strong 
public opinions, or being noted for public visibil-
ity around an issue, and may have concerns that 
engaging in these might even be seen as 
counter-therapeutic.

However, a resident learning to practice com-
munity psychiatry rapidly learns that there are 
social factors affecting mental health which can-
not be addressed by standard psychiatric means 
of pharmacology or psychotherapy. The psychia-
trist who wishes to make gains in advancing the 
mental health of their patients must be conversant 
with these social issues, and where possible, 
begin to take action to help treat these underlying 
influences on mental illness. These issues are 
known as social determinants of health and are 
present in nearly all of our patient encounters, 
whether we acknowledge them or not. Taking 
action to address these “causes of the causes,” as 
named by Dr. Ruth Shim [5], is integral to 
advancing the health of our patients. These 
actions are the work of advocacy.

Advocacy in psychiatry begins to engage us in 
a public health approach to mental health. The 
World Health Organization (WHO) has stated 
that there is “No health without mental health”; 
and as much as mental health is inextricably tied 
to social determinants of health, it is incumbent 
upon psychiatrists to take action to address these 
social determinants at the policy level through 
advocacy. To fail to do so is the equivalent of an 
epidemiologist considering their work finished 
by treating a single affected patient in an epi-
demic. Parenthetically, this is also the reason that 
professional medical societies exist: to advocate 
for patients and the profession.

For a residency program leader or faculty, 
the charge to develop a generation of psychia-
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trists who can effectively take on this task may 
appear overwhelming. The aim of this chapter 
is to break this task down into more manage-
able components: to describe what should be 
the necessary core knowledge about advocacy, 
and to suggest concrete actions that might be 
taken by residency programs and individual 
residents and faculty. We will also discuss 
some specific domains for which advocacy by 
psychiatrists is particularly relevant in the 
present time. We will address some of the stra-
tegic and tactical challenges inherent to advo-
cacy, particularly as we interface with the 
wider culture of medical education,  clinical 
practice, and processes of government inherent 
to our healthcare systems.

Finally, as specific programs vary widely in 
terms of the community populations they serve, 
institutional resources they have available, and 
the public policy environments of their respective 
jurisdictions, we will also discuss how to develop 
a more generalized program culture which sup-
ports advocacy and allows for flexibility in one’s 
approach as new issues and concerns arise.

 Curricula for Advocacy: Knowledge 
and Practice

 Competencies and Requirements

The Accreditation Council for Graduate Medical 
Education (ACGME) requirements for psychia-
try programs include advocacy as competency at 
both individual and systems levels. Common 
Program Requirements for all specialties state 
that residents “must learn to advocate for patients 
within the health care system to achieve the 
patient’s and family’s care goals, including, when 
appropriate, end-of-life goals,” and that residents 
also “must demonstrate competence in advocat-
ing for quality patient care and optimal patient 
care systems.”

Specific to psychiatry, residents are also 
expected to be competent in “assisting patients in 
dealing with system complexities and disparities 
in mental health care resources,” and “advocating 

for the promotion of mental health and the pre-
vention of mental disorders,” reflecting advocacy 
at both systems and individual levels [6].

The 2021 ACGME Milestones 2.0 for psy-
chiatry now delineate these objectives under the 
Physician Role in Health Care Systems (SBP3), 
beginning with a Level 2 milestone of identify-
ing barriers to care in different healthcare sys-
tems, then proceeding to include engaging with 
patients in shared decision making, advocacy 
for appropriate care and parity, mobilizing 
community resources, and participating in 
advocacy activities for access to care in mental 
health and reimbursement. The Treatment 
Planning and Management milestones (PC3) 
encompass the understanding and use of com-
munity resources in patient care, including 
incorporation of advocacy groups, and naviga-
tion of complex patient management situations, 
with an aspirational Level 5 goal of participat-
ing in the creation or administration of commu-
nity-based programs [7].

While these requirements reinforce the impor-
tance of adopting a stance of public advocacy as 
a psychiatrist and mandate this as an aspect of 
residency training, they provide minimal guid-
ance on how to accomplish this objective in train-
ing or in practice. It is our aim to provide some 
helpful guidelines and suggestions for the inte-
gration of advocacy into psychiatry residency 
training.

 Curricular Components

In preparing a curriculum to address these com-
petencies and milestones, advocacy training can 
be seen as containing two necessary, but distinct 
components: Knowledge, addressed from a 
didactic perspective, and Practice, addressed 
through experiential opportunities which develop 
skills in each area. It is also helpful to conceptu-
alize how both the Knowledge and Practice of 
advocacy will be applied in different scenarios in 
clinical practice and the community.

Vance [4] describes six levels at which advo-
cacy might occur, which range from advocacy 
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on behalf of an individual patient or small 
group of patients upward through advocacy 
efforts aimed at national and global issues. 
Some issues of concern to psychiatric practice 
may span several of these levels—for example, 
gender equity may affect patients at individual, 
national, and global levels, but will be 
approached differently in each of those levels, 
requiring different means to address the con-
cern. Dr. James Curry, a graduate of our resi-
dency program, visualized this hierarchy in this 
way, as pictured in Fig. 16.1.

This conceptualization may be useful for the 
design of training programs or projects, allowing 
one to organize their approach according to the 
level at which one wishes to exert influence and 
identifying the most important stakeholders at 
each level. This also illustrates how the actual 
activities of advocacy might vary according to 
the level of approach. Personal advocacy for a 
patient or family will require the mobilization of 
different skills and resources than those required 
for advocacy at a community level via activism or 
grassroots organizing, or at a policy level through 
legislation.

 Knowledge Components

Social Determinants Taking action as an advo-
cate first requires that one has adequate knowl-
edge of the issues one hopes to influence, the 
community one wishes to affect, and the means 
through which to bring this influence.

The required knowledge base for advocacy 
begins with a general understanding of the social 
determinants of health, which are defined by the 
WHO as” the conditions in which people are 
born, grow, live, work, and age” and which are 
shaped by the distribution of money, power, and 
resources across multiple levels of society.

Residents should at a minimum be able to 
define the concept of a social determinant of 
health, to list several, and describe how they 
might particularly affect mental health conditions 
individually or in combination. For example, 
housing instability, is a social determinant, in 
turn often related to several others, such as pov-
erty and economic inequality, and frequently 
adversely affects medication adherence. Almost 
all residents can cite a personal example of a 
recent patient reporting an incident with lost, 
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Fig. 16.1 Hierarchical reconceptualization of levels of 
advocacy. J. Curry, based on Vance, et al. (2020), personal 
communication. (Reprinted with permission from A 

Psychiatrist’s Guide to Advocacy, (Copyright © 2020). 
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stolen, or forgotten medications due to unstable 
or unsafe housing, with subsequent negative 
effects on mental and physical health outcomes. 
We have found Dr. Ruth Shim’s conceptualiza-
tion useful in illustrating how health disparities 
result from these disparities in economic and 
educational opportunities, which are in turn 
driven by public policies and social norms [5]. 
Efforts to affect these “causes of the causes” must 
therefore focus at the policy-making and legisla-
tive level to make a long-term impact.

From a didactic standpoint, Compton and 
Shim’s compilation “Social Determinants of 
Mental Health” [8] is a useful resource for both 
introducing the general concept and discussing 
several specific determinants which have rele-
vance to psychiatry. In our program, we typically 
present this material during the outpatient train-
ing year, having residents take turns presenting 
content to their cohort, and discussing cases from 
their current clinical services in which given 
social determinants are particularly relevant to 
presentation or treatment planning.

In addition to this more in-depth discussion, 
we introduce the basic vocabulary of social deter-
minants of health early, during the intern or first 
post-graduate year, and practice identifying 
social determinants in initial assessments and 
biopsychosocial formulations at all levels of 
training.

Current Community Issues When manifested 
as disparities in resource allocation, social deter-
minants of health are seen in virtually all aspects 
of life. A key aspect of the knowledge base for 
advocacy involves knowing one’s own commu-
nity in a way that identifies the current issues that 
are most salient to mental health. Achievement 
gaps in education, unemployment, segregation in 
housing, lack of affordable housing, personal 
safety, crime, and gun violence are all immediate 
concerns which may be manifested in a higher 
prevalence of mental distress in certain segments 
of the community. Disparities in healthcare 
access that are sequelae of racial discrimination 
can be noted as they arise. Programs in rural 
areas might face other issues, such as isolation, 
hidden pockets of poverty, or limited access to 

hospitals, providers, specialty care providers, and 
clinical services—different yet equally profound 
in their effects.

Residents are encouraged to identify and fur-
ther explore each of these specific domains, all of 
which present with a range of options for active 
intervention at different levels, whether one 
advocates for an individual patient, educates 
peers or community members, or works to influ-
ence policy and legislation at higher levels. 
Specific major domains which we have begun to 
address are listed below, with some suggestions 
for first steps toward approaching the issues.

Racial Disparities Although racial diversity 
and inclusion in training programs are addressed 
elsewhere in this volume, this has been a particu-
larly important issue in our community, and our 
program’s primary emphasis for advocacy in the 
past year. As Dr. Ruth Shim has boldly chal-
lenged us to consider, the true cause of the vast 
majority of the mental health inequity faced in 
the United States today is social injustice and 
enduring structural racism [9]. Our current dis-
parities in access to care, parity in treatment, 
stigma, and lack of representation in our work-
force are the results of processes that were set 
into motion well over 100 years ago in the devel-
opment of our current healthcare system [10]. 
For this reason, the recognition of where bias and 
discrimination underlie disparity and influence 
care then becomes our primary focus for advo-
cacy at both personal and institutional levels.

In didactics at all levels, knowledge gaps 
about racism and discrimination and the resultant 
health outcome disparities and access to service 
issues can begin to be explored through numer-
ous forms of media available online. Specific 
measures of disparities can be obtained through 
state departments of health or federal sources 
such as the Substance Abuse and Mental Health 
Service Administration (SAMHSA) and other 
federal agencies [11]. Assigning trainees an 
online “scavenger hunt” to search out informa-
tion on these issues, then having them report their 
findings to peer groups can be a useful exercise in 
active learning. For example, seeking informa-

16 Teaching Residents about Advocacy



256

tion from SAMSHA regarding whether opioid 
overdose death rates in the Black community are 
elevated relative to others would reveal that 
though the rates were similar and increasing for 
all ethnic groups, Black patients are less likely to 
have received treatment, and more likely to face 
disparities in access to treatment [12]. A resident 
wishing to delve deeper into advocacy on this 
issue would find a wealth of further citations to 
guide their research and actions.

It will also be important to assess your train-
ees’ preexisting knowledge of the history of colo-
nization, racial discrimination, and the struggle 
for civil rights in the United States. A medical 
student or resident who received only minimal 
secondary instruction in American History, or 
who was taught in a setting in which the history 
of racial discrimination was minimized, might be 
more prone to see these disparities as purely indi-
vidual problems, rather than as policy concerns 
which might be addressed through advocacy. We 
sometimes found that many residents who had 
come to our program as International Medical 
Graduates had no framework of American 
History at all with which to understand the cur-
rent persistence of racial discrimination in the 
United States. Taking opportunities to revisit 
these topics in didactics, or through seminars or 
museum field trips, particularly as they relate to 
the local community, will enrich residents’ rela-
tionship with the populations they serve.

It is worth noting that the ACGME Medical 
Knowledge competencies specify teaching 
“aspects of American culture and subcultures, 
including immigrant populations, particularly 
those found in the patient community associated 
with the educational program, with specific focus 
on the cultural elements of the relationship 
between the resident and the patient, including 
the dynamics of differences in cultural identity, 
values and preferences, and power requirements” 
[6 , p .23]. We often take groups of residents on 
field trips to point out the geographic distribu-
tions of various ethnic groups in our area, includ-
ing discussions of how racially-determined 
housing discrimination, known as “red-lining,” 
was practiced in the past, and noting how its leg-
acy persists today in housing disparities. For 

example, here in St. Paul, as in many urban areas 
nationally, a thriving Black residential and busi-
ness district, “Rondo,” was razed in the 1950s 
and 60s to make way for freeway construction, 
largely to benefit suburban commuters. An aware-
ness of this history can help residents to appreci-
ate the intersection of social determinants of 
health with race in their patient population.

However you choose to address it, the history 
of racial discrimination that characterizes this 
nation should not be minimized, nor its present 
effects in pervasive social disparities ignored. A 
number of basic resources have been compiled as 
a starting point for didactic efforts, of which the 
APA Resource Document, “How Psychiatrists 
Can Talk with Patients and Their Families About 
Race and Racism” is an excellent example [13].

One (resident-led) effort directly addressed 
residents’ personal experiences with racism and 
attitudes toward race through a series of “inter-
group dialogues.” This approach, based on a spe-
cific academic model developed in teacher 
education, had learners from different social 
identities engage in an open, nonjudgmental con-
versation about race and social inequalities. This 
helped residents to appreciate the different start-
ing points that they each had in identifying and 
responding to racial bias, and helped them to gain 
vital practice in listening to the viewpoints of 
others whose life histories were very different 
than their own [14].

As a start for taking action against racial dis-
parities, we have been fortunate that our sponsor-
ing institutions, Hennepin Healthcare and 
HealthPartners, have adopted strong statements 
in support of health equity, including benchmarks 
in their annual institutional goals, and sponsoring 
numerous efforts and initiatives aimed at reduc-
ing these disparities. Residents in our program 
are frequently made aware of these commit-
ments, are included as representatives to Diversity 
and Inclusion Committees, and encouraged to 
participate in events, such as listening sessions 
and community educational outreach as they 
arise [15–17].

In focusing on the racial discrimination which 
is rooted in America’s shameful 400-year history 
of African slavery, we must also not neglect that 
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others in our community experience disparities in 
treatment due to the social construct of race. Our 
community is home to the indigenous Dakota and 
Ojibwe peoples, whose healthcare challenges are 
magnified by centuries of neglect, poverty, and 
substance use. It is also home to large concentra-
tions of immigrant groups from southeast Asia 
and Somalia. These community members often 
face discrimination because of racial, religious, 
and immigration characteristics. Other subgroups 
face controversy as refugees from the war on ter-
ror in the Middle East, or their status as asylum- 
seekers or economic migrants from Central 
America, or may have been targeted for hate 
crimes out of a misplaced attribution of blame 
toward Asian-Americans for the COVID pan-
demic. All of these issues have exposed many to 
the inherent systemic racial bias present in 
American society. Learning to identify and 
address this discrimination in all of its forms is a 
vital aspect of advocating for our patients and 
communities.

To help residents address our knowledge gaps 
about these populations, our program has insti-
tuted a series of “Culture and Community” lec-
tures which run as an ongoing thread throughout 
our didactic curriculum. We are fortunate to have 
as our teammates in this community psychia-
trists, psychologists, and social workers who 
originate in our major ethnic and immigrant pop-
ulations and who have trained with us, including 
Hmong, Somali, and Latinx physicians who are 
committed to educating us on the needs of these 
communities on a regular basis.

An important point to keep in mind when 
involving residents and junior faculty in these 
efforts, however, is to avoid placing an excess 
burden on those from underrepresented groups. 
This so-called “minority tax,” extra responsibili-
ties placed on minority faculty ostensibly to 
advance diversity [18], can actually subtly inter-
fere with their own career advancement, margin-
alizing their work while shifting the institutional 
responsibility to address these social problems 
away from the actual centers of power and 
decision- making. When our teaching about 
healthcare disparities emphasizes that inequity is 
a problem for all members of the community, 

instead of “someone else’s problem,” then every 
resident and staff member can see that addressing 
disparities will ultimately benefit all as well.

Other Populations Beyond racial and ethnic 
discrimination, clearly there are many other 
groups of people who will experience discrimi-
nation because of characteristics other than race 
or ethnicity, and who experience unique dispari-
ties in healthcare, including mental healthcare.

LGBTQ+ patients may experience stigma 
and discrimination at multiple levels due to the 
intersectionality of their orientation or gender 
identity with their racial or ethnic identity. Many 
will have harrowing stories of having health 
concerns dismissed or minimized because of 
this. Residents need to be familiar with the 
increased risks of mental illness and suicide in 
these patients, exacerbated by factors such as 
increased societal stigma, cultural sanctions, 
discrimination, or denial of their civil and 
human rights. Patients may face barriers to 
accessing health services, or be discriminated 
against in those settings.

One particularly vulnerable segment of this 
community is the adolescent patient, particularly 
those who are transgender or nonbinary. 
LGBTQ+ teens in general are more likely to 
report being bullied by peers, and report propor-
tionally less happiness and satisfaction with their 
lives than peer groups. Transgender teens in par-
ticular are noted to have a higher risk of suicide 
attempts and social isolation, and may be in the 
position of needing to navigate their adolescence 
without the support of parents and other adults 
[19– 22].

One fairly low-effort, practical intervention to 
begin advocating for LGBTQ+ individuals is to 
educate residents to adopt the practice of intro-
ducing oneself by sharing the pronouns that they 
each use to refer to themselves, and asking the 
patient what their pronouns are. This often is an 
initial step to establishing trust and rapport, and 
also engages us in adopting a stance of active 
allyship, especially with patients who may have 
previously encountered a lack of support for gen-
der diversity in interactions with the healthcare 
system.
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Recent advocacy efforts by mental health advo-
cates partnering with the local LGBTQ+ commu-
nity have centered on supporting bans of reparative 
or “Conversion Therapy”—attempts to bring 
about change in an individual’s sexual orientation 
or gender identity through psychotherapy. Such 
therapies are often aimed at the young and vulner-
able, or forced upon minors by parents and guard-
ians. In addition to being ineffective at their 
purported goal, these practices perpetuate social 
stigmas against LGBTQ+ persons and can result 
in substantial harms of increased mental illness, 
substance use, and suicide. In Minnesota, this is an 
example where community groups, including phy-
sician professional societies, persistently advo-
cated, at this point succeeding in winning an 
executive order restricting the practice [23].

Microaggressions In building our knowledge 
base regarding race, gender, and other forms of 
discrimination, a basic concept that is important 
to understand is that of microaggression: defined 
as the “brief, everyday exchanges that send deni-
grating messages to certain individuals because 
of their group membership” [24]. These expres-
sions of bias, which may be intentional or unin-
tentional, serve to repeatedly traumatize and 
marginalize people on the basis of their race, gen-
der, religion, or sexual orientation. An example 
might be that of a Black male physician being 
scrutinized more closely by security when enter-
ing the hospital where he works, a Latina teacher 
being complimented on her command of the 
English language, or Muslim residents finding 
that time off requests for Ramadan are not treated 
with the same respect as other residents’ request 
for Christmas vacation.

Residents should learn how to identify and 
respond appropriately to these expressions of 
bias whether directed toward them, a patient, or a 
colleague. Learning to actively and non- 
defensively listen to recipients of microaggres-
sions, while validating (and not minimizing) their 
feelings is an elementary activity that we can all 
do as a first step toward advocating against bias 
and discrimination, especially when it may 
involve the need to take responsibility for our 
own biases and missteps.

Finally, recognize the value of representation. 
The current paucity of Black men in medicine 
and elementary education, to name two profes-
sions [25, 26], essentially ensures that most Black 
boys will not have role models to illustrate that 
they can aspire to these occupations. Patients will 
frequently prefer to communicate with a physi-
cian who “looks like me,” and the positive effects 
of this concordance on patient-physician concor-
dance have been noted in the literature [27]. In 
contrast to microaggression, consider how to 
commit “microaffirmations” by including and 
amplifying the voices of minorities and women 
and championing their career development as a 
practical form of advocacy to benefit our profes-
sions and patients by making our workforce more 
similar to our patient population.

Stigma is a major contributor to disparities in 
mental health across the entire spectrum of psy-
chiatric illness, but particularly affects two large 
groups: those with chronic, severe, and persistent 
mental illness (SPMI) and those with substance 
use disorders. Knowledge about these conditions, 
and the associated experiences of stigma, is vital 
in advocating for these patients within our health-
care systems.

In our program, we have found that advocacy 
against stigma is an area where most residents are 
well equipped to get involved through raising the 
knowledge and awareness of these issues within 
hospitals and clinics and by educating their peers 
in other specialties through formal and informal 
didactics and Grand Rounds presentations. 
Residents may find themselves pleasantly sur-
prised to be seen as the “experts” in our specialty 
by their fellow learners elsewhere. In addition, 
the voices of residents are often more readily 
heard by their peer residents than the voices of 
faculty when it comes to advocacy issues.

Many hospital and healthcare systems have 
adopted more widespread institutional efforts 
aimed at reduction of stigma across clinical and 
community settings. These programs are also 
seeking input from trained professionals, includ-
ing residents, who can find these to be fruitful 
places to initiate quality improvement projects.

Groups which are particularly stigmatized, 
even within mental health settings, are those with 
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substance use disorders, especially those involved 
with the criminal justice system, and the SPMI 
patient population. Many times, patients will 
carry all three of these labels, as prisons and jails 
in many jurisdictions have tended to become 
holding institutions for mentally ill offenders. 
These are settings in which the intersectionality 
of race, poverty, trauma, mental illness, and sub-
stance use can be seen at its worst.

Many cities have been successfully piloting 
diversion programs such as separate mental 
health and drug courts which identify vulnerable 
patients, keep them out of the general criminal 
justice process, and provide treatment and case 
management services in the community rather 
than incarceration. Presenting these programs to 
our residents and colleagues helps us advocate 
for these patient populations while developing 
our knowledge base about these community 
resources.

Systems Knowledge As indicated above in the 
ACGME Competencies and Milestones, advo-
cacy has numerous connection points with resi-
dents’ training in Systems-Based Practice. This 
involves being aware of and conversant with the 
important regulation and business aspects of psy-
chiatry. We ensure that our residents receive reg-
ular didactic updates in public sector psychiatry, 
especially as patient care interfaces with the legal 
system in commitments and forensic evaluations. 
A major aspect of our outpatient training includes 
a yearlong assignment to an Assertive Community 
Treatment (ACT) team, on which residents gain 
hands-on experience with the system through 
helping patients navigate healthcare and social 
services agencies. We also encourage administra-
tive psychiatry electives in which residents can 
shadow senior administrative leaders through 
hospital and departmental meetings, quality 
improvement projects, and regulatory visits.

Government and Regulation A final aspect of 
the Knowledge Component of advocacy which 
might be forgotten is that of governmental and 
regulatory systems. If the goal of advocacy is to 
advance patient or population health through 
public policy by promoting systemic social 

change, it is essential that residents have a basic 
grasp of how those policies are made and 
enforced, and how as private citizens they might 
exercise an informed influence upon social 
change.

The process of passing legislation that affects 
healthcare can be frustratingly slow, bewilder-
ingly complicated, and laborious, and may dis-
courage all but the most committed 
politically-minded trainees from engaging. 
Fortunately, many hospital systems now employ 
full-time lobbyists to advise administrators on 
the issues currently in front of state legislators 
and request specific input. Including in your resi-
dency didactic programs a regular update about 
current bills being followed through Congress or 
your state legislature can help to better inform 
advocacy efforts. Organizations such as the 
American Psychiatric Association [28], Mental 
Health America [29], National Alliance on 
Mental Illness (NAMI) [30], and other similar 
organizations will be rich sources of currently 
updated information about advocacy initiatives 
that are currently being brought in front of legis-
lative bodies.

Many state psychiatric and medical societies 
will also sponsor a “Day on the Hill” activity 
that formally allows clinicians to meet with gov-
ernment leaders and share areas of concern. We 
encourage participation in these, if for no other 
reason than to enhance one’s personal knowl-
edge of the process and to meet one’s own 
elected representatives. Residents are often 
pleasantly surprised to learn that their state 
Representatives and Senators are genuine, 
approachable human beings who share many of 
their concerns. Most elected officials have only a 
minimal understanding (and that possibly gained 
from watching television shows) of what is 
involved in the medical education process, and 
are often eager to learn.

Another neglected advocacy activity that can 
be easily implemented is to encourage voter reg-
istration in clinical settings. Laws and procedures 
will vary from state to state, but this can take the 
form of simply having teams greet patients to ask 
about registration status, and provide literature or 
forms, to facilitating the actual registration 
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process. This should be clearly framed as a non-
partisan activity, but one which is vital to enhanc-
ing citizen activity across the spectrum Table 16.1.

 Practice Components

Emphasizing advocacy among trainees will ulti-
mately provide numerous benefits to a program 
that wishes to develop healthcare system leader-
ship for the future. For most programs, working 
to increase trainees’ (and faculty members’) 
knowledge based on a few of the issues named 
above in Table 16.1 may be ambitious enough as 
an initial consideration—but as with our clinical 
knowledge, it needs to be transformed into mean-
ingful action to truly qualify as advocacy which 
advances the cause of public health. Moving 
beyond mere academic knowledge of issues will 
multiply our learning and encourage us to do 
more. All the programs will be different in their 
specific situation or community need, but we 
urge you to start something, and offer a few prac-
tical guidelines to consider as you proceed.

Choose Your Battles Considering the magni-
tude of the societal needs discussed above, there 
is an ever-present temptation to take on too much, 
and to spread oneself and one’s trainees too thinly 
to make a significant difference. A key consider-
ation for success will be to more narrowly choose 
one’s focus to fit the community and resources at 
hand. As with choosing a QI project, it is useful 
to consider the Effort vs. Impact matrix for a 
given issue to optimize the feasibility and impact 
of an initiative. An idealist among your group 
may be attracted to a major societal concern, for 

example, homelessness, without having an appre-
ciation for the limits of their team’s (or their own) 
resources and energy to address it. The most 
rewarding results will come from relatively low- 
effort interventions that have moderately high 
impacts in a high-priority area of concern—for 
example, working to improve access to mental 
health services for unhoused individuals, rather 
than attempting to provide long-term housing to a 
population. Likewise, very low-effort projects, 
such as supplying a physical need like food or 
clothing to the unhoused, may ultimately have 
negligible long-term impacts on the issue.

Choose Champions Given the time-limited 
nature of training, for one’s advocacy to make a 
lasting impact beyond a given resident’s tenure in 
the program, it should be our aim to develop a 
sense of continuity that bridges across residency 
cohorts. This may be achievable by recruiting a 
faculty or administrative champion who can work 
to direct succeeding generations of residents over 
a number of years, passing on the institutional 
memory of what has been done and tried in the 
past. As many of our issues of interest cannot be 
satisfactorily resolved in 1 year, or one resident’s 
four-year tenure, having a faculty champion can 
keep an issue in play across a number of resi-
dency classes, and help ensure that it is not for-
gotten from one legislative session to the next. 
This can also effectively model that the work of 
advocacy is not the job of a single person—resi-
dent or faculty—but a continuous, ongoing 
process.

Find Allies Along that line, a successful advo-
cacy effort will be focused on building relation-
ships with allies in your cause. Many times a 
natural alliance can be developed with colleagues 
in organized specialty or sub-specialty groups, 
such as the American Psychiatric Association, 
American Society for Addiction Medicine, or any 
number of other affiliated groups with whom you 
share a common cause. These organized profes-
sional groups may also already have efforts 
underway in your area of interest, and even dedi-
cated lobbying or educational resources available 
to their members.

Table 16.1 Key knowledge base topics for advocacy

Social determinants of health
Racial disparities in health
History and culture of major ethnic minorities in your 
community
Identification and response to microaggressions
LGBTQ+ issues
Stigma
Disparities in criminal justice system
Local and state government and administrative 
structures
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Patient-centered advocacy organizations are 
also useful sources of information and commu-
nity networks for advocacy. The National 
Alliance on Mental Illness (NAMI) serves to 
connect patients, families, providers, and policy 
makers across several general domains of mental 
illness with the goal of advocating for better 
understanding and outcomes [30]. Specific disor-
ders of interest, for example, autism or dementia, 
often have associated voluntary societies dedi-
cated to supporting patients, families, and/or 
research into these disorders. One of our trainees, 
interested in geriatric psychiatry, made connec-
tions with a local chapter of the Alzheimer’s’ 
Association, for example, and was able to develop 
an educational program for caregivers to help 
alleviate burnout.

Association with organizations and societies 
which share your goals in advocacy can also save 
you from “reinventing the wheel” when copious 
resources are already in existence. For example, 
Mental Health America, a policy advocacy orga-
nization, has developed numerous position papers 
which can serve as starting points for residents or 
faculty wishing to begin understanding specific 
issues within mental health treatment, preven-
tion, and public policy [29]. “Prepackaged” 
resources such as these can also be a valuable 
tool if one is planning to meet with policymakers 
in legislative or administrative settings by help-
ing one solidify one’s personal understanding of 
relevant concerns and talking points.

Although a wealth of resources will be found 
through national associations, do not neglect to 
seek out local partners with common interests, who 
can help guide you to targeted efforts with higher 
immediate yields in your community, as well as 
being able to assist with the needed awareness of 
current legislative initiatives that may be underway. 
One local volunteer coalition, Minnesota Doctors 
for Health Equity, has produced a set of easily 
accessible infographic materials for education on 
their main topics of interest, as well as a useful 
Legislative Advocacy Toolkit for beginning the 
process of engaging with lawmakers [31].

Additional allies can be found among our col-
leagues in other specialties and disciplines. 
Primary care specialties may be seeking help in 

addressing maternal-child concerns, substance 
use disorders, food insecurity, and many other 
social and behavioral issues which cross special-
ties. Seeking out opportunities to collaborate 
with these colleagues will strengthen our health-
care systems and broaden the reach of our efforts 
to serve our communities.

Equip Your Troops View advocacy as a trans-
ferable skill and mindset that, like clinical skills, 
develops through practice over time. As leaders, 
we can provide knowledge, opportunities, and 
context as we work together to address the press-
ing social needs of our patients. It can also be an 
excellent venue to develop and evaluate team-
work and leadership skills in our residents.

Develop Your Own Agenda for Advocacy As a 
leader, model knowledge of your community and 
be engaged in its activity beyond the healthcare 
system. Be conversant in your community’s his-
tory and culture, and be involved in ways that suit 
you and your lifestyle—whether it is connecting 
with a local school board, volunteering with a 
religious organization, engaging in the political 
process, or supporting cultural efforts. Advocacy, 
like other aspects of the hidden curriculum, is 
often “Caught, not Taught.” Have a passion for 
your community, and share it with your trainees.

Finally, start small—but start! Here are some 
Low-effort ideas:

Teach your outpatient residents the skill of 
social prescribing. Encourage them to have con-
tact information on hand for libraries, patient 
support organizations, children’s programs, food 
banks, and the like. Reinforcing this will train 
residents to recognize how specific social deter-
minants of health are impacting the individual 
lives of their patients, and familiarize them with 
local resources.

Know Your Community Practical exposures to 
many local resources can be accomplished 
through resident retreats and field trips. We have 
organized team scavenger hunts that sent resi-
dents out in small groups (spanning multiple 
training levels where possible) to collect photos 
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of places such as ethnic and cultural centers, gov-
ernment institutions, service agencies, and to talk 
to interesting people. A side benefit to these is the 
opportunity to increase resident cohesiveness and 
develop a shared sense of mission to the commu-
nity, hopefully while also having a modest 
amount of fun.

Seek to Serve Having ties with our local Somali 
and Hmong communities via our own trainees 
from these communities, trainees were also able 
to assist in vaccination education efforts in those 
communities. Other service projects have tar-
geted improving maternal health through nutri-
tional education in the Somali community, 
speaking about health careers to Somali high 
school students, and a group fundraising effort 
toward a Hmong youth education program.

Residents Teaching Residents We have found 
that the greatest successes arise from projects and 
topics which are personally owned by the resi-
dents themselves. A place to start with this is by 
having residents teach one another about topics 
of interest. As stated above, we make this a fea-
ture of our own didactics about social determi-
nants, but it can be extended to presenting various 
policy position papers, such as the ones produced 
by Mental Health America above or examining 
“white papers” produced by professional societ-
ies. As members of the community themselves, 
residents should view themselves as equivalently 
“expert” regarding these topics as a faculty mem-
ber would be, and by taking an active role in 
teaching themselves and their peers they can 
begin to visualize future actions to address issues. 
Monthly or quarterly book clubs which examine 
an issue can provide both engaging discussion 
and enjoyable social interactions, in which fac-
ulty can take part as well. These will even trans-
late well to virtual platforms, such as Zoom, to 
keep social connections alive in times of pan-
demic isolation.

“Flip the Hierarchy” Watch where your train-
ees are engaging in social issues and follow them 
there. Our residency program’s most successful 
advocacy for antiracism and addressing dispari-

ties in healthcare among immigrant groups 
stemmed from the resident-initiated projects and 
activities to open dialogues about race and related 
disparities. Know your residents and find the ini-
tiatives that they are already motivated for. An 
outline to follow through your initial explorations 
can be found in Table 16.2.

 Practical Challenges

It does need to be acknowledged that once one 
begins to take leadership in advocacy, one can 
face resistance from the institutional hierarchies 
inherent to medical education and large institu-
tions. Advocacy on a public policy level may 
force one to take countercultural stands, and 
depending on the local institutional politics, the 
issues one chooses to advocate for have the 
potential to affect one’s career advancement for 
good or ill.

Many employers and healthcare systems, par-
ticularly government-affiliated ones run by state 
departments of health or the Department of 
Veterans Affairs (VA), may have strict policies 
against partisan political activities, even with ter-
mination as a possible consequence for infrac-
tions. Teaching and supervision of residents in 
these settings need to carefully address whether 
the viewpoints one espouses are political activity, 
aimed at promoting a particular viewpoint or can-
didate, or advocacy as defined above—an activity 
performed on behalf of causes, policies, or opin-
ions to advance patient or population health. The 
difference between the two may be microscopi-
cally slight, so one needs to be mindful of how 
opinions are communicated. One should also 

Table 16.2 Starting points of advocacy activity

Choose a focus
Identify partner organizations
   Professional organizations
   Patient-centered organizations
   Community networks
Learn about your community
“Prescribe” community resources
Capitalize on opportunities to teach
Assemble a team for sustained effort
Recruit resident advocates to your program
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develop the practice of seeking advice and coun-
sel from others “higher up” the authority struc-
ture, which will not only help to prevent future 
uncomfortable confrontations, but also help one 
to build alliances with persons of influence.

A large part of advocacy is the vital process of 
learning how to defend one’s viewpoints with 
logic and evidence. Working to teach and develop 
such persuasive communication skills can ulti-
mately help to overcome institutional hesitancy, 
especially when advocacy is framed as necessary 
training in systems-based practice. The perspec-
tive of one motivated to preserve the status quo 
can be influenced by embracing the language of 
continuous change and quality improvement, as 
exemplified by the patient safety movement. 
Savvy advocates will work to build their case for 
how an institution will benefit from change, 
whether through gains in positive public reputa-
tion, improved patient satisfaction, or other qual-
ity measures. One may even be able to adopt 
measures that result in monetary benefits to the 
system and community through reduced health-
care expenditures or increased productivity.

In addition, trainees, having less institutional 
power, often will have concerns about being per-
ceived as moving counter to the hierarchical and 
political structure of academic medical educa-
tion. In many programs where this traditional 
culture is deeply entrenched, residents may feel 
inhibited about speaking their minds about con-
cerns or practices that perpetuate disparities. 
Engagement in social controversy is by definition 
countercultural, and those in authority may label 
it “unprofessional.” Trainees may be uneasy 
about receiving a negative evaluation, or even a 
citation, for taking a public stance.

As advocates, we believe that residents should 
be encouraged to advocate for the causes they 
deem important, publish opinions, and engage in 
peaceful service activities—even protests at 
times. It is worth noting that as a significant 
amount of this type of personal advocacy may 
take place over social media, it is important to be 
clear about program expectations for behavior in 
these public domains repeatedly, beginning at the 
start of residency. Ongoing group and individual 
supervisory discussions can provide feedback 

about residents’ personal social media “foot-
prints” for useful professional formation. As 
leaders, engaging residents in crafting and dis-
seminating their messages about these issues and 
thinking through the potential outcomes and 
responses in the community will be an important 
part of their professional development. We will 
also set the tone for them in our use of personal 
and professional social media.

Additional challenges that may arise in advo-
cacy work are connected to the slow pace of soci-
etal change. Policy changes may require years of 
legislative work and span a number of election 
cycles. In contrast, a resident is usually only with 
us for 4 years and will have numerous other con-
cerns as a learner which rightly will prevent them 
from devoting full time and energy to advocacy. 
Even if protected time is available in terms of a 
dedicated month, or a half-day set aside in a lon-
gitudinal schedule, it may be impossible to 
develop real momentum toward a project or 
involvement in an issue in the time allotted. A 
further challenge can present in the vagaries of 
legislative schedules. It is not uncommon for a 
hearing to be scheduled, or rescheduled, at short 
notice. Lobbyists or legislative aides may call the 
day of a hearing to request testimony to a com-
mittee, or urgent constituent calls be requested to 
a key legislator in advance of a vote. 
Straightforward policies may end up as amend-
ments to unrelated bills, or bundled with other 
issues, making the tracking of relevant proceed-
ings a challenge. This is where having an aware-
ness of lobbying efforts supported by your 
institution, or patient advocacy groups, can help 
immensely as professional lobbyists monitor 
these issues and proceedings as their full-time 
job, and can alert you to immediate actions which 
may assist your cause.

Ultimately, we should recall that the aim of 
advocacy is to advance public health whether for 
individual patients or a population. If the work is 
becoming excessively politicized, or especially if 
one finds oneself in an ethical dilemma, it is vital 
to continue asking the question, “Am I doing this 
for my patient—or myself?” The thirst for repu-
tation or influence should never lead us to exploit 
a patient situation in order to gain sympathy for a 
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cause, or to allow us to engage in hollow virtue 
signaling. Our public efforts and statements, even 
when carefully de-identified of personal informa-
tion, can still result in a patient being unwittingly 
“outed” as a trauma victim or forced to divulge 
other struggles that they are not prepared to make 
public, even to close contacts. A patient hearing 
you speak publicly about a situation like their 
own might wonder if their own treatment story is 
being shared, and whether they can fully entrust 
the details of their concerns to you in the future. 
These risks make it vital that we work within 
structures of accountability and partnership with 
one another as we take on the work of advocacy.

In many of these respects, being an advocate 
at the societal level is no different than in any of 
our other roles as a clinician, educator, or 
employee. Each role may present an ethical 
dilemma which conflicts with the legitimate 
interests of one of the other roles—time required 
to advocate for a patient might reduce our avail-
ability to a resident on a given day, for example. 
Just as when we declare our potential conflicts of 
interest when giving an educational presentation, 
we should be prepared to be transparent about 
when we are speaking out as an individual con-
cerned citizen, as opposed to speaking with the 
authority of our institution or profession. We also 
should recognize that with the social authority 
that we hold as physicians and program directors, 
this distinction may be difficult for our listeners 
to discern unless we are making it clear. Use of 
“as a psychiatrist…” or “as a physician…” state-
ments couched in the authority of our role, when 
they come only from our personal opinion or 
preference should be avoided.

 Building a Culture of Advocacy

Beyond specific advocacy efforts, sustaining 
these initiatives over the extended period of time 
required to make a lasting impact at the policy 
level will require that a program work toward 
building a culture of advocacy which supports 
advocacy over the long term. Ideally, a program 
culture would have residents at all levels of train-
ing engaged in active advocacy and supported by 
a faculty which provides direction and the wis-

dom of institutional memory. As a leader, it is 
important to consider how you will be personally 
involved as a change agent and advocate in your 
own system. In our experience, successful culture 
change is “caught, not taught,” that is, learned 
through demonstrated actions and attitudes as 
opposed to specific didactics. Although it should 
never be the task of a single person to carry the 
effort, leaders are needed to set an overall vision 
and to guide individuals to their place in the team.

Additionally, programs which wish to priori-
tize advocacy should be ready to recruit their suc-
cessive generations of trainees based on 
demonstrated talents and passion for advocacy. A 
curriculum vitae (CV) filled with service and 
advocacy activities should be as highly prized as 
one with research publications, and Gold 
Humanism awardees should be sought after as 
highly as Alpha Omega Alpha (AOA) honorees. 
Attention also must be given to recruiting for rep-
resentation. As mentioned above, it is our goal 
that a student looking at our program would see 
among our diverse residents one who “looks like 
me.” It is also important that our mentorship is 
aimed at fully valuing the perspectives of all our 
residents and is seeking to advance their careers 
in ways that amplify the voices of underrepre-
sented groups. To do less than that is meaningless 
tokenism.

Finally, we need to acknowledge that advo-
cacy is hard work, and often without immediate 
results or reward. This can easily lead to feelings 
of powerlessness and burnout. Coaching, super-
vision, and mentoring are absolutely vital in 
advocacy, just as it is in other aspects of training. 
We must not neglect that an important effect of 
training residents as advocates is to empower 
residents to advocate for themselves, their train-
ing, and their profession.

The present generation of trainees, more than 
ever, is highly sensitive to unhealthy and abusive 
elements of the healthcare system, and in our 
experience, much more willing to speak up about 
elements of the system which need changing. 
Topics such as physician burnout and suicide will 
not be addressed by mere lip service or resilience 
seminars, but require a willingness to change our 
systems and policies. Particularly in this age of 
COVID (at the time of this writing), physicians 
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need to be able to safely stand up and say 
“Enough,” and to build cultures of training and 
practice which are more hospitable to flourishing 
as human beings. Self-advocacy will be expressed 
by residents being able to verbalize their own 
goals and values, and work within their programs 
for policies that maximize wellness and self-care. 
We must encourage this, and demonstrate it our-
selves through prioritizing our own concern for 
their wellbeing. If we wish to train advocates, we 
must advocate for those we train!

The communities we serve are ever changing. 
Each generation of trainees differs from their pre-
decessors, and each generation of physicians 
meets different challenges in our culture and 
community. Part of our calling as professionals is 
to be aware of the vital signs that reflect this 
change, and to utilize the tools of our advocacy 
armamentarium to respond to that change to 
effect positive changes in the lives of our patients. 
Investing our time and effort in equipping our 
trainees for this mission will be among the most 
rewarding ways that we influence the future of 
our profession. It is to be desired that our resi-
dents will emerge from training as leaders against 
discrimination, stigma, and disparities, in future 
healthcare systems which are truly building a 
healthier, more equitable society.
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17Building a System 
of Competency- Based Assessment

John Q. Young

 Background

 Emergence of Outcomes-Based 
Education

Over the past two plus decades, numerous 
national and international reports have docu-
mented critical deficiencies in medical education, 
including psychiatric graduate medical education 
(PsyGME). These deficiencies encompass the 
what (skills learned), the how (pedagogy used), 
and the why (meaning/purpose) of medical edu-
cation. Critical gaps in competencies are high-
lighted by suboptimal patient outcomes, 
unacceptable variability in the abilities of train-
ees upon graduation, and poor alignment between 
what trainees learn and the skills required to pro-
vide safe and effective care in emerging care 
delivery systems [1–4]. Pedagogic shortfalls 
include the use of instructional techniques that 
are ineffective and inefficient [1–4]. Deficiencies 
in our learning environments and culture gener-
ate burnout and microaggressions that harm the 
formation of professional identity, characterized 

by joy, meaning, and purpose in medicine [5–10]. 
These and other reports have called for funda-
mental and far reaching reforms [11, 12].

In an effort to better align the medical educa-
tion continuum with population health needs, 
regulatory bodies adopted a new approach in the 
mid- to late-1990s [5]. Accreditation bodies 
shifted focus from structure and process mea-
sures (e.g., time-based rotations) to measurable 
educational outcomes [13–15]. For example, in 
2001, the Accreditation Council for Graduate 
Medical Education (ACGME) mandated that 
graduation from residency become contingent on 
demonstrated competence in the now familiar six 
core domains: patient care, medical knowledge, 
interpersonal and communication skills, systems- 
based practice, practice-based learning and 
improvement, and professionalism [16]. Similar 
reforms have taken place in other countries such 
as with the implementation of the CanMEDS 
framework in Canada, and the Netherlands and 
the adoption of the Tomorrow’s Doctors frame-
work in the United Kingdom [17].

In this context, competency-based medical 
education (CBME) emerged as an outcomes- 
based approach to the design, implementation, 
assessment, and evaluation of medical educa-
tion programs [15]. The fundamental premise of 
CBME is that trainees should acquire the abili-
ties necessary to meet the health needs of our 
patients and communities. The competencies 
are therefore derived from an analysis of what a 
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physician must be able to perform in emerging 
care delivery models. The curriculum and 
assessment program are then designed to 
achieve these competencies [18]. This approach 
to curriculum development, centered on the 
competencies necessary to meet the health 
needs of the community, differs from the tradi-
tional approach, which centered on what the 
faculty determined to be important (Fig. 17.1). 
CBME emphasizes instructional techniques that 
are learner-specific, flexible, and time-variable. 
More recently, with the recognition of burnout 
and the devastating effects it can have on skill 
acquisition, CBME has recognized the impor-
tance of learning cultures and processes that 
promote resilience and well-being [19].

 Reforms to Align Psychiatric 
Education with Population Health

The emergence of outcomes-based education has 
stimulated efforts to realign our systems of medi-
cal education with patient and societal needs [1, 
3]. We see reform in content. Our curricula are 
evolving to prepare graduates to practice in deliv-
ery systems that employ team-based, population- 
oriented, technology-enabled care for the 
longitudinal management of chronic disease 
rather than individual-based, episodic manage-
ment of acute illness [1, 2]. In psychiatry, this has 
included developing courses and rotations dedi-
cated to learning-integrated care, tele-psychiatry, 
clinical neuroscience, system approaches to qual-

ity improvement and patient safety, and evidence- 
based treatments [20–25]. Moreover, we see 
reform in pedagogy. Our instructional techniques 
are increasingly employing evidence-based strat-
egies to more effectively integrate formal knowl-
edge and clinical experience, develop life-long 
habits of inquiry and improvement, and support 
the formation of professional identities [3, 7, 21]. 
And, in the face of endemic burnout, we are 
returning to the “why” of medicine. We are 
beginning to address how to reform our learning 
environments and cultures in order to foster resil-
ience and enduring engagement rather than burn-
out [9, 26, 27].

 Key Enabler of Reform: Competency- 
Based Assessment

Innovations to align medical education with pop-
ulation health are promising. However, these 
efforts will ultimately not succeed unless we 
meet two fundamental challenges. First, in 
PsyGME, we must learn how to produce lifelong 
learners who can self-regulate their own learning 
by continually incorporating the exponentially 
increasing volume and complexity of new evi-
dence into their practice of medicine. Otherwise, 
we will not close the quality chasm that exists 
between actual care and best care/practices, and 
our future physicians will not adapt to their new 
roles in emerging care delivery models. For 
example, roughly half the care provided in the 
United States across specialties is not consistent 
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with evidence-based practice [28]. In other 
words, the standard of care is not consistent with 
best practices. In addition, the time lag for physi-
cians to adopt newly proven effective practices is 
nearly two decades, and may be even longer for 
physicians to “de-adopt” practices shown to be 
ineffective [29–31].

Second, PsyGME must learn how to gather 
and interpret robust performance data so that 
competency acquisition is accelerated and resi-
dents graduate only if and when they are ready 
for independent practice, that is, possess the 
competencies required to provide safe, person- 
centered, and effective care to our patients and 
communities within our health systems. 
Otherwise, we will not possess the data to drive 
continuous quality improvement of our curricula 
and learning environments, support time-variable 
training, and ensure alignment between our med-
ical education and healthcare systems.

 Challenges with Competency-Based 
Assessment

Meeting these two challenges requires the capac-
ity to capture meaningful educational outcomes 
in a system of assessment that supports self- 
regulated learning and competence as well as 
trustworthy decisions about readiness for prac-
tice [32]. This has led to substantial and sustained 
efforts internationally to develop effective ways 
to assess these competencies. However, imple-
mentation of competency-based medical educa-
tion has encountered significant challenges. 
Some have argued that the units of assessment 
(e.g., milestones and competencies) are too 
numerous and/or too abstract for educators to 
meaningfully evaluate [33, 34].

In addition, traditional methods of assessment, 
which focus on “knows” and “knows how,” have 
been insufficient to assess competence in the 
workplace, that is, “what doctors actually do in 
practice” [35–38] This has led to the development 
of workplace-based assessment (WBA). While 
WBA strategies (e.g., direct observation tools, 
multisource feedback) have been developed, 
many have been plagued by validity concerns [39, 

40]. For example, faculty members often do not 
use the same frame of reference when completing 
a WBA and their feedback often lacks meaning-
fulness for the learner, leading to trivialization 
[32]. Research findings indicate that narrative 
comments provide helpful guidance to learners 
and enhance summative decisions, especially 
when combined with quantitative ratings [41–43]. 
Yet, the narrative comments are also plagued by 
variable quality and the purposeful use of vague 
or coded language that can be difficult for both the 
learner and the Clinical Competency Committee 
(CCC) to interpret [44, 45].

Moreover, WBA efforts have not adequately 
engaged the learner as a co-producer [46], a criti-
cal feature if we are to generate physicians who 
are motivated [47] and able to regulate their own 
learning [48]. The provision of high quality 
external data is necessary, but not sufficient, for 
self-directed learning. Self-directed learning 
requires considerable external direction and scaf-
folding [49]. Coaching has been shown to 
increase residents’ abilities to recognize and 
reflect upon their learning gaps, and seek out 
learning opportunities that lead to improved per-
formance [50]. The creation of a psychologically 
safe interpersonal space in which “imposter syn-
drome” and other doubts can be addressed helps 
trainees and their faculty and coaches move from 
a fixed to a growth mindset and become more 
resilient within environments that expose their 
inadequate skills [51].

Finally, even when assessment tools with evi-
dence for validity have been implemented in a way 
that engages the learner, the assessment activity 
generally is not part of a system of assessment that 
is aligned with the curriculum and that combines 
multiple assessments and components into a pro-
cess that supports high quality feedback and trust-
worthy summative decisions by CCCs [37, 39].

 Competency-Based Assessment 
in PsyGME

To address these challenges effectively, 
competency- based assessment (CBA) for 
PsyGME must simultaneously optimize three 
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goals: (1) Maximize learning through formative 
assessment (assessment for learning); (2) Enable 
robust high stakes decision-making (e.g., promo-
tion or selection) through summative assessment 
(assessment of learning); and (3) Support ongo-
ing improvements in the curriculum [32]. In this 
chapter, we will focus primarily on the first two 
goals. As such, the CBA system must promote 
both self-regulated growth and clinical compe-
tence as judged by a trustworthy process. These 
purposes must be held together. The key to effec-
tively doing so is situating these activities within 
a carefully designed system of assessment.

 System of Assessment

One of the most important insights to emerge 
from the first-generation efforts to implement 
CBA is the understanding that the validity and, 
ultimately, the effectiveness of CBA is not pri-
marily about the assessment tools but about how 
the various assessment activities interact with 
each other and relate to the overall goals. This 
has led to a shift in focus from the psychometric 
properties of individual assessment tools to the 
design of the assessment system [39, 52, 53]. In 
2018, an international group of educational 
researchers and thought leaders published a 
consensus framework for a good system of 
assessment. The good system has the following 
features [39]:

 1. Coherent. Individual assessments are coordi-
nated and aligned around the same purposes 
within a common framework.

 2. Continuous. Assessments are ongoing, fre-
quent, and embedded throughout the 
curriculum.

 3. Comprehensive. Each competency is assessed 
multiple times by several methods; the assess-
ment activities, taken together, serve forma-
tive, summative, and programmatic 
assessment.

 4. Feasible. The components of the system of 
assessment are practical, sensible, and 
“doable” for the given stakeholders, context, 
and purposes.

 5. Purpose-driven. The CBA system supports 
the purposes for which it was created, includ-
ing robust formative, summative, and pro-
grammatic assessment.

 6. Acceptable. The CBA system is credible and 
acceptable to the stakeholders, including the 
learners, staff, patients, faculty, school or 
institution, and regulatory bodies.

 7. Transparent and equitable. The ownership, 
access, and use of the assessment data is clear 
to all stakeholders; systematic steps are taken 
to detect and minimize bias and promote fair 
outcomes.

The good enough CBA system operationalizes 
these design principles and blends multiple 
assessments to achieve different purposes (e.g., 
formative and summative) for a variety of stake-
holders (e.g., patients, residents, faculty, CCCs, 
regulators).This includes the use of assessment 
instruments with evidence for validity, but also 
protected spaces for the assessment activities 
(e.g., direct observation and structured feedback), 
engaged and activated faculty and learners who 
are oriented to a similar conception of the perfor-
mance dimensions, and a culture that values 
growth.

To operationalize these principles, the good 
enough CBA system has several interacting com-
ponents: workplace-based assessment, ongoing 
faculty development, learning analytics, longitu-
dinal coaching, and trustworthy clinical compe-
tence decision-making processes (Fig. 17.2). We 
now review each of these components.

 Workplace-Based Assessment

WBAs are at the center of a CBA system. WBAs 
focus on what trainees actually do with patients 
and team members. What the trainee “does” 
becomes the basis for identifying growth edges 
and determining readiness for advancement and 
ultimately independent practice. Implementing 
WBAs requires choices about the assessment 
framework, type and design of tool, platforms, 
rater variability, and the contexts in which assess-
ment will occur.

J. Q. Young
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Framework In developing the WBAs, PsyGME 
programs must first choose the framework for 
assessment. The two most common developmen-
tal frameworks for operationalizing competency- 
based medical education are Milestones and 
Entrustable Professional Activities (EPAs) 
(Fig.  17.3). Milestones are more granular. 
Milestones are behavioral narratives that mark the 
developmental progression of a trainee’s abilities 

(knowledge, skills, and attitudes) within a given 
subcompetency. One of the milestones for psychi-
atric evaluation reads “uses hypothesis- driven 
information gathering to obtain complete, accu-
rate and relevant history.” Milestones give defini-
tion to the more abstract competencies and, when 
taken together, depict a model for a trainee’s abili-
ties at each stage of development from novice to 
expert. In contrast, EPAs are more holistic. EPAs 

Im
proved Health of Patients & CommunitiesReadiness for Practice
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that promotes:
    1. Self-regulated
        learning
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are the list of tasks that define a given specialty 
(e.g., conducting a diagnostic psychiatric assess-
ment) [54]. Each EPA requires the simultaneous 
integration of multiple individual milestones and 
subcomptencies. EPAs must be executable within 
a given time frame, observable, measurable, and 
suitable for focused entrustment decisions, that is, 
the task can be entrusted to the trainee for unsu-
pervised execution once sufficient competence is 
reached [55]. For example, within the Milestones 
competency domain of patient care, there are five 
subcompetencies, including Psychiatric 
Evaluation, Psychiatric Formulation and 
Differential Diagnosis, and Treatment Planning 
and Management. In the EPA framework, these 
three subcompetencies are nested within profes-
sional activities such as a diagnostic interview or 
medication management visit.

EPAs and Milestones are complementary 
(Fig. 17.4). In other words, an individual requires 
abilities in order to perform an activity effectively. 
EPAs can be mapped to subcompetencies and indi-
vidual milestones. Guides have been developed to 
help groups develop EPAs [55]. Both Canada and 
the Netherlands have combined the Milestones 
and EPAs in their national WBA programs [56].

The Accreditation Council for Graduate 
Medical Education (ACGME) implemented ver-
sion 2.0 of the Psychiatry Milestones in July 

2021 [57]. Milestones 2.0 includes 21 subcompe-
tencies. (Table 17.1).

Individual milestones within each subcompe-
tency are organized around a five-level, develop-
mental framework, with level 1 representing the 
skills and attributes expected of a beginning resi-
dent, levels 2 and 3 as intermediate stages, level 4 
those of graduating residents, and level 5 aspira-
tional achievements [58] (Table 17.2).

While the ACGME has not adopted EPAs, 
many specialties have. EPAs have been devel-
oped for most specialties, including anesthesiol-
ogy, ambulatory practice family medicine, 
gastroenterology, geriatric medicine, hematology 
and oncology, internal medicine, pediatrics, 
obstetrics and gynecology, psychiatry, pulmo-
nary and critical care, and rheumatology [55, 
59–64]. Several different types of expert consen-
sus methodologies have been used, including 
task forces, interview, and survey. In psychiatry, 
EPAs were first developed in New Zealand and 
Australia [65]. Later, a single US residency pro-
gram implemented EPA-based end-rotation eval-
uations. In this program, the EPAs were 
constructed by the rotation leaders [63].

Recognizing the potential for end-of-training 
EPAs in the United States, the Executive Council 
of the American Association of Directors of 
Psychiatric Residency Training (AADPRT) cre-
ated the EPAs for Psychiatry Task Force in 2014. 
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The Council charged the Task Force to develop 
proposed EPAs that every graduating resident 
should be able to perform without supervision. 
The Task Force employed a rigorous, multistage 
process that culminated in a national Delphi 
 survey in order to develop EPAs that were essen-
tial, clear, and representative. This process, the 
most comprehensive to date for psychiatry, 
yielded 13 EPAs [66] (Table 17.1). For each EPA, 
residents are assessed according to the level of 
supervision with which they can be entrusted. A 

typical entrustment scale would be: observe, 
direct supervision, indirect supervision, over-
sight, independent, supervise others (Table 17.2).

The AADPRT EPA study authors encouraged 
programs to experiment and adapt the EPAs in 
order to align with local context and mission. For 
example, programs may choose to lump or split 
EPAs in various ways:

• Disease (e.g., manage bipolar illness).
• Setting (e.g., diagnostic psychiatric interview 

in the Emergency Department).
• Treatment modality (e.g., initiate treatment 

with clozapine or cognitive behavioral therapy 
versus psychodynamic psychotherapy).

• Patient acuity/complexity (e.g., patients with 
one defined problem versus patients with mul-
tiple problems).

The AADPRT EPA Task Force also recom-
mended differentiating between EPAs that should 

Table 17.1 List of milestones 2.0 and EPAs

Milestones 2.0 EPAs
Patient care
   Psychiatric evaluation
   Psychiatric formulation and differential 

diagnosis
   Treatment planning and management
   Psychotherapy
   Somatic therapies
   Clinical consultation
Medical knowledge
   Development through the life cycle
   Psychopathology
   Clinical neuroscience
   Psychotherapy
Systems-based practice
   Patient safety and quality improvement
   System navigation for patient-centered care
   Physician role in health care systems
Practice-based learning and improvement
   Evidence-based and informed practice
   Reflective practice and commitment to personal 

growth
Professionalism
   Professional behavior and ethical principles
   Accountability/conscientiousness
   Well-being
Interpersonal and communication skills
   Patient- and family-centered communication
   Interprofessional and team communication
   Communication within healthcare systems

Conduct a psychiatric diagnostic evaluation
Manage psychiatric patients longitudinally
Manage a patient’s psychiatric conditions with medications
Manage transitions in care
Manage psychiatric emergencies
Provide psychiatric consultation to other clinicians or services
Provide supportive psychotherapy
Provide cognitive behavioral therapy
Provide psychodynamic psychotherapy
Manage involuntary commitment and treatment
Assess and manage decision-making capacity
Apply quality improvement methodologies to one’s patient 
panel or clinical service
Lead an interprofessional healthcare team

Table 17.2 Comparing typical scales for milestones and 
EPAs

Anchor Milestone scale EPA scale (Example)
Level 1 Novice Co-treat/observe
Level 2 Intermediate Direct supervision
Level 3 Intermediate Indirect supervision
Level 4 Ready for 

unsupervised 
practice

Oversight (ready for 
unsupervised practice)

Level 5 Expert Supervise others

17 Building a System of Competency-Based Assessment
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be required nationally versus those that might be 
required only by a specific institution and 
between EPAs that are required, elective, and/or 
aspirational. Some psychiatry programs have 
implemented EPAs [63, 67] and the AADPRT 
Assessment Committee has published an imple-
mentation toolkit for program directors, includ-
ing assessment tools, faculty development 
guidelines, and a mapping of EPAs to the 
Milestones 2.0 [68].

Fit-for-Purpose Because assessment drives 
learning, it is critical that PsyGME programs 
align their WBA tools with their curriculum [69]. 
This has several implications. Programs must 
design their WBAs so that each primary EPA or 
competency is assessed multiple times by several 
methods. In addition, programs should empha-
size a given WBA tool in proportion to the impor-
tance of the competencies or EPA that it assesses. 
The WBAs should indicate to the learner what 
the program values. Too often, programs assess 
what is easy to assess rather than what is impor-
tant to assess. This can lead stakeholders to expe-
rience WBAs as trivial and intrusive and worse 
yet, lead them to focus their learning efforts on 
relatively less important competencies.

Each WBA tool should possess the key ele-
ments of fit-for-purpose individual assessments, 
with priority to validity, feasibility, educational 
and catalytic effects, and acceptability [39, 70–
72] (Table 17.3). The distinction between educa-
tional and catalytic effects is important. 
Educational effects refer to the effects on behav-
ior that occur prior to the WBA, that is, to what 
extent anticipation of the WBA prompts the 
learner to engage in preparatory activities that are 
valuable and worth the time. Catalytic effects 
refer to the effects of the WBA after the assess-
ment, that is, to what extent does the WBA gener-
ate information and feedback that prompts both 
growth- and future-motivated effort. WBAs 
should motivate high yield activities both before 
and after the assessment.

PsyGME programs should use multiple types 
of WBAs, each administered multiple times with 
multiple assessors [32]. The use of “multiples” 
helps overcome bias. Multiple methods help to 

compensate for the limitations of any one tech-
nique or assessment instrument. Multiple assess-
ments of a given competency or EPA help 
overcome “one-offs” (e.g., resident performing 
atypically) and to develop a more stable and com-
plete view of a trainee’s skill. Multiple (and 
diverse) assessors helps protect against the biases 
(e.g., halo effects, leniency, variable conceptions 
of competence, race, gender, sexual orientation) 
that influence any given faculty member’s 
judgment.

Types of Tools The most common WBA tools 
include multisource feedback (patients, staff, 
peers), chart stimulated recall, direct observation, 
end-rotation global feedback, portfolios, and 
practice-based audit (Table  17.4). Multisource 
feedback tools typically focus on the competency 
domains of interpersonal and communication 
skills and professionalism from the perspective 
of faculty, allied health staff, patients, peers, 
administrative staff, and the self. Several studies 
have shown that psychiatry residents value this 
feedback [73–75]. Chart stimulated recall has not 
been studied in psychiatry, but represents an 

Table 17.3 Fit-for-purpose assessments: key elementsa

Element Description
Validity A body of evidence that supports the 

use of the results of the WBA for the 
intended purpose. This usually 
includes evidence-related content, 
internal structure, response process, 
association with other variables, and 
consequences.

Feasibility Implementation of the WBA is doable 
given the circumstances and context.

Educational 
effect

Anticipation of the WBA prompts the 
learners to engage in preparatory 
activities that have educational 
benefit.

Catalytic effect Feedback from the WBA promotes 
growth and motivates effort and 
engagement.

Acceptability The stakeholders, including learners, 
faculty, clinical competency 
committees, institutions, and external 
regulators view the information 
derived from the WBAs as credible.

aAdapted from: Norcini et al. [72]
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excellent way to assess clinical reasoning and 
decision-making. For example, an attending may 
view the chart of a patient recently seen by the 
resident and then ask for the rationale behind the 
clinical decisions and probe further by asking a 
series of hypothetical “what ifs” (e.g., what if the 
patient was pregnant, would your choice of medi-
cation change? How would you explain the risk 
of medication Y to such a patient?) [76]

Direct observation with structured feedback is 
a central and primary strategy for WBA. The 
Psychopharmacotherapy-Structured Clinical 
Observation (P-SCO) is the direct observation 
and feedback tool in psychiatry with the most 
evidence for validity. The P-SCO was developed 
to assess the EPA of a follow-up (medication 
management) visit [77]. The P-SCO includes a 
checklist of the essential tasks of a medication 
visit plus space for narrative comments. The fea-
sibility and utility of implementing the P-SCO 
has been demonstrated in several studies [77, 78]. 
Additional research has reported evidence for 
validity of the P-SCO with respect to its content, 
internal structure, and association with other 
variables [79, 80]. Moreover, the P-SCO has been 

found to generate high quality narrative com-
ments that are behaviorally specific and balanced 
between corrective and reinforcing and either add 
unique content or elaborate on the “why” behind 
a low or high quantitative score [77, 81]. This lat-
ter finding is particularly encouraging given that 
research on end-rotation evaluations have found 
narrative comments to be vague and non-specific 
and, therefore, ineffective [44, 77]. Evidence for 
validity has also been developed for the data gen-
erated by a tool that assesses the EPA of a psychi-
atric diagnostic interview [82]. Finally, a mobile 
app that assesses EPAs in psychiatry showed evi-
dence of feasibility and validity [83]. Completion 
of a single assessment with the EPA app took on 
average 72 seconds and generated one high qual-
ity, specific corrective comment. The entrustment 
scores assigned by faculty using the EPA app cor-
related highly with the experience level of the 
trainee.

While the use of portfolios as a WBA tool has 
been demonstrated in psychiatry, relatively little 
has been written [84, 85]. Finally, perhaps the 
most underutilized WBA method in psychiatry is 
practice-based audit or the provision of meaning-

Table 17.4 Common examples of workplace-based assessment approaches 

Approach Description Example
Multisource feedback Assessments from patients, staff, 

and peers, typically focused on 
interpersonal and communication 
skills and professionalism

Patient experience surveys in which the 
results can be tied to a specific trainee

Direct observation and 
structured feedback

Assessments from supervisors 
based on the direct observation of 
the trainee performing a clinical 
task

Psychopharmacotherapy – Structured clinical 
observation tool

Chart stimulated recall Assessment based on a trainee’s 
responses to a series of “what if” 
questions based on an actual 
patient (i.e., chart)

To assess competence with managing 
depression in peripartum patients, each 
resident answers questions such as how would 
their approach to the management of 
depression change if they learned that the 
patient has a history of a manic episode

Practice-based audit Assessment based on measures for 
meaningful outcomes that derive 
from the clinical care the trainee 
delivered to patients

A quarterly dashboard that shows for each 
trainee what proportion of their patients on 
antipsychotic medications have received 
appropriate metabolic screening

Portfolio Assessment based on a systematic 
collection and organization of 
artifacts that represent the ability to 
perform a task. Portfolios often 
include a reflective component

Trainees post on a digital platform copies of 
several biopsychosocial formulations they 
wrote or videos of teaching a patient how to 
do an exposure exercise with reflections

Adapted from: Young et al. [155].
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ful outcomes (e.g., proportion of patients on an 
antipsychotic medication who have been screened 
for metabolic syndrome according to guidelines) 
derived from the clinical care delivered by the 
learner to their patients. Groundbreaking work in 
pediatrics has identified resident-sensitive quality 
measures, that is, measures influenced by the 
care delivered by residents and obtainable from 
electronic records [86–88]. Similar efforts are 
urgently needed in PsyGME.

Future research in PsyGME should focus on 
the development of WBAs that focus on EPAs 
and competencies other than the relatively well 
studied follow up visit and diagnostic interview. 
Priority areas include WBAs for psychothera-
pies, quality improvement and patient safety, 
clinical reasoning, handoffs, and critical 
appraisal/evidence-based medicine (EBM). To 
meet this need, PsyGME educators and research-
ers can either develop new tools or adapt those 
with evidence for validity in other specialties 
[89–91]. It is also important to note that CBA 
will include non-WBAs, including knowledge 
assessments such as the Psychiatry Resident 
In-Training Examination. The emphasis, how-
ever, is on how the resident performs in the 
workplace.

Design WBAs should include both quantitative 
and, importantly, narrative data [41–43, 92]. A 
recent study of the P-SCO found that the check-
list and the narrative comments complemented 
each other. The narrative comments expanded 
upon the low or high checklist scores, providing 
important guidance to the resident and the CCC 
about what was done well or not so well. At the 
same time, half of the comments addressed 
aspects of the performance not captured by the 
checklist, contributing highly valuable content 
that otherwise would not be captured [81]. Some 
programs are using WBAs with only comments. 
The rationale is that completing the checklist or 
quantitative items comes at a cost, in terms of 
time, rater cognitive load, and promoting 
“achievement” or grades rather than growth [93]. 
In addition, some studies suggest that learners 
find comments more helpful than quantitative 
scores, and recent studies suggested that narra-

tive comments can support summative judgments 
[41, 43, 94]. On the other hand, the checklist may 
improve clinical care and feedback by orienting 
both the supervisor and learner to a shared mental 
model of what competence looks like for that 
activity in that particular setting. The checklist 
may also help faculty identify areas for and pro-
vide behaviorally specific feedback. A recent 
implementation study of the P-SCO supported 
these benefits [78]. In addition, the completion of 
the checklist may lead to improvements in the 
rater’s (faculty member’s) own practice [32]. If 
the frame of reference provided by the checklist 
does result in higher quality comments, then sev-
eral important questions must be answered. Is 
provision of the checklist (rather than comple-
tion) adequate or is completion essential? If com-
pletion is essential, is there a threshold number of 
completed observations after which the checklist 
is sufficiently internalized by the faculty member 
and resident and no longer necessary? And does 
the checklist help the learner progress more rap-
idly? As we look to sustainability of our direct 
observation assessment programs, these ques-
tions will be important to answer through future 
research on the P-SCO and other direct observa-
tion tools.

Platforms The CBA system must also choose 
carefully the platforms for its WBAs. The princi-
pal choices are paper-based versus mobile apps. 
Research in PsyGME has identified trade-offs. A 
series of studies using implementation science to 
identify the barriers and facilitators of engage-
ment with both an EPA app and a paper-based 
WBA yielded several insights [78, 95]. First, it is 
critical that mobile apps be developed utilizing 
an iterative, user-centered design process in order 
to minimize cognitive load and ensure ease of use 
(feasibility) and high quality data [93, 96–98]. 
The user-centered process leverages focus 
groups, think-alouds, and human-factors design 
principles to construct, test, and redesign the tool. 
This is relevant to paper-based forms as well. 
Well-designed, easy to use tools are much more 
likely to be used in the manner intended. Second, 
careful attention should be given to how WBAs, 
whether electronic or paper, are embedded within 
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clinical workflows to ensure feasibility [39]. 
Alpha and beta testing can help identify features 
of the WBA and/or workflow that either facilitate 
or impede engagement such as how many, when, 
and for how long patients are scheduled. Third, 
these studies found that faculty and residents 
value the quickness of the mobile app and how 
the app forced the faculty member to distill feed-
back into a succinct point. On the other hand, 
both faculty and residents appreciated how the 
paper-based form with a checklist generated 
more thorough, systematic feedback. Faculty 
however stated that they would resent completing 
the checklist on a smartphone. These studies sug-
gest that there may be a role for both types of 
platforms (and tools) in a WBA program.

 Direct Observation and Structured 
Feedback

All WBA programs should include direct obser-
vation and structured feedback programs. Such 
programs facilitate the capture of data at the point 
of care that can be aggregated into powerful per-
formance dashboards as well as opportunities for 
coaching in the moment and afterward. 
Implementation of direct observation and struc-
tured feedback programs have encountered sig-
nificant challenges. Supervisors and trainees 
often are inadequately trained, do not understand 
the purpose, and interact in settings with insuffi-
cient time for direct observation and/or feedback 
[99, 100]. Studies have identified additional bar-
riers. Clinical curricula are structured in such a 
way that many of the supervisory relationships 
are brief and frequently changing, which impedes 
the development of strong educational alliances. 
In addition, faculty often provide low quality, 
unidirectional feedback that is not credible to the 
trainee [101–108]. Moreover, trainees often per-
ceive assessment as summative even when 
intended as formative [109–111]. Trainees may 
alter their behavior (e.g., adopt a checklist 
approach) to conform to what they perceive to be 
desired [112, 113]. The direct observation then 
morphs into a performance that feels inauthentic, 
which, in turn, undermines subsequent receptiv-

ity to feedback (e.g., “that is not what I normally 
do anyways”) [113]. As a result, some studies 
indicate that faculty and residents have a negative 
view of direct observation and structured feed-
back programs. They describe their experience as 
“tick-box” or “jump through the hoops” exercises 
that add stress to already compressed schedules 
and intrude upon the residents’ autonomy [99, 
113]. Taken together, these factors can lead to the 
trivialization of WBA.

To address these challenges, researchers have 
proposed a number of strategies [99, 100, 102, 
114, 115] (Table  17.5). Clinic and attending 
schedules must be modified to create the pro-
tected space for observation and structured feed-
back [99, 100]. This can lead to reduced clinical 
productivity. However, some programs have off-
set many of these costs by billing for observation 
time as professional services. Deliberate practice 
with coaching can accelerate skill acquisition and 
then permit learners to be entrusted with more 
patient care responsibilities earlier in training, 
leading to additional cost mitigation. Other criti-
cal strategies for direct observation and struc-

Table 17.5 Key features of successful direct observation 
and structured feedback programs

1. Provide regular, ongoing training in three areas:
   (a) Direct observation, including how to support 

resident autonomy while observing.
   (b) Use of the chosen WBAs, with attention to 

performance dimensions, frame of reference, and 
narrative comments.

   (c) Feedback as a bidirectional, co-constructed 
conversation with an emphasis on open ended higher 
order questions and facilitated listening, 
encouragement, and agreeing on an action plan

2. Design clinical rotations to create longitudinal 
supervisor-trainee relationships
3. Repeated, frequent observations that become part of 
the culture. Ideally, direct observation is more frequent 
earlier in training and then tapers off (but does not stop) 
as a resident approaches readiness for independent 
practice.
4. Protected time for faculty to observe and for faculty 
and trainee to engage in feedback
5. Utilize whenever possible structured observation 
tools with evidence for validity
6. Monitor adherence or engagement by faculty and 
residents (e.g., number of direct observation 
assessments completed by each faculty or trainee per 
rotation or clinic per month).
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tured feedback programs include ongoing faculty 
and resident training, longitudinal supervisory 
relationships, use of feedback models that 
emphasize bidirectional, co-constructed conver-
sations, structured WBA tools with evidence for 
validity as described above, and monitoring of 
engagement.

A recent qualitative study of a direct observa-
tion program in psychiatry found that when these 
strategies are bundled together, many of the 
above challenges can be overcome [116]. Faculty 
and residents were aligned around the goals. 
They both perceived the program as focused on 
growth rather than judgment even though resi-
dents understood that the feedback had both for-
mative and summative purposes. The program 
facilitated educational alliances characterized by 
trust and respect. With repeated practice within a 
longitudinal relationship, trainees dropped the 
performance orientation and described their 
interactions with patients as authentic. Residents 
generally perceived the feedback as credible, 
described feedback quality as high, and valued 
the two-way conversation.

Bundling the strategies in Table 17.5 together 
appeared to bring about important culture change 
in which the emphasis was on growth. This is 
very encouraging. However, there was an impor-
tant note of caution in this study. When receiving 
feedback with which they did not agree, residents 
demurred or, at most, would ask a clarifying 
question, but then internally discounted the feed-
back. This finding is not new, but is concerning 
nonetheless. On the one hand, this may reflect 
positive attributes of the learner first critically 
appraising feedback before adopting. And some 
feedback is likely more a matter of style or even, 
at times, incorrect. The fact that learners are dis-
counting some feedback may actually be good 
and certainly does not mean they are also not 
changing due to feedback they accept. On the 
other hand, this finding is concerning and repre-
sents an important threat to WBA and limit to the 
growth that can ensue. Some of the feedback dis-
counted likely was correct or, even if a matter of 
style, still worth exploration. Further research is 
needed to understand what kinds of feedback are 

being discounted and how that discounting pro-
cess impacts growth. This raises the importance 
of longitudinal coaches that help the trainee learn 
how to self-assess, interpret performance data, 
and execute change plans.

 Ongoing Faculty Development

While the WBA tools themselves should be 
developed and adapted according to validity prin-
ciples, we know that validity resides “more in the 
users of the instrument than in the instruments 
that are used.” [32] Faculty possess idiosyncratic 
frames of reference  – some are assessing their 
residents compared to themselves or their class-
mates, while others are assessing against specific 
competency criteria. And even if faculty are using 
the same frame of reference, they often utilize 
highly variable conceptions of the performance 
dimensions, that is, what constitutes competence. 
In addition, the narrative feedback provided by 
faculty can be vague [44]. This undermines the 
validity of the information for summative deci-
sions and the utility of the information for growth. 
Faculty and resident training is essential and 
must address multiple skill sets:

 1. Direct observation of a trainee while support-
ing their autonomy.

 2. A shared mental model of the performance 
dimensions (i.e., for a given EPA or compe-
tency, what are the key components, in behav-
ioral terms, that must occur in order to meet 
the standard for independent practice).

 3. A shared mental model of the frame of refer-
ence (i.e., are you rating the resident com-
pared to peers or an external standard).

 4. Crafting quality narrativefeedback [117, 118].
 5. Feedback as a bidirectional dialogue, some-

times called “coaching in the moment,” that 
collaboratively constructs a shared assess-
ment and then generates a specific plan of 
action with follow-up [119]. This model is a 
significant departure from the traditional uni-
directional flow of feedback from the expert 
to the trainee.
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To be effective, training must be frequent, 
multimodal, multitouch, and longitudinal and 
incorporate a broad range of educational strate-
gies, including larger-scale workshops, more fre-
quent service-specific trainings, online video 
modules, near peer support, and simulation with 
standardized learners. Residents and faculty need 
to be trained in how to co-produce learning and 
clinical care, that is, how to seek and engage with 
feedback in clinical contexts – a set of skills often 
neglected [37]. The ACGME’s Regional Faculty 
Development Workshops for competency-based 
assessment are an excellent model [120, 121]. 
Intensive faculty development will ensure that 
each data point is maximally informative to the 
learner  – information rich, expressed in verbal 
and written formats, and engaged within a super-
visory relationship focused on growth. Finally, 
residency programs should look to create longi-
tudinal supervisory relationships in which a 
strong educational alliance can develop and sup-
port honest and productive growth 
conversations.

 Learning Analytics and Data 
Visualization

The thoughtful implementation of WBA tools 
into direct observation and structured feedback 
programs, supported by ongoing faculty and resi-
dent training, will help to ensure that each assess-
ment given to a trainee is maximally rich. 
Variance will exist. Two faculty members may 
rate the same resident encounter with a patient 
differently (inter-rater reliability). These differ-
ences can arise for multiple reasons. Each faculty 
member may value two different, equally impor-
tant components of the task. One attending may 
focus on the screening for adverse effects, sub-
stance use, and suicide risk and overlook other 
important competencies, while the other may 
focus on how the trainee establishes an alliance 
and elicits the narrative. The variance in this case 
enhances the quality of the feedback. On the 
other hand, one faculty member may see the pro-
vision of supportive techniques during a medica-

tion visit as inappropriate while the other does 
not. This kind of variance may reflect contradic-
tory notions of the task.

Thus, while some of the variance will be 
meaningful and important to embrace, some will 
also arise from bias (e.g., selective abstraction, 
gender, race, premature judgment, idiosyncratic 
beliefs). Any single assessment is limited by con-
tent specificity, that is, the fact that individual 
performance is context dependent (e.g., specific 
day, time, patient, attending, diagnosis, emo-
tional state) [122, 123]. There are several key 
strategies to manage this challenge in addition to 
a robust program of ongoing faculty develop-
ment. First, to capture a stable and trustworthy 
picture of a trainee’s performance, multiple data 
points need to be aggregated across multiple 
assessors and contexts [124]. The number of data 
points should increase with the stakes of the 
assessment decision [32]. Second, PsyGME 
needs to incorporate advanced learner analytics 
when aggregating data. These tools can be used 
to identify patterns of skew in the assessment 
system that may reflect unwanted bias (e.g., gen-
der, race, rotation sequence, and assessor). The 
detected bias can inform faculty development 
and coaching efforts. In addition, the analytics 
can manage the bias by generating risk-adjusted 
performance propensity curves for each learner 
that account for factors such as rotation order, 
specific attendings assigned, year of training, 
race, gender [125]. Third, natural language pro-
cessors (e.g., automated sentiment analysis) will 
soon be available to help capture themes from the 
large amounts of narrative data that a good 
enough CBA system should generate. This will 
be enormously helpful to coaches and CCCs 
alike.

Finally, the quantitative and narrative data 
need to be visualized in dashboards. A dashboard 
offers a platform for high-level data display, 
combined with drill-down options for more detail 
on quantitative and qualitative measures of 
learner performance. This information, combined 
with display of metrics indicating expected levels 
of performance, supports summative judgment 
and also enables evidence-informed feedback 
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discussions between residents and their faculty 
advisors or coaches to inform robust learning 
plans. With advanced learning analytics, dash-
boards can support both self-regulated learning 
and summative decisions with, for example, con-
trol charts that depict the competency acquisition 
trajectories for each individual trainee, including 
when change is meaningful versus “noise.” [96, 
126] Data visualization in the form of dashboards 
combined with learning analytics is critical to 
avoid cognitive overload and support proper 
interpretation. Dashboard design needs to be 
carefully aligned with the needs of the end user. 
The design may be different for coaching versus 
CCC uses. Moreover, the needs of the end user 
will change and evolve; it is important to have the 
built-in capability to customize dashboards [125].

The most powerful use of learning analytics 
centers around the aggregation and analysis of 
large amounts of data in order to depict, perhaps 
via risk-adjusted performance propensity curves, 
where a trainee’s skill level is relative to stage of 
training and readiness for independent practice. 
These sorts of tools will empower trainees, 
coaches, and CCCs for both self-regulated growth 
and also for trustworthy promotion decisions.

Learning analytics also has tremendous pos-
sibilities for trainees who are having difficulties. 
For example, advanced learning analytics within 
a CBA system enables earlier identification and, 
just as importantly, provision of support to under-
performing trainees [127]. In recently published 
data, researchers examined a longitudinal cohort 
of emergency medicine, family medicine, and 
internal medicine residents over their entire resi-
dency program [128]. The analysis showed that a 
Milestone rating of lower than level 2.5 at the end 
of the second year (of the 3-year programs) had a 
predictive probability of not attaining level 4 for 
that subcompetency ranging from 15% to 67%, 
depending on the program and the subcompe-
tency. Similarly, a large internal medicine pro-
gram has been able to use advanced analytics of 
direct observation data to identify within 6 
months of beginning residency which trainees are 
at risk for not meeting program expectations 
[129]. These analytic techniques, as further 
developed and adopted, can improve our recogni-

tion and management of learning challenges and 
ultimately reduce the probability of graduates 
possessing key skill deficiencies.

Suffice it to say, advanced learning analytics 
has much to offer. This kind of sophistication, 
with the capability to manage skew and potential 
bias, aggregate and analyze large amounts of 
data, and deliver in formats that support summa-
tive decision-making, will be critical if we are to 
actualize time-variable training. If done correctly, 
the tools give CCCs much more confidence in 
making judgments about readiness for indepen-
dent practice. However, even with these tech-
niques, the quality of the output is dependent on 
the quality of the input. In other words, the adage 
“garbage, in, garbage out” still holds. To add 
value, analytics must be incorporated into a sys-
tem of assessment that captures high quality data. 
Hence, the importance of the underlying program 
of WBA, including the tools, faculty develop-
ment, and learning culture.

 Longitudinal Coaching

Providing feedback, even if purely formative, is 
not enough to stimulate growth. Learners must 
review, reflect, discuss, and apply the feedback 
[46, 130–132]. Yet, medical students and resi-
dents typically do not engage in self-regulated 
learning, that is, engage in reflection and self- 
improvement on their own accord, a finding seen 
in both formative and summative assessment 
[112, 133]. Studies in PsyGME have had similar 
findings. For example, while residents in one 
psychiatry program uniformly appreciated the 
specific feedback provided to them via WBA 
tools, they rarely returned to the feedback after 
initial receipt [78, 134]. This finding is concern-
ing and represents a significant threat to the 
impact on learning and, ultimately, the validity of 
a competency-based assessment program, if one 
of the primary purposes is to graduate life-long 
learners. It has become increasingly clear that 
trainees, in addition to high quality external data, 
need assistance with self-assessment and growth. 
One possible solution is to provide trainees with 
a coach who stands apart from the two assess-
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ment processes described so far, feedback in the 
moment and higher stakes advancement deci-
sions. If coaching relationships are longitudinal, 
there may be a better opportunity to develop the 
psychological safety and interpersonal comfort 
necessary for conversations that touch upon 
information that is potentially identity- 
threatening or inconsistent with self-assessment 
[46, 130].

Programs in PsyGME will need to develop 
and implement evidence-based coaching pro-
grams. Longitudinal coaches will be need to be 
selected and trained to create a safe place in 
which the trainee can learn how to identify 
growth edges and set action plans. Such pro-
grams should be grounded in positive psychol-
ogy, foster self-regulated learning [135], utilize a 
bidirectional, constructivist feedback model 
[136], and promote a growth mindset and work 
toward “personal best.” [137] Residents and 
coaches should embrace a co-production model 

[46] to develop residents as learners with agency. 
This kind of coaching program will entail a pre-
dictable cycle of reflection and action (deliberate 
practice [138]).

The longitudinal coaching relationship can 
start after the Match or admission to the pro-
gram, even prior to matriculation. The initial 
work should focus on benchmarking the initial 
skill set with respect to both clinical and self-
regulated growth abilities. Benchmarking can 
be supported with the use of standardized patient 
simulations during orientation. Coaches need to 
continuously reorient residents and themselves 
to the purpose of this work, namely, to encour-
age and support resident well-being while they 
engage in iterative, vigorous clinical perfor-
mance improvement. In addition, to help 
develop the resident’s intrinsic motivation, the 
coach will want to support the resident’s auton-
omy, competence, and self- efficacy [139, 140] 
(Fig. 17.5).

1. Coach and learner build
through conversation a

shared understanding of
the standards of

performance.

2. Coach/Learner review
dashboards containing both
quantitative and narrative

data and reflect on
performance.

3. Coach/Learner create individual
learning objectives, identify
opportunities for deliberate
practice of the independent

learning objectives and aggregate
these objectives into action plans.

4. The resident shares action
plans with supervising

residents and attendings to co-
construct practice during daily

work.

5. Coach/Resident close the
loop on prior action plans and

review new data to
understand the quality of

changes that took place and
begin the next learning cycle.

Fig. 17.5 Longitudinal coaching – key steps
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Future work in PsyGME should prioritize 
developing model coaching programs with train-
ing materials. The potential benefits of this kind 
of coaching program are significant, especially if 
such programs are able to generate residents 
skilled in self-regulated learning who are, there-
fore, more engaged in their work and less vulner-
able to burnout. Resident receptivity will be 
facilitated through reflection on feedback that is 
perceived as credible, that is, meaningful, and in 
the context of a longitudinal relationship so that 
the feedback is perceived as intended to support 
[108, 141]. Again, while the provision of high 
quality feedback data with advanced analytics is 
not sufficient for a CBA system, a coaching pro-
gram without high quality and rigorous data will 
be severely limited.

 Clinical Competency Committee

The Clinical Competency Committee (CCC) 
should have the same two purposes as the overall 

CBA system: trustworthy judgments about readi-
ness for independent practice (public account-
ability) and ongoing guidance to learners to 
support their growth (including remediation). 
The CCC serves these purposes through the syn-
thesis of multiple quantitative and qualitative 
assessments. Figure  17.6 highlights the several 
aspects of a high performing CCC, including a 
combination of multiple assessment methods and 
assessors, learners as active agents and co- 
constructors of assessment, and the program’s 
accountability to the public [142].

Most CCCs fall far short of Fig. 17.6. A 2015 
study of 34 program directors at five institutions 
discovered that most CCCs relied on global, end- 
of- rotation evaluations rather than using pro-
grammatic assessment with multiple tools and 
data points, focused on problem residents more 
than they spent time discussing typical residents, 
and lacked faculty development or training of 
CCC members [143].

Despite these challenges, the evidence base 
for CCCs is rapidly developing and provides 
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important guidance on how CCCs can better 
meet their mandate [142]. Figure  17.7 high-
lights key recommendations from this litera-
ture. One set of recommendations centers 
around CCC members. To improve the quality 
and defensibility of CCCs’ judgments, CCC 
members should possess a growth mindset. 
This is critical if we are to re-balance toward 
formative assessment and shift the focus from 
“problem identification” toward a developmen-
tal approach that benefits all learners. CCC 
members must also possess a shared mental 
model of progression and what constitutes 
competence for each EPA or milestone. And 
CCC members should be diverse and trained in 
health equity, inclusion, and bias. Emerging 
data suggest that bias affects both numerical 
and qualitative data. Performance ratings have 
been shown to be systematically lower for 
women and underrepresented minorities [144, 
145]. Narrative data have been shown to rein-
force stereotypes [146]. Addressing inequities 
in our assessment processes is crucial.

Another set of recommendations focuses on 
the decision-making processes. CCC members 
should be trained to review the assessment data 
ahead of the meeting and to not come to the 
CCC meeting with a decision already deter-
mined. There should be a consistent and struc-

tured process. The process itself can look 
different depending on the program. Some 
CCCs assign learners to specific members and 
ask the latter to present a summary. Alternatively, 
some programs have each resident presented in 
a debate-like format. Mentors present the resi-
dents’ accomplishments, while a second 
reviewer presents challenges [147]. Visual aids 
and dashboards can help focus the discussion 
and facilitate recognition of when a trainee is 
off-trajectory. Hierarchy can suppress dissent. 
CCCs should always start with the person most 
at risk in the hierarchical chain. Effective group 
process leads to better decisions than those 
made by individuals and to identification of 
problems otherwise overlooked [148]. The 
group process should employ other methods 
demonstrated to improve trustworthiness such 
as triangulation across multiple data points from 
multiple sources, management of bias, and 
deliberation proportional to the clarity of infor-
mation. Current research is focused on best 
practices for CCC decision-making when lack-
ing adequate data [149].

CCCs that utilize high quality data and delib-
erative processes will generate highly personal-
ized growth plans and trustworthy summative 
decisions, creating the future basis for time- 
variable training [53, 143, 150, 151].

Members Process Decision Support Actions

•  Growth Mindset
•  Shared mental
   model of
   progression
•  Diverse and
   inclusive

•  Triangulation
   across multiple
   data points from
   multiple sources 
•  Deliberation
   proportional to
   the clarity of the
   information
•  Explicit
   management of
   bias
•  Transparency to
   key stakeholders

•  Software that
   aggregated and
   visualizes all
   data points and
   identifies
   meaningful
   change
•  Learning 
   analytics that
   identify possible
   meaningful
   change (negative
   or positive

•  Early recognition
    of when a 
   trainee is off-
   trajectory
•  Remediation/gro
   wth plans that
   are highly
   specific to the
    individual

Fig. 17.7 Key features of fit-for-purpose clinical competency committees
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 Evaluating the CBA System

An important future question centers around how 
we evaluate the effectiveness of CBA systems in 
PsyGME, that is, how do we assess our  assessment 
system? Such an evaluation must account for the 
fact that the components interact both with each 
other as well as with varied and unpredictable 
clinical and educational contexts. For interven-
tions that occur in a complex adaptive system, 
implementation science frameworks that account 
for this complexity may be the most suitable 
evaluation design [152]. This kind of approach 
leads to evaluation at three levels: [1] individual 
components; [2] component interactions  – how 
components relate to each other and the whole; 
and [3] overall system performance  – clinical 
performance of the trainees and their dispositions 
toward growth [153]. For individual components, 
evaluation can focus on factors such as fidelity to 
the particular model of WBA, faculty develop-
ment, and longitudinal coaching. Surveys, focus 
groups, and direct observation of processes (e.g., 
video/audio tape of feedback, coaching sessions, 
or CCCs) can assess quality against these indica-
tors and probe barriers.

To understand how individual components 
interact and function together, two strategies 
seem relevant. First, the evaluation can focus on 
the experience of the end-users, that is, the train-
ees and the CCCs. For trainees, this might include 
data such as the number and quality of direct 
observations, completed WBAs, coaching ses-
sions, and action plans. For CCCs, this might 
include data that characterize the quality and 
amount of information provided for their deci-
sions. Second, implementation science frame-
works such as the Consolidated Framework for 
Implementation Research can identify factors 
that influence residents’ and CCCs’ perceptions 
of credibility and utility [152].

To evaluate overall performance of the CBA 
system, measures should focus on the overall 
intended outcomes, that is, self-regulated learn-
ing and clinical competence. Toward that end, 
residents could complete surveys that assess dis-
positions toward learning and growth, including 

self-regulated learning, motivation, curiosity, 
resilience, burnout, and aspiration for excellence. 
Clinical performance measures could include 
time to attainment of Milestone and EPA compe-
tencies; patient experience ratings; other multi-
source feedback data; resident-sensitive quality 
measures; and post-graduation performance (fel-
lowship Milestone data and survey data from 
employers).

 Summary

Medical education, including PsyGME, has come 
under scrutiny for key deficiencies, including 
suboptimal patient outcomes in healthcare sys-
tems, unacceptable variability in the abilities of 
graduates after medical training, poor alignment 
between what trainees learn and the competen-
cies required to provide safe and effective care in 
twenty-first century practice, and a significant 
gap between evidence-based instructional tech-
nique and actual practice in medical education. 
Recent recognition of endemic burnout as an 
adverse effect of our medical education programs 
and culture have added additional pressure for 
reform. At the same time, competency-based 
medical education, in general, and CBA, in par-
ticular, has emerged. Our medical education pro-
grams have responded with promising innovations 
in content, pedagogy, and culture. These changes 
offer hope. Yet, our ability to deliver on the prom-
ise of these innovations lies in developing CBA 
for PsyGME that simultaneously optimizes three 
goals: (1) Maximize learning through formative 
assessment and coaching (assessment for learn-
ing); (2) Enable robust and trustworthy high 
stakes decision-making (e.g., promotion or selec-
tion) through summative assessment (assessment 
of learning); and (3) Support ongoing improve-
ments in the curriculum. The key to effectively 
doing so is designing a system of CBA with sev-
eral critical components: workplace-based 
assessment, ongoing faculty development, learn-
ing analytics, longitudinal coaching, and fit-for- 
purpose clinical competency committees. 
Implementation will encounter significant chal-
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lenges; yet, the evidence base is rapidly expand-
ing, as are practical guidebooks [154]. Successful 
implementation holds great promise. PsyGME 
will be much better positioned to promote both 
self-regulated growth and clinical competence 
and, with trustworthy and rigorous educational 
outcomes, to argue for increased flexibility in 
curricular innovation.
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18Managing Resident and Faculty 
Performance Issues

Kim-Lan Czelusta, Lindsey S. Pershern, 
and Nital Appelbaum

 Introduction

Performance management of employees is a core 
function in most organizations and has been 
defined as “a continuous process of identifying, 
measuring, and developing the performance of 
individuals and teams and aligning performance 
with the strategic goals of the organization.” [1] 
The origins of performance management, as 
known today, can be traced back over a century to 
World War I, when it was developed with the goal 
of identifying poor performers for termination or 
transfer in the military [2]. This approach may 
sound familiar to physicians who experienced the 
pyramidal system during their medical educa-
tion; an anxiety-provoking process by which resi-
dents were cut from their training programs based 
on performance [3]. Like medicine, companies 
also started adapting performance management 
practices and aligned advancement opportunities 
based on achievement [2]. However, current 
approaches to performance management are less 

one-sided toward the company or institution and 
instead focus largely on the development of indi-
viduals [2, 4].

More than a third of U.S. companies (e.g., 
Dell, General Motors, Accenture, 
OppenheimerFunds, Gap) have replaced tradi-
tional performance review processes with fre-
quent informal feedback sessions based on 
individual goals created by employees [2]. An 
employee survey at Deloitte revealed that over 
half of their employees questioned whether per-
formance reviews actually related to their work 
engagement or performance [5], calling into 
question the perceived value of annual reviews 
compared to real-time feedback sessions based 
on measurable outcomes. It is important to recog-
nize that the concept of performance appraisals, 
or the annual employment review of individual 
strengths and weaknesses, is separate from well- 
designed performance management systems, 
which focus on growth and development [6].

Organizational research links performance 
management with employee engagement [7], a 
new concept that is gaining momentum both in 
research and practice. Employee engagement 
comprises job satisfaction, involvement, commit-
ment, and empowerment [8]. Meta-analysis iden-
tifies employee engagement as a driver for 
business-level outcomes, including customer sat-
isfaction, productivity, profit, employee turnover, 
and safety incidents [9]. Therefore, the connec-
tion between developmental approaches and 
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performance management is not only beneficial 
to strengthening the relationship between 
employees and supervisors but also extends to 
key organizational outcomes [7].

Practically, measurement of individual behav-
iors, feedback by direct supervisors, and  emphasis 
on workplace behaviors over results are three rec-
ommended steps in current performance manage-
ment practices [4]. Leaders should also aim to 
allocate rewards that are meaningful to recipients 
and align those rewards with desired behaviors 
[4]. However, gaps remain between what is 
advised through organizational research and 
what occurs in practice. In a 2017 study, human 
resources executives across industries shared that 
with the alignment of competency models (i.e., 
the identification of knowledge, skills, abilities, 
and other characteristics related to a job), the 
actual measurement of those competencies on the 
job is limited [10]. In addition, while the value of 
360-degree feedback systems (where employees 
receive feedback from individuals who are not 
their supervisor) is evident, less than a quarter of 
organizations utilized them in practice [10]. 
Issues related to performance management are 
not unique to medicine; they exist across indus-
tries, further demonstrating the need for guidance 
on how to design effective systems that align 
organizational and individual goals, competen-
cies, measurement, feedback, and management.

Until recently, academic medicine grappled 
practically with the concept of competencies and 
the measurement of behaviors associated with 
the practice of medicine [11]. Global competen-
cies are present in both undergraduate and gradu-
ate medical education. However, the connection 
between competencies for specific specialties or 
related to specific tasks lacks depth in medicine 
when it comes to evaluating individual perfor-
mance. The push for assessment of entrustable 
professional activities (EPAs) and milestones has 
done a great deal in highlighting the need for 
competency-based measurement at a program- 
level [12], but the quality and accuracy of feed-
back associated with such developmental data is 
still lacking when it comes to practical use of 
these assessment tools [13, 14]. As residents tran-
sition into faculty roles, performance metrics 

begin to focus more on healthcare outcomes. 
Patient-oriented and clinical data often drive per-
formance management processes for clinical fac-
ulty [15], with limited focus on measurement of 
teaching competencies and a lack of meaningful 
rewards for those who excel at teaching and 
supervision of trainees [16].

Academic medicine also has a unique organi-
zational structure that divides itself by specialty- 
based clinical departments. Workplace processes 
for non-healthcare employees are often standard-
ized unlike the performance management of phy-
sicians and house staff, which tends to be less 
centralized in human resources and more often 
handled internally within departments. While de- 
centralization of performance management 
allows flexibility to departmental leaders, it also 
requires internal development of data systems 
and processes. The aim of this chapter is to guide 
program directors and educational leadership on 
performance management of trainees and super-
vising faculty. We outline key components of per-
formance management, specifically: evaluation 
methods, sources of data, assessments, interven-
tion strategies, and outcomes.

 Resident Performance Issues

In this section, we will explore issues related to 
resident performance. We will consider the role 
of program leaders in the identification and 
assessment of performance issues, communica-
tion with residents regarding their performance, 
development of appropriate interventions to 
improve performance, and potential outcomes. 
Resident performance issues can manifest in four 
main areas: (1) problematic behaviors related to 
professionalism, (2) resident impairment, (3) 
knowledge deficits, and (4) deficits of specific 
skills. Although we don’t have data specific to 
psychiatry residents, it is estimated that 9–12% 
of residents across specialties struggle with per-
formance during their training [17].

To set the stage for this chapter, we summarize 
the overall steps in managing resident perfor-
mance issues in Table 18.1. These steps will be 
explained in detail in this chapter.

K.-L. Czelusta et al.
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 Awareness of Performance Issues

 Milestone Ratings
Residency program leaders are charged with 
monitoring resident progression throughout train-
ing to ensure a level of competency for all gradu-
ates. In 2013, the ACGME provided a framework 
for this assessment across multiple domains 
through the Milestones Project [18]. Using the 
Milestones requires formative assessment of resi-
dent knowledge and skills during clinical rota-
tions and other professional activities. Residents 
receive timely feedback, including biannual 
assessment of their skills and longitudinal devel-
opment from the Clinical Competency Committee 
(CCC), which is an ACGME-required committee 
of faculty in each program charged with review-
ing each resident a minimum of twice annually. 
Through the adjustment to the Milestones pro-
cess, programs gained insight into the importance 
of these steps and the potential for early recogni-
tion of the struggling resident.

The Milestones provide a helpful framework 
for defining where residents may have perfor-
mance challenges.

• Patient Care [18] (PC) domains best capture 
clinical skills in the following areas: (1) 
Psychiatric evaluation, (2) formulation and 
differential diagnosis; (3) treatment planning 
and management; (4) psychotherapy; (5) 
somatic therapies; and (6) clinical consulta-
tion. Identification of performance issues in 
the PC domains depends primarily on direct 
observation of the resident in the patient care 
setting.

• Medical Knowledge (MK) domains capture 
the areas of knowledge needed for the care of 
psychiatric patients and can be assessed in 
clinical settings, education settings (e.g., 
didactics, journal clubs, case conferences), 
and through structured knowledge assess-
ments like the Psychiatry Resident In- Training 
Exam (PRITE®).

Table 18.1 Overall steps in managing resident performance issues

1. Awareness of 
performance 
issues

An issue with resident performance is brought to the program director’s awareness through 
formal evaluation or informal feedback mechanisms.

2. Triage The program director (PD) will evaluate the gravity of the situation and determine any needs for 
immediate action.

3. Investigation The program leader will gather data related to the resident’s performance from a variety of 
perspectives, ideally face-to-face and with the goal of collaboration to support resident growth 
and professional development.
Following a verbal discussion, the faculty and/or PD should summarize the discussion in writing 
(e.g., e-mail).
Investigation should include consideration of factors that may influence resident performance and 
evaluation of resident performance by others.
Using the information gathered, program leaders will synthesize the information and identify the 
primary performance issues using the ACGME Milestones.

4. Intervention The first option is generally an informal conversation with the resident or an informal 
remediation plan. This may include a meeting between (1) the resident and faculty member, (2) 
the resident and PD, or (3) the resident, faculty member, and PD.
An informal improvement plan involves a discussion about the concerns, specific expectations, a 
timeline for improvement, and regularly scheduled meetings with the faculty and/or PD.
Resident deficiencies and their ability to improve them should be documented in monthly 
evaluations and clearly communicated to the resident.
If the resident does not satisfactorily complete the informal improvement plan, then the Clinical 
Competency Committee should discuss the next best step for the resident and the program. 
Options include developing a formal improvement plan, which is a pre- adverse action; or any of 
the following adverse actions: (1) non-renewal, (2) suspension, (3) probation, or (4) dismissal. 
The action will be tailored to the severity and/or persistence of the deficiency with the 
anticipation that most can be handled through informal processes to avoid moving forward to 
more formal approaches, which have the potential for adverse actions. The PD is ultimately 
responsible for determining the appropriate plan of action.

18 Managing Resident and Faculty Performance Issues
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• Systems-Based Practice (SBP) and Practice- 
Based Learning and Improvement (PBLI) 
skills are assessed both in the clinical work 
setting and through the resident’s performance 
in formal program activities and other profes-
sional and community settings.

• Milestones in professional behavior (PROF) 
reflect overall values and expectations of 
behavior, attitudes, and responsibilities to 
patients and the profession.

• Interpersonal and Communication Skills 
(ICS) are evident in patient, colleague, and 
team relationships and information sharing. 
Performance issues related to the PROF and 
ICS domains may be identified through inter-
personal interactions with residents on clinical 
rotations, in teaching settings, and through 
administrative situations.

Use of behaviorally anchored descriptions 
to determine the appropriate Milestone score is 
critical to the accuracy of this system. 
Electronic evaluation systems can be leveraged 
to improve the validity of these scores. It is 
unlikely and unnecessary for the evaluating 
faculty to memorize the Milestones, but faculty 
development on the use of Milestone ratings is 
important to  optimize reliability of assessment. 
Some programs may use assessment tools to 
improve the reliability of their Milestone rat-
ings, and some domains may be easier to eval-
uate compared to others [19]. For a detailed 
discussion of competency- based assessment, 
please see Chap. 17.

With confidence in the data generated by the 
Milestones, program directors can consider the 
identification of residents with performance con-
cerns. Use of the Milestones [20] has increased 
the identification and reporting of deficiencies 
and the discussion of these deficiencies with resi-
dents. In addition, when struggling residents are 
identified earlier in training, there is greater 
opportunity to remediate their performance. The 
Psychiatry Milestones do not have a rating for 
deficiencies, per se, but do have the designation 
of “has not achieved level 1” to capture skills that 
are not at the level of an incoming resident. As 
residents progress through their training, they 

may be evaluated at a level below what is 
expected for their level of training, which likely 
signals a deficiency of their performance or their 
training. In addition, if a resident appears to per-
form at a lower subcompetency rating than previ-
ously achieved in CCC review, the regression of 
skills represents a performance or training issue.

 Evaluation Comments
Beyond the Milestone assessments of resident 
performance in subcompetency areas, signals of 
resident performance concerns may be found in 
the evaluator comments in formal written evalua-
tions. The process of evaluation review differs 
across programs and training settings. If evalua-
tions are reviewed only during CCC meetings, 
there is vulnerability of a delay in identifying 
performance concerns. In addition, if evaluation 
comments are only cursorily reviewed, the con-
cerns may be missed. Programs should consider 
mechanisms for faculty who identify perfor-
mance issues to communicate their feedback 
directly to prevent the information being “lost in 
the shuffle.” Concerns that may indicate that a 
resident requires closer supervision or that their 
deficiencies pose a risk of harm to patients should 
be immediately communicated to the program 
director. These challenges highlight the impor-
tance of faculty education and training regarding 
evaluation and optimal communication.

 Faculty Development on Resident 
Evaluation
Faculty development efforts in evaluation of resi-
dents are important to optimize the identification 
and development of effective interventions for 
performance-related difficulties. Priorities for fac-
ulty development include (1) overcoming evalua-
tor resistance or denial, (2) emphasizing the 
importance of early detection and remediation vs. 
“kicking the can the down road,” (3) skills in clear 
documentation of behaviors and specific exam-
ples, and (4) creating a  format/structure of assess-
ment to operationalize performance evaluation. 
Faculty are vulnerable to the minimization of per-
formance deficiencies due to a desire to support 
and compliment trainees. In addition, giving neg-
ative feedback can be challenging and time-con-
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suming, especially on busy clinical services. 
Faculty also may avoid giving negative feedback 
due to concern for their own evaluation by resi-
dents or due to fear that they will be labeled as 
harsh or difficult to work with. A strategy is to 
reframe the importance of formative assessment 
as an opportunity to support positive develop-
ment. When trainees and programs are aware of 
weaknesses, efforts are focused to target improve-
ments in skills. For example, a PGY1 supervisor 
identifies a resident struggling with interviewing 
skills during their first rotation. A targeted inter-
vention that pairs the resident and a senior faculty 
member to facilitate observed interviews with for-
mative feedback can lead to a bolstering of skills 
that will carry forward through the rest of the resi-
dent’s training. With early detection, trainees have 
more time and opportunities for better outcomes. 
Along with identification, faculty will likely need 
training on how to communicate helpful details 
clearly by focusing on behaviors and providing 
specific examples of performance issues. 
Programs may also consider if the use of struc-
tured assessments (e.g., Direct Observation or 
Global Assessment Forms) is indicated to ensure 
standardization of evaluations.

 Informal Feedback
Program leaders may receive informal feedback 
about residents in almost any setting and situa-
tion. Common settings for informal verbal feed-
back include the elevator and hallway of a 
hospital. When concerns are communicated out-
side of the normal evaluation process, assessment 
can be more challenging and requires sensitivity 
and care. The biggest challenge with informal 
feedback is gathering clear and specific informa-
tion. When evaluators provide verbal feedback, 
whether face-to-face or virtually, it is important 
to ask them to summarize their concerns in writ-
ing. As discussed above, some may be hesitant to 
do this. This resistance may be multifactorial and 
exploration is warranted, especially if the feed-
back gives reason for concern for safety. We will 
discuss potential sources of performance infor-
mation in the next section. Inherent in this discus-
sion will be the considerations of how to address 
next steps with informal evaluation.

 Sources of Resident Performance 
Information
Program leaders will receive information about 
resident progress from multiple sources. Formal 
evaluation of residents may be completed by 
clinical rotation supervisors, psychotherapy 
supervisors, interprofessional team members, 
patients, other learners, and the resident them-
selves. Informal feedback about resident perfor-
mance may come from these sources and from 
individuals who do not directly supervise or eval-
uate residents, such as program coordinators, 
clinical service personnel, lecturers, or mentors. 
Unfortunately, resident performance issues may 
also contribute to adverse events. In these cases, 
program leaders may or may not be aware of the 
events in real time, but may later hear of concerns 
as outcomes of a formal review process. It is 
important to consider the source and context of 
information when assessing each situation.

 Clinical Supervisors/Psychotherapy 
Supervisors
On clinical rotations, resident performance is 
assessed through a variety of methods, such as 
(1) direct observation, (2) chart review, (3) reports 
and/or evaluations from staff, other services, or 
patients, (4) verbal or written presentations, and/
or (5) clinical skills examinations/verifications 
(CSE/CSV). Barriers to accurate performance 
assessment in clinical settings are multifactorial 
and require attention in the creation and review of 
resident rotations. Practical barriers for the evalu-
ator include lack of sufficient contact with the 
trainee, bias/labels/assumptions about the trainee, 
and the impact of other trainees in the learning 
environment [21]. In addition to accuracy of eval-
uation, evaluators should provide clear, specific, 
and timely feedback and appropriately document 
resident difficulties to facilitate the next steps in 
management.

Data suggest that clinical supervisors are vul-
nerable to the “failure to fail” effect, leading to 
minimization [22] of resident deficiencies due to 
professional and personal considerations, includ-
ing concern for negative impact on trainees and 
feeling unprepared for the next steps if a resident 
is not “passed.” Strategies to ameliorate this issue 
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include better preparation of evaluators through 
faculty development efforts, creating a culture of 
formative assessments with a focus on resident 
growth and development, and emphasis on shared 
responsibility to patients and the profession. The 
assessment of performance by psychotherapy 
supervisors will depend on the program’s struc-
ture for this activity, and primarily on whether 
residents are observed by their supervisor. If 
direct supervision of psychotherapy occurs, 
assessment issues are similar to the clinical 
supervisor role. If not, supervisors may recognize 
performance issues related to professionalism 
and accountability (e.g., not coming to supervi-
sion appointments, not being prepared) or iden-
tify patient care or medical knowledge 
deficiencies through discussion of the psycho-
therapy work.

 Interprofessional Colleagues
Residents work with non-physician colleagues in 
almost every clinical setting. Although a formal 
process of evaluation by interprofessional col-
leagues may not be in place, it is important to 
consider this source of information regarding 
resident skills. Three hundred and sixty-degree 
evaluations can provide valuable information 
about resident work in general and specifically 
about skills in the Interpersonal and 
Communication Skills (ICS) and Professionalism 
domains of the Psychiatry Milestones. Non- 
physicians may be more likely to report perfor-
mance deficiencies in these areas that can signal 
important opportunities for correction and reme-
diation [23]. It is possible that residents exhibit 
different behaviors with coworkers who they do 
not perceive as high-stakes observers, as well. 
This perception can negatively impact teamwork 
and collegiality.

 Other Sources
Feedback about resident performance from peers, 
including chief residents, students, and the resi-
dent themselves may be obtained through formal 
evaluation. There is often valuable information in 
these evaluations, although residents who are 
having difficulty are often unaware of their diffi-
culties. In fact, several studies of resident self- 

assessment and skills show that those with lower 
levels of competence tend to overrate their skill 
level higher than their more skilled peers [24]. 
Their resident peers may be reluctant to report 
due to concerns about anonymity and peer 
dynamics. Other factors may influence the per-
spective of students whom the resident may also 
be evaluating. Complaints from patients will be 
first filtered through the rotation sites and consid-
eration of a reporting scheme from those leaders 
to the program may differ across sites and sys-
tems. In these cases, almost invariably, program 
leaders will want to seek input from the direct 
supervisor. Medical service personnel may pro-
vide valuable practice habit information gleaned 
from chart/medical record audits.

In summary, resident performance assess-
ments will ideally come from multiple sources 
across multiple contexts. The CCC is charged 
with the task of incorporating and synthesizing 
information from these sources to determine the 
progress of residents across the competency 
domains defined by ACGME.  Accurate perfor-
mance assessments lead to enhanced opportuni-
ties to identify and remediate performance 
deficiencies.

 Triage

The program director should evaluate the gravity 
of the situation and determine any needs for 
immediate action. If a resident’s performance 
deficits represent unsafe work practices or com-
promise patient or staff safety, the resident should 
first be removed from work. Probation might be 
considered if patient safety is threatened. This is 
considered a last chance for a trainee to correct 
performance deficiencies and should be dis-
cussed with the institutional Graduate Medical 
Education (GME) office. If issues are identified 
as related to medical or psychiatric issues, pro-
gram leaders should consider if fitness of duty 
determination is appropriate. Immediate action 
may need to precede the data-gathering step in 
these cases. It is up to the discretion of the pro-
gram to determine appropriate next steps, which 
will be covered in the next section.
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 Investigation

After the resident with deficiencies in perfor-
mance is identified, the work of assessment 
begins. The process should be timely, compre-
hensive, fair, and consistent. The steps of assess-
ment include (1) data gathering, (2) consideration 
of other factors, and (3) synthesis

 Data Gathering
The first step for program leaders is to gather 
information from a variety of perspectives. As 
discussed in the section on data sources, there are 
many important considerations in the under-
standing of resident feedback that will drive the 
exploration. Program leaders should meet indi-
vidually with the individuals involved to review 
the facts and different points of view. These con-
versations are most effective face-to-face, but 
may require virtual meetings if meeting in-person 
is not possible. Program directors may also con-
sider meeting with the resident or supervisor with 
another leader present (e.g., an associate program 
director) to facilitate effective communication 
and understanding in certain situations. When 
applicable and based on resident preference, a 
resident union representative or institution 
ombudsperson could also be in attendance.

A useful framework for conversations regard-
ing resident performance starts with setting the 
expectation of collaboration with the mutual goal 
of resident development. To start, present the 
standards and expectations for the program while 
referencing the ACGME Milestones. It is impor-
tant to consider both subjective experience and 
objective observations. Understanding the sub-
jective/emotional factors from both sides will 
assist the assessment and delineation of the 
objective, observable behavior. Documentation 
of the information gathered through these con-
versations is critical to ensure accuracy and con-
tinuity. Take notes! Evaluators themselves should 
provide summary documentation of performance 
deficiencies, with guidance to provide objective 
data without judgment or assessment.

Information about a resident’s performance 
should be considered in the context of (1) resi-

dent level of training and time point during the 
year, (2) clinical environment, (3) the individual 
evaluator, and (4) the resident’s performance his-
tory. Considering the developmental stage of the 
resident, the clinical setting, and the evaluator’s 
patterns of feedback is important for the assess-
ment of bias or potential mismatch of expecta-
tions. As residents progress through the training 
program, patterns may emerge in areas of weak-
ness or challenge. Review of previous rotation 
and semiannual evaluations or CCC discussions 
will ensure incorporation of the history and guide 
next steps.

Additional information on resident perfor-
mance should come from other sources and 
across settings where they work and learn. 
Review of previous rotation evaluations and dis-
cussion with other supervisors may be helpful. 
Program directors can consider direct observa-
tion and assessment by other faculty who have 
previously not worked with the resident. 
Evaluation in authentic clinical settings or 
through simulation are options for this step.

 Consideration of Other Factors
In addition to deficiencies in skills or knowledge 
reflected in the Milestones, performance difficul-
ties can be related to (1) personal issues, (2) edu-
cational or system issues, (3) bias, and/or (4) 
other interpersonal factors.

Personal
Personal issues can influence resident perfor-
mance. These include medical/psychiatric [25] 
illness, the impact of stress and fatigue, substance 
use, or learning difficulties. Discussion with the 
resident can illuminate the potential impact of 
personal factors. The resident’s comfort with 
revealing personal struggles depends on many 
factors. If this information is volunteered, ques-
tions should focus on how medical or psychiatric 
symptoms impact their work function, while 
communicating empathy and support. The work 
of residency itself is stressful and residents will 
have variable ways of coping with both physical 
and emotional stressors. Trainees will invariably 
face personal stressors during residency related 
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to family, finances, health, and life transitions. 
The misuse of substances is common in physi-
cians and residents and can impact performance 
across skill and professionalism domains to vary-
ing degrees. Concerns about knowledge acquisi-
tion through clinical performance or test scores 
may signal undiagnosed learning difficulties, as 
well. Considering the complexities related to per-
sonal factors, approaches to addressing them may 
be more situation- and person-dependent.

Educational/System Issues
Larger educational and systems factors can chal-
lenge a resident’s [26] ability to meet expected 
standards of performance. Examples of system 
issues include inadequate supervision, overwhelm-
ing workloads, unclear expectations, and a lack of 
timely feedback. Consider potential barriers to 
effective resident performance, including language 
barriers, cultural differences, interpersonal prob-
lems, and external stressors on both resident and 
evaluators. Educators bring their own biases, life 
stressors, and expectations to the learning environ-
ment. These factors can not only impact the resi-
dent’s performance negatively, but also have 
potential to impact the evaluation process.

Racial Bias
Racial bias and discrimination occur across the 
medical education continuum. Efforts to increase 
awareness and recognition of individual and 
institutional bias may lessen the impact in the 
future, but we still have much work to do in this 
area. Equity in assessments [27] can be improved 
through efforts already discussed in this section, 
including gathering assessment data of resident 
performance from multiple observers in multiple 
contexts. Residents should be evaluated in work 
with patients from different racial and ethnic 
backgrounds. Programs can evaluate the poten-
tial for inequity in learning environments by 
reviewing rotation assignments, patient work-
load, and diversity of the workforce. Education 
on racism, microaggressions, stereotype threat, 
and unconscious bias in systems of care promote 
awareness of the impact on resident assessment 
and performance.

Gender Bias
The impact of resident gender on evaluation of 
performance is complex and multifactorial. 
Research [28] in this area suggests the core issue 
lies in societal and cultural ideas of gender nor-
mative behavior and the potential mismatch with 
resident behaviors. Although this mismatch is 
more pronounced in specialties whose expecta-
tions of professional behavior may be more 
entrenched, psychiatry programs are not immune 
to gender bias in assessment. Efforts to promote 
open dialogue about gender and bias within resi-
dent and faculty groups can mitigate its negative 
impact. Identification of trends across sites and 
evaluators, as well as transparent discussion of 
the potential for bias should be a focus of discus-
sion in the CCC.

Other Interpersonal Factors
Residents and evaluators can be vulnerable to 
additional dynamic factors that influence the 
evaluation. Evaluators may use initial, limited, 
or snapshot impressions of trainees to form 
favorable (halo effect) or unfavorable (horn 
effect) judgments, also known as cognitive 
biases. Such biases can influence evaluation 
ratings. For example, a faculty member may 
rate an attractive resident positively after seeing 
their photo in an evaluation system, making the 
assumption that the resident’s attractiveness 
must also make them a friendly person and 
good doctor (halo effect). In contrast, a pro-
gram director may judge an overweight resi-
dent as ineffective during patient counseling 
sessions because of their weight, despite no 
influence of personal weight on their counsel-
ing skills (horn effect) [29]. Program directors 
will need to consider these factors with an 
objective lens, as much as possible. The power 
differential inherent in medical training can be 
exacerbated by institutional culture or system 
factors that may lead to labeling or issues of 
fairness. Factors to consider include previous 
experiences of both resident and evaluator, 
including potential conflicts of interest, inci-
dents of harassment/mistreatment, or other 
forms of bias.
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 Synthesis
Using information gathered from multiple 
sources and consideration of additional factors, 
program directors will identify the primary per-
formance issue(s). Performance deficiencies can 
fall into any of the Milestone core competency 
areas: (1) patient care, (2) medical knowledge, 
(3) systems-based practice, (4) practice-based 
Learning, (5) professionalism, and (6) interper-
sonal and communication skills. Across these 
categories, it may be helpful to characterize the 
problem as primarily related to a knowledge or 
skill deficit, an attitude or behavioral problem, or 
a combination of both. Clearly identifying the 
performance issue is critical to the development 
of the most appropriate plan. Some discussions 
may be best brought to the CCC, to ensure fair-
ness and standardization of process. To achieve 
the goals of equity and fairness, Colbert et  al. 
[30] recommend committees focus on evidence 
related to the resident’s performance using the 
Milestones and discourage inferences about the 
resident or anecdotal examples not supported by 
documentation, which underscores the impor-
tance of clear documentation of issues. Identified 
performance deficiencies should be linked to 
expected target behaviors at this stage and the 
next, intervention planning and reassessment.

 Intervention Strategies

Program directors have the task of taking identi-
fied performance deficiencies and developing a 
strategy for intervention.

The process of investigation itself may reveal 
the need for resident support and assistance that 
is not performance related. If stress and burnout 
are contributing, consider options that promote 
resident wellness and resilience. A leave of 
absence may be needed in some cases, but most 
often, resident peers and chief residents can assist 
in exploring options to alleviate some work 
responsibilities to ease stress. Disability related 
to an underlying medical condition may require 
referral to physicians or counselors, with a prior-
ity of maintaining confidentiality. As previously 
mentioned, a “fitness for duty” assessment may 

apply, as well. GME resources may be available 
to residents, including consideration of reason-
able accommodations as outlined in the 
Americans with Disabilities Act (ADA). We rec-
ommend seeking guidance from the Designated 
Institutional Official (DIO), Human Resources, 
and appropriate legal counsel when managing 
disability considerations in training. In situations 
when resident performance is negatively 
impacted by external factors related to the sys-
tem, program directors can provide feedback to 
these systems and advocate for improvements. If 
educational barriers exist in the current rotation, 
program leaders may decide to reassign the resi-
dent to another rotation or supervisor. However, 
it is important to also consider the effect that such 
changes have on patient care and other residents 
who might be affected by the change.

A successful intervention plan is clear, struc-
tured, and specific to the individual resident’s 
needs. Careful documentation of the plan will 
include the specific goals of the intervention and 
expectations of the resident, as well as goals, 
timelines, plan for reassessment, and potential 
next steps. The resident should be informed of 
specific deficiencies and the expectations of the 
program. Intervention activities should be linked 
to the specific Milestones where the resident is 
deficient and follow a set timeline for expected 
improvements and points of reassessment. 
Intervention components should provide multiple 
opportunities for resident self-reflection and reas-
sessment. Table  18.2 highlights examples of 
activities to target specific areas of resident 
performance.

 Informal Intervention
In some cases, the most appropriate next step is 
further monitoring of performance after provid-
ing feedback to the resident. The resident can 
work with rotation attendings and staff in 
 deliberate practice of skills, role-modeling, and 
training/education specific to the resident’s 
needs. Residents with clinical skill deficiencies 
may benefit from enhanced supervision and sup-
port. For example, a resident who is deficient in 
clinical reasoning may be asked to review each 
case formulation, differential diagnosis, and 
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treatment plan with an upper level trainee or 
attending before functioning more independently. 
Careful consideration of any patient safety issues 
may result in a return to closer supervision. 
Assignment of a mentor or coach to provide 
guidance on a multitude of skills across Milestone 
domains can not only improve performance but 
also alleviate burnout [32] in residents. Mentors 
should be chosen carefully with consideration of 
the mentorship goals. Mentors should be avail-
able, objective, and nonjudgmental. Development 
of an individualized learning plan (ILP) can be a 
way to organize informal intervention plans, with 
recommendations of target behaviors linked to 
strategies. ILPs can also be used as part of a more 
formal remediation plan. Most informal interven-
tion plans address mild issues, are not meant to 
be reportable to outside agencies like state licens-
ing boards, and are not intended for inclusion in 
end-of-training verifications.

 Formal (Reportable) Interventions
Performance deficiencies may require more for-
mal implementation of a remediation plan. There 

are various terms for this type of structured and 
reported intervention. Formal remediation plans 
have labels such as Corrective Action Plan 
(CAP), Performance Improvement Plan (PIP), 
etc. Some institutions provide centralized reme-
diation programs where residents can be referred 
either initially or stepwise if internal program 
remediation efforts are not successful. It is impor-
tant for program leaders to understand the inter-
nal and external resources available. Early 
consultation with the DIO and the institution’s 
legal counsel, as well as clear documentation, is 
essential, particularly when a formal or report-
able intervention is needed. [33]

Probation becomes inevitable when multiple 
remediation attempts fail to improve outcomes or 
when egregious unprofessional or unethical 
behavior occurs. Dismissal is one step further, 
when the behavior or lack of progress leads pro-
gram leaders to determine that the resident can-
not continue in the program. Depending on 
timing during the academic year and severity of 
concerns, non-renewal of residency contract for 
the subsequent academic year may be an option.

Each state medical board has specific criteria 
and deadlines for program director (PD) report-
ing, so all program directors should be aware of 
their duty to report for their specific state medical 
board. In addition, PDs should be aware of their 
state medical board’s Verification of Postgraduate 
Training and Professional Evaluation Forms, so 
the resident graduate and PD future responses are 
in alignment. During and at the end of the inter-
vention process, the PD should clearly notify the 
resident about what will and will not be reported 
to state licensing boards and future employers.

 Providing Feedback
With an intervention plan in hand, program direc-
tors will re-engage with the resident. General 
principles of effective feedback apply to this 
 conversation. Starting the conversation with an 
exploration of the resident’s perspective on their 
performance and reaction to evaluation of defi-
ciencies provides helpful context. It is important 
to explore the resident’s areas of strengths and 
weaknesses. Clear and concise communication 
of the areas needing improvement should be 

Table 18.2 Remediation examples by performance [31] 
type (adapted)

Performance Area Methods
Communication Observation of role models

Skills training
Observed interviews and feedback
Observed handoffs
Chart review/audit activities

Organizational 
skills

Skills training
Time management, workflow

Self-directed 
learning

Individualized learning plan
Mentorship

Fund of knowledge Evidence-based medicine (EBM) 
practice
Tutoring
Case scenarios
Prepare lectures/presentations for 
other learners

Clinical reasoning Practice cases
Simulation

Accountability Professionalism mentorship or 
coaching
Personal reflection

Interpersonal skills Conflict resolution training
Role play/simulations
Participate in interdisciplinary 
team simulations
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paired with support and orientation to the goal of 
fostering growth and development. Research 
supports that effective remediation strategies 
engage residents as stakeholders and promote 
self-efficacy and personal ownership of their pro-
fessional development [34]. Collaboration in 
developing the intervention plan preserves a level 
of autonomy in the resident’s professional devel-
opment. This should be built on a program cul-
ture of formative evaluation that promotes 
remediation as a mechanism for growth, not pun-
ishment. It is important to get the resident’s per-
spective and explore any perceived barriers or 
concerns. At the conclusion of the meeting, spe-
cific guidance of next steps for remediation of 
performance deficits should be communicated 
verbally and in written form. Next steps, includ-
ing methods and timeline for reassessment, 
requirements, and consequences for failed reme-
diation, should be included. The resident may 
benefit from a follow-up meeting the following 
week, particularly if the resident’s emotional 
response blurs their ability to fully engage during 
the initial feedback conversation. In addition, 
regular check-in meetings with the resident and 
any faculty involved in the resident’s remediation 
plan should be scheduled.

 Reassessment/Measuring Outcomes

Outcomes of the intervention should be evaluated 
at levels appropriate to the type of intervention 
implemented. In some cases, informal follow-up 
with attendings and review of evaluations may be 
appropriate. Mentors can be asked to provide 
regular updates and/or reach out with concerns. 
There is some controversy around the handoff of 
learners with performance difficulties between 
sites and supervisors. Arguments against this 
practice are based on research [35] that suggests 
that having negative information about prior per-
formance biases evaluator performance ratings. 
Sensitivity to this factor is important with men-
tors, clinical supervisors, and those involved in 
reassessment. Interventions that have specific 
time points and benchmarks should be followed 

and consistent. As in the initial assessment, reas-
sessment should include collecting data across 
multiple settings and from multiple sources. 
Additional information will be the resident’s 
adherence to the intervention plan including 
attendance at regular meetings with program 
leaders and mentors. Discussion of progress in 
remediation in the CCC will protect the integrity 
of the process, ensure due process, and ensure 
consistency across residents with performance 
issues. Outcomes of reassessment processes 
include successful completion of the perfor-
mance intervention plan, continuation with 
adjustments or escalation of requirements, or 
progression to more significant steps.

 Resident Vignette

Resident Sam is working in his first rotation on 
an inpatient psychiatry unit. Sam has experience 
as a transfer into your program after 2 years in an 
OB-GYN residency program. You hear from an 
upper level (PGY4) resident that Sam is having 
difficulty adjusting to the team structure and 
expectations of the unit. In a telephone discus-
sion with the upper level resident, they identify 
that Sam performed a risk assessment indepen-
dently and recommended that the patient was not 
an acute risk and did not require 1:1 supervision. 
When the patient was assessed by the attending, 
they felt differently and provided Sam feedback 
that he should discuss his assessment with the 
attending before making recommendations. Sam 
later wrote and signed an order for medications 
that was above the dose recommended by the 
team. The upper level resident and attending are 
concerned that Sam may not seek sufficient 
supervision in the future. You contact the attend-
ing by email and ask for feedback about Sam’s 
performance. The attending confirms the infor-
mation, affirms that there were no negative 
patient outcomes, and shares that they believe 
Sam is a strong resident who just needs time to 
adjust. You email Sam to request a meeting to 
discuss the feedback. In the meeting with Sam, 
he expresses enjoyment of the rotation and feels 
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reaffirmed that his transfer to Psychiatry was the 
right decision. He acknowledges that the move 
has required readjustment but feels that he is per-
forming his duties as a resident and working with 
the team effectively. He acknowledges that he 
received feedback that his safety assessment was 
not consistent with the judgment of the attending 
in that case. He was functioning more indepen-
dently as an OB resident and feels he is taking a 
step backwards as a psychiatry resident.

You determine that the resident has current 
deficiencies in SBP2, related to transitions of 
care and care coordination in healthcare teams. 
As there are no current concerns for acute risk to 
patient safety, you recommend that he seek 
supervision from his attending and the PGY4 
resident on his current as well as during his next 
rotation when he is performing safety assess-
ments and writing orders. You point out to Sam 
that this is his first psychiatry rotation, and you 
expect him to need more support while transi-
tioning to the new role as psychiatry resident on 
the healthcare team. He acknowledges the feed-
back and recommendation and expresses grati-
tude for the support. You plan to review at 
midpoint of the next rotation and plan to meet 
with him in 2 weeks for support, mentorship, and 
reassessment.

 Faculty Issues

This final section will review concerns about fac-
ulty performance, noting differences from resi-
dent concerns as they relate to potential 
interventions and common challenges. The pro-
gram director (PD) seldom has direct authority 
and oversight of faculty performance reviews, so 
the PD may need to involve the faculty member’s 
direct supervisor when an issue arises. While the 
focus of the program director’s efforts lies mostly 
with trainees, faculty are occasionally the source 
of concern, and the situation can be particularly 
challenging when the faculty member is a super-
visor of a core, required rotation or is senior in 
rank to the PD.

 Sources of Feedback

Most commonly, trainees are the source of nega-
tive feedback about a faculty member. Although 
there is an opportunity for residents to complete 
written/electronic evaluations of faculty, trainees 
are often hesitant to “put things in writing” for 
fear of retribution, regardless of anonymity safe-
guards. Instead, the PD often hears about faculty 
performance concerns after some delay as well as 
after repeated problematic encounters, and in 
more informal or group settings, like during 
semi-annual evaluation meetings or through chief 
residents. Less commonly, concerns are reported 
by faculty peers, staff, or patients.

 Faculty Considerations

Unlike residents who may struggle with medical 
knowledge, faculty concerns are usually related 
to interpersonal and communication skills or 
unprofessional behavior. A faculty member’s 
erratic or unprofessional behavior could be a 
result of medical or psychiatric conditions (e.g., a 
mood or substance use disorder), burnout, or per-
sonal or family stressors. Alternatively, there may 
be systems factors, such as an understaffed clini-
cal service or interpersonal team conflicts, con-
tributing to concerning faculty feedback. For a 
junior faculty member or a supervisor who is new 
to direct teaching, lack of teaching experience or 
unclear expectations can present a perfect storm 
for even a well-intentioned supervisor. Whether 
or not to involve the faculty member’s direct 
supervisor depends on multiple factors, including 
but not limited to the severity and nature of the 
concern as well as whether the issue is a new or 
repeating one. If a safety or clinical competence 
deficiency is suspected, early communication 
with the faculty member’s supervisor is war-
ranted and may involve a fitness for duty evalua-
tion. In most cases, involving the faculty’s 
supervisor can be helpful to discern other rele-
vant factors and may be a source of additional 
support for the faculty member.
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 Interventions and Potential 
Challenges

After the program director gathers sufficient data, 
an informal “cup of coffee” conversation [36] 
with the faculty member to share the concerns 
and offer support could be all that is needed for a 
positive outcome. The feedback should be deliv-
ered in a private setting and should be specific in 
order to minimize ambiguity. Although the PD 
does not routinely keep files about faculty, it can 
be helpful to have a brief summary of the infor-
mal meeting as such notes can be helpful if a 
similar concern involving the same faculty mem-
ber arises in the future. During this meeting, the 
program director can learn more about the faculty 
member’s perspective, explore reflection, and 
end with expressing appreciation for and shared 
goals with the faculty member. When there is a 
repeated pattern of concern or the concern is 
egregious, the program director should not only 
consider involving the faculty’s supervisor but 
should also consider a more formal plan within 
the PD’s authority. For instance, the PD could 
remove the trainee from the faculty member’s 
service. Alternatively, the faculty member’s 
supervisor could reassign the faculty member to a 
non-teaching service. Either way, the faculty 
member’s teaching role would cease until there is 
a successful remediation plan that is satisfactory 
to the PD before trainees return to work with the 
faculty member. Similar to providing a profes-
sionalism mentor for a struggling resident, a pro-
fessionalism mentor could be assigned to the 
struggling faculty member. Possible mentors for 
the faculty member include (1) an experienced 
faculty member at the same or different clinical 
site, (2) a department chairperson, (3) a vice chair 
for education, (4) a direct supervisor, or (5) an 
educational leader from outside the department.

There are different challenges for addressing 
concerns about a faculty member as opposed to a 
trainee. As fellow faculty members, the program 
director could have a close friendship with the 
faculty member, so addressing concerns from a 
work perspective could cause strain in their per-
sonal relationship. If the faculty member is in a 

more senior role compared to the program direc-
tor, the program director could feel inhibited by 
the power differential and seniority. Having a 
more senior faculty leader, like the vice chair of 
education, department chair, or site supervisor, 
involved could provide support for the program 
director. In certain situations, involving the DIO 
may also make sense. If the faculty member is 
not able to reflect about their role or take some 
responsibility, it will be essential to garner the 
support of their supervisor to ensure a safe and 
effective learning environment for trainees. The 
inherent power differential between residents and 
faculty makes it difficult for many residents to 
provide negative feedback about faculty; resi-
dents often feel inhibited about reporting due to 
fear of their identification and perceived risk of 
retaliation. It is also important to remember that 
per the ACGME requirements, the PD appoints 
the teaching faculty and therefore can remove a 
faculty member from working with residents for 
cause. In most institutions, removal of faculty is a 
nuanced process that also involves the depart-
ment chair and others.

 Faculty Vignette
Dr. Young was an experienced clinician and new 
medical director for the inpatient psychiatric ser-
vice, a core rotation for both psychiatry interns 
and more senior residents. Over the first several 
months, residents had shared among themselves 
their dread about rotating on-service with Dr. 
Young. The chief residents eventually shared the 
common resident sentiment about Dr. Young with 
the program director. The chief residents stated 
that while residents did not feel threatened by Dr. 
Young, he had a brusque and direct style of com-
munication, particularly during rounds, which 
could feel intimidating to junior residents. 
Review of written evaluations for Dr. Young and 
his rotation did not reveal any concerns, so the 
PD only had verbal, anonymous reports of con-
cern from the chief residents. Since Dr. Young 
was new to his teaching role and seemed eager to 
work with trainees, the PD opted to start with an 
informal “cup of coffee” conversation. The PD 
scheduled a time slot in a private setting for this 
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informal intervention [34]. The PD shared resi-
dent feelings of intimidation and dread about 
working with Dr. Young, especially during 
rounds, and gave Dr. Young an opportunity to 
reflect and respond. Dr. Young expressed sur-
prise, embarrassment, and rationalization, fol-
lowed eventually by curiosity about how to 
improve his relationship with residents. After 
some discussion, Dr. Young asked the PD for per-
mission and support to address the entire resi-
dency group to improve his working relationship 
with residents. The PD supported Dr. Young’s 
request, and both of them attended the following 
monthly resident business meeting. During the 
group meeting, Dr. Young expressed remorse for 
unintentionally creating a hostile learning envi-
ronment and expressed a genuine wish to 
improve. Dr. Young reiterated his eagerness to be 
an excellent teacher and invited additional feed-
back about his future behavior and interactions, 
both directly or indirectly per resident comfort. 
He also shared some personal anecdotes from his 
training. In the following months, the chief resi-
dents shared with the PD that residents had com-
mented on a better learning experience during Dr. 
Young’s rounds since his conversation with the 
group.

 Summary

While performance management of residents and 
faculty can seem daunting, proactive and early 
interventions can mitigate and even prevent nega-
tive outcomes. We recommend establishing a 
process that integrates evaluation methods, 
sources of data, assessments, intervention strate-
gies, and outcomes. A systematic algorithm for 
managing resident and faculty concerns is imper-
ative, and early consultation is wise to promote 
positive outcomes [31].
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19Preparing Residents for Fellowship

Rebecca Klisz-Hulbert and Nihit Kumar

Psychiatry is a broad field with a multitude of 
practice opportunities. While general psychiatry 
residency provides a range of clinical experi-
ences with diverse patient populations, many 
residents elect to pursue subspecialty training to 
enhance their depth of knowledge and experience 
in a particular disorder or area, or with particular 
patient populations. Subspecialists are essential 
not only for providing high-quality clinical care 
but also for the production and dissemination of 
clinical knowledge through cutting-edge 
research. Further, subspecialists are critical in 
training the future generation of psychiatrists to 
perpetuate and advance skills and knowledge in 
their particular areas of specialization. Although 
not essential to practice in a subspecialty area, 
subspecialty training and subsequent Board- 
certification in that subspecialty are increasingly 
preferred in many practices, required in some set-
tings, and certainly necessitated at academic 
institutions.

While the shortage of psychiatrists in the 
United States (U.S.) is significant, the shortage of 

psychiatry subspecialists is especially dire. Out 
of nearly one million physicians in the country, 
serving a population of 330 million, there are 
fewer than 10,000 child and adolescent psychia-
trists (CAP), roughly 1300 geriatric psychiatrists, 
and about 800 addiction psychiatrists [1]. Their 
distribution is also inequitable, with many areas, 
especially rural communities, having little or no 
access to qualified subspecialists. For example, 
41 states are reported to have “severe” shortages 
of CAP, defined as 17 or fewer child and adoles-
cent psychiatrists per 100,000 children. Seventy- 
two percent of U.S. counties do not have a single 
CAP.  Two states do not have a single geriatric 
psychiatrist. There are no addiction psychiatrists 
in four states, and none in 92% of counties [1]. 
Even those psychiatrists who are trained in a par-
ticular subspecialty do not always practice 
directly in that area or with the patient population 
due to a variety of reasons. Some work part-time, 
or only spend a portion of their clinical time 
working with a subspecialty population. Others 
may work primarily in academic settings, 
research, or administration with little time to 
devote to clinical work [2].

The Accreditation Council for Graduate 
Medical Education (ACGME) 2020 Data 
Resource Book notes that while there was an 
expansion of about 33% for general psychiatry 
residency programs from 2015 to 2020, the 
increase in subspecialty programs was far less – 
18% for addiction psychiatry, 12% for CAP, 14% 
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for forensic programs, and 10.5% each for geriat-
ric and consultation-liaison (C/L) fellowships. In 
the past 4  years, general psychiatry has seen a 
24% increase in resident recruitment, but spe-
cialty fellowships have not followed suit, with 
geriatric psychiatry dropping by 28%, and addic-
tion psychiatry by 2.5% [3]. The American 
Psychiatric Association (APA) Resident Census 
for 2019–2020 shows that numerous fellowship 
positions went unfilled: an estimated 40% of 
addiction psychiatry positions, 38% of 
consultation- liaison psychiatry positions, and 
36% of forensic psychiatry positions [4]. National 
Resident Matching Program (NRMP) data for 
2020 shows that nearly 18% of CAP positions 
went unfilled. Over the past 5 years, the number 
of CAP (826->889), forensic (72->80), and C/L 
(79->86) fellows have remained relatively flat, 
whereas the number of geriatric psychiatry fel-
lows decreased drastically by 28% (58->42)  – 
despite the projection that 20% of the U.S. 
population will be over 65 by 2030 [5].

More medical students are matching into psy-
chiatry than at any point in the past, and psychia-
try programs continue to expand [6]. Despite this 
increased interest in psychiatry, recruitment into 
subspecialty fellowships has plateaued or 
declined. Recruitment into general psychiatry 
programs may have an impact on recruitment 
into fellowships. Historically, international medi-
cal graduates (IMGs) have made up a significant 
proportion of psychiatry fellows. In 2020, IMGs 
composed 55% of the fellows in geriatric fellow-
ships, about 30% for each of CAP and C/L fel-
lowships, and 20% each for addiction and 
forensic psychiatry fellowships. As more U.S. 
medical school graduates have applied to and 
entered psychiatry residencies, the number of 
IMGs in residency training has decreased (only 
15.9% of trainees matching into general psychia-
try programs were IMGs in 2020, compared to 
25.5% in 2015) – which may in turn further ham-
per efforts to recruit into fellowships [5].

The burgeoning debt that U.S. and Caribbean 
medical student graduates endure also hampers 
recruitment into subspecialty training, as salaries 
for most subspecialists are similar to those of 
general psychiatrists. Many residents simply do 

not see the value in prolonging their training. 
Other residents may feel that the exposure they 
received during residency training was sufficient 
and may not appreciate the nuances of a particu-
lar subspecialty. Fellowship may also require 
moving to a new city for 1–2  years to receive 
training if the desired fellowship is not available 
locally, which may be particularly difficult for 
trainees who are at the point in their personal 
lives where they are beginning their own families 
and cannot feasibly relocate [7, 8].

Why should a general psychiatry residency 
program director ensure that their residents are 
prepared for fellowship training? To begin with, 
all general psychiatry programs are required by 
the ACGME to provide rotations or experience in 
all ACGME-accredited psychiatry fellowship 
areas with supervision by a faculty member with 
appropriate competency and training. In the case 
of CAP rotations, faculty must possess Board- 
certification in CAP [9]. Without efforts to pro-
mote subspecialty faculty recruitment and 
retention, it may fall on general residencies to 
increase the amount of training in subspecialty 
topics to ensure competence when treating these 
patients, who are often among the most vulnera-
ble. By proactively encouraging interested resi-
dents to pursue fellowships and preparing them 
effectively for subspecialty training, general psy-
chiatry program directors can develop a network 
of trained subspecialists who are affiliated with 
their program and may be more inclined to return 
to their general psychiatry residency program to 
contribute to educational and/or academic pur-
suits. Clinical supervision of psychiatry residents 
by diverse fellowship-trained faculty contributes 
to the richness of residents’ patient care experi-
ences and encourages cross-disciplinary collabo-
ration. This networking is particularly helpful for 
smaller or community-based programs, which 
may otherwise struggle to provide subspecialty 
exposure to residents. Providing high-quality 
exposure to a variety of subspecialty clinical and 
academic experiences contributes to the overall 
quality of a residency program and can make a 
program stand out when recruiting applicants. 
For those applicants who plan to pursue an aca-
demic career, knowing that a program prepares 
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its residents well for fellowship can make a pro-
gram more appealing.

 Overview of Fellowship 
Opportunities

Numerous opportunities exist for subspecialty 
training beyond the rotations and experiences 
included in a general psychiatry residency. The 
first step to effectively preparing residents for fel-
lowships begins with gaining knowledge about 
the variety of programs available, differences in 
requirements for each type of program, informa-
tion about application processes, and any pro-
grammatic nuances. For ease of discussion, 
fellowship opportunities can be divided into three 
groups: ACGME-accredited psychiatry fellow-
ships, ACGME-accredited fellowships in other 
specialties open to psychiatry residents, and non- 
accredited fellowships. Details on the unique 
aspects of these programs can be found below.

 ACGME-Accredited Psychiatry 
Fellowships

With the exception of Child and Adolescent 
Psychiatry, all individual fellowships in this cat-
egory are 1 year in length and require completion 
of all 4 years of general psychiatry training prior 
to matriculation into fellowship. Some programs 
also offer extended two-year fellowships that 
include both a typical fellowship year and addi-
tional time dedicated towards research. The 
American Board of Psychiatry and Neurology 
(ABPN) requires initial Board-certification in 
Psychiatry before one is eligible to be Board- 
certified in the specific subspecialty.

• Addiction Psychiatry
Addiction psychiatrists evaluate and man-

age patients with substance use disorders as 
well as those with other co-occurring mental 
health disorders. Some addiction psychiatrists 
may also treat patients with behavioral addic-
tions such as gambling or internet addiction. 
The American Academy of Addiction 

Psychiatry (AAAP) maintains a list of all 
Addiction Psychiatry programs. Residents 
should begin researching programs about a 
year and a half prior to graduation from resi-
dency. Beginning in 2021, most Addiction 
Psychiatry Fellowships utilize the Electronic 
Residency Application Service (ERAS®). 
Applications should be submitted early in the 
fourth Post Graduate (PG) year, as programs 
may begin interviewing as early as July. As of 
this writing, most Addiction Psychiatry pro-
grams are moving toward using the fellowship 
Match through the National Resident 
Matching Program (NRMP) and will follow 
the interview and rank order timelines associ-
ated with the Match.

• Child and Adolescent Psychiatry
Child and adolescent psychiatrists (CAPs) 
practice a holistic approach to the evaluation, 
diagnosis, and treatment of patients from birth 
through adulthood. Biomedical, developmen-
tal, psychological, and social perspectives are 
integrated to understand problems with 
thoughts, feelings, and/or behaviors. CAP 
programs differ from other fellowships in that 
they are 2 years in length. There are also mul-
tiple pathways to CAP training.
 – Traditional track refers to entering CAP 

fellowship following completion of 4 years 
of general psychiatry training, similar to 
other fellowships.

 – “Fast-tracking” is another exception to the 
standard rule when it comes to fellowships. 
Applicants interested in CAP fellowship 
may enter fellowship after only 3 years of 
general psychiatry training. ACGME 
requires completion of specific compo-
nents of the general psychiatry residency 
for fast-tracking applicants, which are 
detailed in the section “Logistics” of this 
chapter.

 – Alternate schedules in some programs vary 
the order of training. While most residents 
enter CAP fellowship after completing 
general psychiatry training, some programs 
may offer fellowship positions to residents 
who have completed only the PG1 or PG2, 
with the expectation that the remainder of 
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the general psychiatry requirements will be 
completed following fellowships. In these 
circumstances, program directors should 
be cautious to ensure ACGME continuity 
requirements are met and that trainees are 
aware that eligibility to take the Board 
Certification exams may be delayed. 
ACGME requires that residents must first 
complete a year of general psychiatry or 
primary care before entering a CAP fellow-
ship [10].

 – Post Pediatric Portal Program (PPPP) is an 
ACGME-approved pilot program for pedi-
atricians who complete a 3-year training 
experience following Pediatrics residency 
that allows them to be eligible for both 
General Psychiatry and CAP Board 
Certification. ABPN has assumed oversight 
of PPPP programs as of this writing.

 – CAP Tracks refer to programs that integrate 
both general Psychiatry and CAP training 
into one 5- or 6-year program. Typically, 
programs that offer this option dedicate a 
small number of their Postgraduate Year 
(PGY)1 Psychiatry positions to the CAP 
Track for medical students who are confi-
dent in their desire to pursue CAP training 
[11].

 – Triple Board programs offer combined 
training in Psychiatry, CAP, and Pediatrics 
during a 5-year program with Board- 
eligibility in all three disciplines.
Up-to-date information on CAP programs 

is listed in the Fellowship and Residency 
Interactive Database (FREIDA™) [12]. We 
recommend that trainees begin researching 
programs midway through the PG2 year if 
fast-tracking, or midway through the PG3 
year if planning to complete 4 years of resi-
dency. Most CAP fellowships participate in 
the Psychiatry Fellowship Match through the 
NRMP.  Applications are typically accepted 
beginning in July of each year, with interviews 
occurring throughout the late summer and 
early fall. Rank order lists are completed in 
mid-December, and Match results are 
announced to programs and applicants in early 
January. In some cases, trainees and programs 

may come to an agreement prior to July known 
commonly as “early decision.” This typically 
occurs in special circumstances when a trainee 
is determined to attend a specific fellowship 
program without interviewing elsewhere (for 
example, a resident who wishes to be guaran-
teed a position at their home institution).

• Consultation/Liaison Psychiatry (previously 
known as Psychosomatic Medicine)

C/L psychiatrists evaluate and treat psychi-
atric symptoms in patients receiving medical 
or surgical treatment. They may work in inpa-
tient or outpatient settings and focus on under-
standing how psychological problems 
influence physical health and how medical 
conditions are impacted by psychiatric fac-
tors. The Academy of Consultation-Liaison 
Psychiatry (ACLP) maintains a list of C/L 
psychiatry fellowships. C/L Psychiatry fel-
lowships participate in the Psychiatry 
Fellowship Match through the 
NRMP.  Applications are typically accepted 
beginning in July of each year, with interviews 
occurring throughout the late summer and 
early fall. Rank order lists are completed in 
mid-December and Match results are 
announced to programs and applicants in early 
January.

• Forensic Psychiatry
Forensic psychiatrists provide consultation 

in both criminal and civil cases and work in 
settings in which psychiatry overlaps with the 
legal system, such as correctional settings or 
state hospital systems. The American 
Academy of Psychiatry and the Law (AAPL) 
maintains a list of Forensic Psychiatry fellow-
ships. Trainees should begin researching pro-
grams and preparing their applications 
midway through their PG3 year. Forensic 
Psychiatry programs typically begin accepting 
applications earlier than other fellowships, in 
the late spring of each year. Programs each 
follow their own timeline with regard to appli-
cations, interviews, and offers, so applicants 
should contact programs well in advance.

• Geriatric Psychiatry
Geriatric Psychiatry focuses on the evalua-

tion and treatment of psychiatric symptoms in 
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older adult patients. Fellows develop expertise 
in the relationships between psychiatry, neu-
rology, and medicine while caring for patients 
who are nearing the end of their life. There is 
an emphasis on the complex interplay between 
biological factors such as medical co- 
morbidities, the psychological aspects of 
aging, and common psychosocial stressors 
encountered by geriatric patients and their 
caregivers. The American Association for 
Geriatric Psychiatry (AAGP) maintains a list 
of Geriatric Psychiatry fellowship programs. 
Trainees should begin researching programs 
during their PG3 year. While each program 
has its own timeline for applications, inter-
views, and offers, applications are typically 
submitted during the beginning of the PG4 
year.

 ACGME-Accredited Fellowships 
in Other Specialties Open 
to Psychiatry Residents

This category includes fellowships that are 
accredited by ACGME Review Committees other 
than Psychiatry, but which psychiatrists can com-
plete. After finishing the fellowship, psychiatrists 
can apply for Board-certification through spe-
cialty boards other than the ABPN.

• Addiction Medicine
Addiction Medicine Fellowships are 

accredited by the ACGME.  Addiction 
Medicine differs from Addiction Psychiatry in 
that applicants may have completed residency 
training in psychiatry or one of 23 other pri-
mary specialties prior to beginning fellow-
ship. Addiction Medicine programs have a 
comprehensive curriculum that includes the 
prevention and management of patients with 
substance use disorders primarily in a clinical 
medical setting. In contrast to Addiction 
Psychiatry programs, where the primary focus 
is on managing a patient’s psychiatric and 
substance use disorders, rotations in most 
Addiction Medicine fellowships focus on the 

intersection of a patient’s medical and addic-
tive disorders. Requirements regarding expo-
sure to psychotherapeutic modalities and the 
use of psychoactive medications in patients 
with mental health disorders in an Addiction 
Psychiatry program may align better with pre-
vious training in a psychiatry residency pro-
gram. However, psychiatry residents may 
consider an Addiction Medicine program 
instead if they intend to practice in an inte-
grated primary care or cross-discipline setting 
such as within a consult team or in a pain man-
agement specialty. Board Certification in 
Addiction Medicine is granted by the 
American Board of Preventive Medicine 
(ABPM). Most fellowships accept applica-
tions through ERAS® and have recently started 
using the fellowship Match for interviews and 
acceptance. A list of programs is available 
through the American College of Academic 
Addiction Medicine (ACAAM).

• Pain Medicine
Pain Medicine specialists focus on the pre-

vention of pain as well as the evaluation, treat-
ment, and rehabilitation of patients with pain 
as a symptom or a disorder. Pain Medicine is a 
subspecialty of Anesthesiology, Child 
Neurology, Neurology, or Physical Medicine 
and Rehabilitation. ACGME permits residents 
who have completed training in any specialty 
to enter a Pain Medicine fellowship; however, 
requirements vary by program and may be 
more restrictive. Board Certification is granted 
by the American Board of Pain Medicine 
(ABPM). Information on programs can be 
found through FREIDA™. Most programs 
accept applications through ERAS®. Many 
programs participate in the NRMP’s 
Anesthesiology Match, which begins accept-
ing applications in December of the PG3 year, 
with ranking completed in September and 
Match announcements in early October. Pain 
fellowships may be highly competitive, and 
interested trainees should begin researching 
programs and strengthening their application 
as early as possible by identifying a mentor, 
engaging in scholarly activity, etc.
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• Hospice and Palliative Care
Subspecialists in Hospice and Palliative 

Care manage the symptoms of patients with 
life- limiting illnesses, coordinate care with 
other providers, and address the psychosocial 
needs of patients and their families. Applicants 
must have completed a residency in Child 
Neurology, Family Medicine, Internal 
Medicine, Pediatrics, Physical Medicine and 
Rehabilitation, Neurology, or Radiation 
Oncology; or at least three clinical years of 
residency in Anesthesiology, Emergency 
Medicine, Obstetrics and Gynecology, 
Psychiatry, Radiology, or Surgery. Additional 
information and program lists can be obtained 
through the American Academy of Hospice 
and Palliative Medicine (AAHPM). Programs 
participate in the NRMP Medical Specialties 
Match. Applications are submitted beginning 
in July of a trainee’s final year of residency, 
with applicant and program rank lists in mid-
November and Match announcements in early 
December.

• Sleep Medicine
Sleep Medicine physicians evaluate and 

treat sleep disorders in an interdisciplinary 
setting. Sleep medicine fellows first complete 
a residency in Internal Medicine, Psychiatry, 
Pediatrics, Neurology, Family Medicine, 
Otolaryngology, or Anesthesiology. Board 
Certification is available from the relevant pri-
mary specialty’s Board. Further information 
on this fellowship can be obtained from the 
American Academy of Sleep Medicine 
(AASM). Programs typically accept applica-
tions through ERAS® beginning in July of the 
final year of residency. Most Sleep Medicine 
fellowships participate in the Medical 
Specialties Match, in which programs and 
applicants create rank lists in mid-November 
and Match results are announced in early 
December.

• Brain Injury Medicine
Brain Injury Medicine physicians work to 

prevent, evaluate, treat, and rehabilitate indi-
viduals with brain injury from a variety of 
pathologies. Brain Injury Medicine physicians 
must first complete an ACGME-accredited 

residency in Physical Medicine and 
Rehabilitation, Psychiatry, Neurology, Child 
Neurology, or Sports Medicine, though some 
programs may be more restrictive. Board- 
certification is available through the American 
Board of Physical Medicine and Rehabilitation 
in partnership with the ABPN. Programs typi-
cally accept applications through ERAS® in 
the summer with interviews occurring in 
September and October of an applicant’s final 
residency year. Programs participate in the 
NRMP Rehabilitation Medicine Match, which 
typically announces results in mid-December. 
Additional information, including a list of 
programs, is available through the Association 
of Academic Physiatrists (AAP).

 Non-Accredited Fellowships

Numerous institutions offer additional training in 
areas for which there is no ACGME accredita-
tion. Typically, residents receive formal recogni-
tion for completing one of these fellowships, but 
there is no Board certification available. The fol-
lowing list of fellowships is by no means compre-
hensive, as many institutions continue to develop 
unique fellowships targeted towards clinical or 
research areas of need.

• Public Psychiatry
Public Psychiatry (also referred to as 

Community Psychiatry) focuses on patients 
with mental disorders who are typically 
treated through publicly funded programs. 
Public Psychiatrists focus on aspects such as 
the social determinants of health, co-occurring 
mental disorders and substance use disorders, 
and issues related to systems of care. The 
American Association for Community 
Psychiatry (AACP) maintains a list of Public 
Psychiatry fellowship programs. Trainees 
should begin researching programs during 
their PG3 year, as programs typically begin 
accepting applications beginning in July of 
their PG4 year. Timelines vary between pro-
grams; thus applicants should directly contact 
programs to which they plan to apply.
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• Behavioral Neurology and Neuropsychiatry
Behavioral Neurologists and 

Neuropsychiatrists (BNNPs) develop exper-
tise in the evaluation and treatment of patients 
with complex neuropsychiatric and neurobe-
havioral disorders. Eligible applicants must 
complete a residency in either Psychiatry or 
Neurology prior to matriculation into fellow-
ship. The American Neuropsychiatric 
Association (ANPA) offers guidance on 
applying to BNNP fellowship on its website. 
The United Council for Neurologic 
Subspecialties (UCNS) accredits BNNP pro-
grams, maintains a directory of accredited 
BNNP fellowships, and offers certification 
for graduates. There is no standardized appli-
cation process. Trainees should begin 
researching programs midway through the 
PG3 year and should contact programs 
directly regarding the timeline for applica-
tions, interviews, and offers.

• Women’s Mental Health and Reproductive 
Psychiatry

Fellowships in Women’s Mental Health 
and/or Reproductive Psychiatry focus on the 
mental health and well-being of women, their 
children, and families and are typically based 
out of universities or hospitals. Both the 
Maternal Mental Health Leadership Alliance 
(MMHLA) and the International Society of 
Reproductive Psychiatry have posted lists of 
Reproductive Psychiatry Programs. Programs 
typically require completion of a Psychiatry 
residency prior to matriculation, though at 
least one program is also open to nurse practi-
tioners. There is no standardized application 
process, thus applicants should directly con-
tact programs of interest. Of note, some C/L 
fellowships also offer a Women’s Mental 
Health or Reproductive Psychiatry track.

• Cultural Psychiatry and Minority Mental 
Health (e.g., Hispanic Psychiatry, Transgender 
Psychiatry, LGBTQ+ Mental Health, Minority 
Health Policy)

A variety of non-accredited programs offer 
advanced training in culturally sensitive care 
for specific patient populations. There is no 
unified directory of programs and no stan-

dardized application process. Fellowships are 
typically affiliated with larger academic medi-
cal centers or federal agencies.

• Global Mental Health
Global Mental Health fellowships may 

integrate mental health policy, epidemiology, 
research, and intervention. Programs vary in 
focus, curriculum, and matriculation require-
ments, but are often open to a variety of health 
professionals. There is no standardized appli-
cation process.

• Emergency Psychiatry
Emergency Psychiatry fellowships train 

physicians to effectively identify and manage 
behavioral health emergencies. There is no 
standardized application process, thus appli-
cants should directly contact programs of 
interest.

• College Mental Health
These programs may also be referred to as 

Student Mental Health. Fellowships focus on 
the treatment of transitional age youth or treat-
ment in college or university settings. There is 
no standardized application process thus 
applicants should directly contact programs of 
interest.

• Psychotherapy
Fellowship programs are available to a 

variety of mental health professionals in a spe-
cific psychotherapy modality, such as psycho-
analysis and psychodynamic psychotherapy 
(often sponsored by a regional psychoanalytic 
institute or society).

• Research
Many academic psychiatry departments 

and agencies such as the National Institute of 
Mental Health (NIMH) offer the option of 
additional training time focused on a specific 
area of research.

Additional information and details on many of 
these fellowships can be obtained by reviewing 
the “How and Why to Apply” documents updated 
regularly by the Recruitment Committee of the 
American Association of Directors of Psychiatric 
Residency Training (AADPRT, www.aadprt.
org). The documents are designed to provide 
medical students and residents with a wealth of 
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information on a variety of psychiatric subspe-
cialties. Table 19.1 lists the websites for various 
subspecialty organizations, which often contain 
guidance on applying to fellowships, information 
on programs, and opportunities for interested 
trainees to attend meetings or become more 
involved.

 Preparing Residents for Fellowship

The next step in appropriately preparing resi-
dents to pursue fellowship training includes pro-
viding them with high-quality exposure to 
different subspecialty areas. Consideration 
should be given to rotation/experience timing, 
content, supervision, and related didactics.

Ideally, subspecialty experience should occur 
within the first 2  years of postgraduate (PG) 
training. This gives trainees ample time to iden-

tify an area of interest, develop their application, 
seek letters of recommendation, and make an 
informed decision regarding fellowship training. 
As noted above, some CAP programs offer an 
“early decision” program in which applicants 
commit to a program before the end of the PG2 
year. In these instances, exposure to CAP in the 
first year or early in the second year is essential 
for interested residents. While many programs 
schedule required rotations in Addiction, CAP, 
Consultation/Liaison, Forensic, and Geriatric 
psychiatry during the PG2 year, this approach 
may not be realistic for all programs. Some pro-
grams may have the ability to integrate subspe-
cialty experiences into other core rotations, for 
example, residents may spend a portion of their 
outpatient rotation seeing child and adolescent 
patients or may gain forensic experience on a 
specialized inpatient unit.

Table 19.1 Subspecialty organizations

Organization Website Description
American Academy of Addiction 
Psychiatry (AAAP)

www.aaap.org Information on applying to Addiction Psychiatry, 
program lists & other helpful information as well 
as educational resources

American Academy of Child and 
Adolescent Psychiatry (AACAP)

www.aacap.org Maintains a wealth of information for medical 
students and residents interested in CAP

Academy of Consultation 
Liaison Psychiatry (ACLP)

www.clpsychiatry.org Information on C/L fellowships, mentorship, 
applying to fellowship, and teaching resources

American Academy of 
Psychiatry and the Law (AAPL)

www.aapl.org Information on applying to Forensic Psychiatry 
fellowship and list of programs

American Association for 
Geriatric Psychiatry (AAGP)

www.aagponline.org Geriatric Psychiatry career information, 
mentorship opportunities, and more

American College of Academic 
Addiction Medicine (ACAAM)

www.acaam.org Fellowship resource center contains up-to-date 
Addiction Medicine fellowship information

American Academy of Hospice 
and Palliative Medicine 
(AAHPM)

www.aahpm.org Directory of Hospice & Palliative Care 
fellowships as well as guidance for fellows and 
programs

American Academy of Sleep 
Medicine (AASM)

www.aasm.org Residency and fellowship information for careers 
in Sleep Medicine

Association of Academic 
Physiatrists

www.physiatry.org Information on Brain Injury Medicine and list of 
fellowship programs

The American Association for 
Community Psychiatry (AACP)

https://sites.google.com/view/
aacp123/home

Lists resources and curriculum related to Public 
Psychiatry

American Neuropsychiatric 
Association (ANPA)

www.anpaonline.org Guidance on applying to BNNP fellowships

United Council for Neurologic 
Subspecialties (UNCS)

www.ucns.org Maintains a list of certified BNNP fellowships

Maternal Mental Health 
Leadership Alliance (MMHLA)

www.mmhla.org Houses a directory of Women’s Mental Health & 
Reproductive Health fellowships

International Society of 
Reproductive Psychiatry

www.reproductivepsychiatry.
com

Maintains a list of Reproductive Psychiatry 
programs as well as educational resources
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With regard to rotation content, thought 
should be given to the quality of the rotation 
experience. While a rotation or experience may 
be brief, consideration should be given to the 
breadth of exposure within a given subspecialty. 
Exposing residents to only the most severe 
patients in an acute care setting may discourage 
them from pursuing a fellowship by limiting their 
experience. A carefully thought-out rotation uti-
lizing all available treatment settings in a particu-
lar subspecialty, even within the first 2 years of 
residency training, could help broaden the train-
ing experience and exposure to the subspecialty. 
Many subspecialists practice within a range of 
treatment settings, and allowing residents to 
experience all the aspects of that subspecialty 
will go a long way in enriching their experience. 
For example, including both inpatient and outpa-
tient components of a geriatric rotation provides 
a more balanced experience for all residents. 
While some programs may be tempted to reduce 
CAP months for residents planning to fast-track, 
this can actually be detrimental as residents are 
then expected to commit to a fellowship with 
only minimal exposure to CAP.  The quality of 
role-modeling by faculty and the importance of 
mentoring residents during these rotations cannot 
be stated enough. One of the goals of any such 
rotation should be to foster excitement and enthu-
siasm for that subspecialty so that residents may 
begin to imagine a life-long career working in 
that area. This can be achieved by the faculty 
sharing their experience about their own training, 
day-to-day challenges and successes, and their 
love for the specialty that keeps them going. 
Involving residents in ongoing scholarly projects 
or helping them develop cross-discipline collabo-
rations are some of the other ways to engage 
them early. Another way to engage and motivate 
residents is to encourage them to attend annual 
conferences organized by the national organiza-
tions for that subspecialty and connect them to 
mentors outside of their parent institution via 
these organizations.

Clinical supervision of residents by a 
subspecialty- trained faculty member also allows 
for unique mentoring opportunities and encour-

ages residents to gain a better understanding of 
the nuances that particular psychiatric subspe-
cialty has to offer. Although formal clinical 
supervision by the subspecialty faculty may be 
limited to a particular rotation or elective, men-
torship can be offered outside of these constraints 
and even during the first year of residency based 
on the resident’s interest.

Didactics offered by subspecialty faculty are a 
wonderful way of introducing residents to the 
breadth of knowledge psychiatry has to offer. For 
those programs where residents only have sub-
specialty rotations beginning in their second 
postgraduate year, having subspecialists provide 
didactics in the first year could assist with foster-
ing early mentor-mentee relationships. Programs 
with limited resources may consider numerous 
tele-didactic opportunities offered by subspecial-
ists from other programs with more resources or 
access resources available through 
AADPRT.  Some national organizations (see 
Table 19.1) provide extensive reading lists, slide 
sets, and even recorded presentations that can be 
used in place of or alongside more traditional 
didactics. For example, psychiatry case confer-
ences are offered virtually by both the Academy 
of Consultation-Liaison Psychiatry and the 
American Academy of Psychiatry and the Law 
for the benefit of trainees who do not have access 
to these subspecialty resources at their home 
institutions. Similarly, the American Academy of 
Child and Adolescent Psychiatry recently began 
a journal club focused on adolescent substance 
use disorders which is open to all AACAP mem-
bers and trainees. Smaller programs may also 
consider hiring faculty from another program to 
present didactics or teach psychotherapy, and 
may consider combining didactics for consecu-
tive postgraduate years to save on faculty time. 
Local chapters of the American Psychiatric 
Association or the Veterans Affairs may be 
another source for recruiting teaching faculty. In 
recent years, most national conferences or orga-
nizations, such as the National Neuroscience 
Curriculum Initiative, have offered multiple 
asynchronous online learning modules that can 
be incorporated in the didactic curriculum. 

19 Preparing Residents for Fellowship



316

Finally, senior residents or fellows can be tapped 
to teach junior residents as part of their teaching 
requirements.

For other ACGME-accredited and non- 
accredited fellowships, the role of elective and/or 
away rotations is critical. These rotations allow 
interested residents to experience firsthand the 
clinical care, structure, and content of training for 
that subspecialty. These away rotations are also 
critical in developing relationships and networks 
with subspecialists who can mentor, provide let-
ters of recommendation, and assist with choosing 
the right fellowship program. Since these subspe-
cialties generally have a narrow focus, away rota-
tions allow residents to consider a lifelong career 
in that particular area or how to appropriately 
incorporate their subspecialty experience in prac-
ticing more broadly as a psychiatrist.

Along with acquiring formal and informal 
experiences in a particular subspecialty, residents 
should also be coached on how to build up their 
professional resume. Although not as competitive 
as most residency applications, some subspe-
cialty programs are quite competitive, either due 
to the quality of their training, the breadth of 
experience they offer, or the geographical region 
they are located in. Those residents who prefer to 
train at a particular subspecialty program that is 
competitive, or who do not have much flexibility 
in the choice of fellowship programs, may want 
to stand apart from other candidates by having a 
solid profile. Any demonstrated interest in that 
subspecialty is helpful, and most fellowship pro-
grams look for this in an applicant’s profile or 
during interviews. One of the ways to exhibit this 
interest is to participate in local, regional, and/or 
national professional organizations for that sub-
specialty. Most committees at these organizations 
strongly encourage resident representation. 
Residents could also be involved in special- 
interest groups or present their scholarly work at 
the annual meetings hosted by these organiza-
tions. Establishing professional relationships 
with mentors not only provide residents with 
exposure to a subspecialty but is also critical 
when requesting letters of recommendation. 
Equally important is a demonstration of commu-
nity involvement, especially in that particular 

subspecialty. This can take many forms, ranging 
from volunteering at the local shelter, providing 
free psychiatric consultation to the underserved, 
or being on the Boards of mental health organiza-
tions like the National Alliance on Mental Illness. 
Participating in advocacy work regionally or 
nationally is another way of showcasing commit-
ment and leadership skills. Finally, many pro-
grams prefer some demonstration of scholarly 
activity, and residents who are considering apply-
ing to competitive programs may benefit from 
formal, published research work in that 
subspecialty.

There is much variability in the fellowship 
recruitment process as described above, and 
Program Directors should meet with interested 
residents well in advance to make sure that they 
are aware of the application timeline and other 
procedural considerations. Program Directors 
who engage in networking and frequent commu-
nication with fellowship program directors bene-
fit by being aware of recent changes in fellowship 
application processes in other subspecialties and 
at other programs. Residents also benefit from 
networking opportunities to learn more about 
specific programs. Many subspecialty organiza-
tions host mentorship or recruitment programs as 
part of their annual meetings. Most fellowship 
programs have their own webpage affiliated with 
their parent institution, and a list of available fel-
lowships can generally be found on each subspe-
cialty national organizations’ website (e.g., 
AACAP for child & adolescent psychiatry; ACLP 
for consult-liaison psychiatry, AAAP for addic-
tion psychiatry, etc.), or on the FREIDA™ web-
site. Interested residents should carefully peruse 
the application instructions on these subspecialty 
websites and reach out to respective Program 
Directors or coordinators in case of doubt.

Program Directors play an important role in 
evaluating whether a resident is a good fit for the 
subspecialty they have expressed an interest in. 
They should assess whether the resident has had 
an adequate amount of and sufficiently diverse 
clinical experience in that subspecialty to make 
an informed choice. Are they ready to take on the 
additional 1–2 years of training given their per-
sonal, family, or financial burdens? Have they 
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considered the practice setting and/or the income 
potential after graduation and does it align with 
their choice of subspecialty training? Would sub-
specialty training require moving to a different 
geographical area for a few years? Finally, are 
they meeting all of their current psychiatry mile-
stones adequately to be successful in a fellowship 
program? A Program Director should, in collabo-
ration with other faculty or with the residents’ 
mentor, have these conversations early on with 
the resident especially if they feel their resident is 
not a good fit for the subspecialty they have 
expressed interest in pursuing. Critically evaluat-
ing and addressing some of these deficiencies 
may either confirm the resident’s choice, or per-
haps veer the resident to a more appropriate sub-
specialty. At the end of the day, a resident is still 
free to choose to apply to whatever subspecialty 
they are interested in. If the Program Director 
strongly disagrees with this choice, they may 
choose to communicate their concerns in their 
letter of recommendation.

In the case of CAP, program directors must 
also assess a resident’s readiness to fast-track. In 
general, residents who are in good standing and 
who have met all rotation requirements for ABPN 
Certification in Psychiatry are eligible to fast- 
track. Program directors should also assess a resi-
dent’s ratings based on the ACGME Psychiatry 
Milestones to identify any deficient areas. While 
there are no minimum Milestone requirements, 
areas in which a resident ranks significantly 
below their peers should be identified and appro-
priate feedback provided to the resident. For pro-
grams with an affiliated CAP fellowship, having 
input from the CAP Program Director during 
Clinical Competency Committee meetings may 
be helpful. Some programs may opt to form a 
committee focused exclusively on this area, such 
as the University of Kansas School of Medicine-
Wichita Psychiatry Residency Program’s Child 
and Adolescent Psychiatry Preparation and 
Mentorship Team (CAPPMT), which includes 
early support and ongoing mentorship for resi-
dents interested in CAP along with assessment of 
readiness for fast-tracking [13]. For residents 
with significant areas of concern, feedback 
should be given as early as possible to allow resi-

dents time to improve before fast- tracking. 
Feedback should be specific and include strate-
gies for improving readiness, keeping in mind 
that many CAP applicants complete 4  years of 
residency before matriculating into fellowship 
and that the additional year of training is rarely 
viewed as a negative.

Residents applying to a particular subspe-
cialty are usually good at communicating their 
interests during the actual fellowship interviews. 
However, residency Program Directors should 
identify residents who have less effective inter-
view skills but are otherwise strong fellowship 
candidates and help them develop strategies to be 
able to put their best foot forward. This is essen-
tial even when interviewing virtually since inter-
views are typically where a candidate “makes it 
or breaks it.” Conversations between residency 
Program Directors and residents preparing for 
fellowship interviews should include discussion 
about overall appearance, demeanor, appropriate 
versus inappropriate interview topics and ques-
tions, etc., and are especially important for resi-
dents who have clear deficits in any such areas.

 Logistics

The final step in preparing residents for fellow-
ship is making sure they meet all the residency 
requirements before they transfer over, and being 
aware of other logistic issues when applying to 
fellowships. All residents, and especially those 
who are “fast-tracking” to CAP, still need to com-
plete all the required rotations and experiences 
for an appropriate amount of time as specified by 
the ACGME and ABPN. There are specific expe-
riences that may be “double-counted” when a 
resident fast-tracks to a CAP fellowship. Program 
Directors should be aware of these; however, they 
should still strive to get the resident to complete 
all the requirements to avoid any future creden-
tialing problems. For example, residents must 
successfully complete at least two, if not all three 
Clinical Skills Evaluations (CSE) in Psychiatry 
before fast-tracking into CAP fellowship; 
 otherwise, they will be ineligible to sit for the 
Psychiatry Board Examination. Further, they 
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must have had clinical experiences in forensic, 
community, and emergency psychiatry along 
with the required number of rotations. Residents 
applying to fellowships other than CAP must 
complete all three CSEs and all other required 
rotations/experiences before beginning fellow-
ship. An updated list of these requirements can be 
found in the ACGME program requirements for 
fellowships (https://www.acgme.org/specialties/
p r o g r a m -  r e q u i r e m e n t s -  a n d -  f a q s -  a n d - 
applications/pfcatid/21/psychiatry/).

As a residency program director, it is impor-
tant to pay attention to the differences in the 
application processes and timelines for each fel-
lowship. As described above, some specialties 
offer an “early acceptance” toward the end of a 
resident’s PG2 year in the case of fast-tracking 
into CAP, or more commonly, toward the end of 
their PG3 year for other fellowships. Each fel-
lowship has its own recruitment timeline, but 
most have some consensus within their 
subspecialty.

 Conclusion

Psychiatry is a broad specialty with many areas 
of sub-specialization. However, there is a signifi-
cant shortage of psychiatrists in the United States 
and an even more substantial need for appropri-
ately trained subspecialists. This, combined with 
the inequitable distribution of subspecialists in 
primarily urban areas creates a challenge for 
many patients and families in accessing quality 
mental health care. Residency training programs 
in psychiatry are uniquely positioned to encour-
age and prepare trainees to pursue subspecialty 
fellowships. The first step is for the training lead-
ership and faculty mentors to be aware of the 
various accredited and non-accredited fellow-
ships, and other opportunities that exist for resi-
dents. The next step is to prepare residents 
appropriately for fellowships by skill- and 
resume-building. The final step involves making 
sure they have met all residency requirements 
and are aware of the logistics, timelines, and 
administrative differences between fellowships 

to ensure a stress-free application process. Each 
fellowship program within a subspecialty may 
have differences, with some accepting applica-
tions via a common application process, while 
others utilize the ERAS® application system and 
the ERAS® timeline. Depending on the subspe-
cialty, fellowships may participate in the Match 
(for example, most CAP fellowships) whereas 
many others may offer positions outside of Match 
(most of the other fellowships besides CAP and 
C/L). The “How and Why” documents referenced 
earlier in the chapter provide updated guidelines 
about each subspecialty recruitment process.

Applying for fellowships can be daunting for 
a resident, especially when it involves exploring 
a program other than their home institution or a 
program in a geographical region unknown to the 
resident. However, with support, it can also be an 
incredibly gratifying experience to have found 
the right subspecialty fellowship to train in.
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 Introduction

 In Greek mythology, Odysseus went off on a 
10-year Odyssey. He entrusted his friend 
“Mentor” to raise his son [1]. Mentor did his job 
well! In modern terms, faculty mentoring of psy-
chiatry residents involves a relationship, good 
communication, goals, and the resident benefit-
ing from the experience and wisdom of the fac-
ulty member.

Mentoring should be differentiated from other 
developmental relationships. There is general 
agreement that mentoring has both relational and 
developmental context, has a career development 
function, and includes a number of specific 
phases [2]. The phases of mentoring have been 
well described. These include an initiation phase 
where a possible mentoring relationship is 
explored, a cultivation phase where the majority 
of the work takes place, a separation phase where 
the mentee’s autonomy increases, and a redefini-
tion phase where the mentor and mentee become 
mutually supportive colleagues [3]. A good men-

toring relationship is a trusting, close, and mean-
ingful relationship, which occurs within a 
professional context. The process of mentoring 
has many possible components, including 
befriending, providing guidance, teaching, 
coaching, nurturing, sponsoring, and helping 
with career development [2]. Mentors may advo-
cate for their resident mentee, and use their expe-
rience to alert the mentee to potential obstacles 
they may face. Within this context, the goal of 
mentoring psychiatry residents is to help them 
with their personal and professional development 
as they work towards graduation and to help them 
build the skills they need to take on a challenging 
career. Although there are a number of definitions 
of mentoring in the literature, definitions are 
expanding and changing over time. Inclusiveness, 
equity, and social justice have recently received 
more focus as a component of the mentoring 
relationship.

This chapter will review several aspects of 
mentoring residents and fellows in psychiatry 
graduate medical education (GME) programs. 
These include the multiple roles that program 
directors have in mentoring residents and in lead-
ing the administration of mentoring programs, 
the program director’s role in helping struggling 
residents, and the limits of program director men-
toring when a resident requires a disciplinary 
process. We will cover mentoring done by faculty, 
chief residents, and experienced resident peers; 
group mentoring as well as individual mentoring; 
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and mentoring specific to career development. 
We will discuss mentoring for specific groups of 
trainees, such as underrepresented resident 
groups, rural track residents, and residents with a 
strong interest in research. We will look at how 
good mentoring relationships begin and end and 
we will discuss mentoring failures. Finally, we 
will discuss future directions for mentoring 
research.

 Program Director Mentoring 
Relationship Considerations

The relationship between the program director 
and the residents in the training program is com-
plicated, and often dictated by the leadership 
style of the program director. Are the residents 
employees or students? For tax purposes, in 
2011, the US Supreme Court decided that resi-
dents are employees [4], yet residents are clearly 
involved in many daily educational activities and 
are closely supervised by faculty. Program direc-
tors may alternatively see themselves as leaders 
providing administrative skills to a complex 
organization, with clear employer–employee 
boundaries, or as faculty, master educators, resi-
dent mentors, role models, and sometimes “sur-
rogate parents.” These overlapping roles 
(employer, mentor, and parental figure) can com-
plicate mentoring if/when residents share aspects 
of their personal life. Therefore, embarking into 
the mentoring dyad requires clear communica-
tion between the program director and the trainee 
to determine whether an outside mentor would be 
more appropriate and effective.

 Mentoring the Resident Group

While every program director mentors residents 
in some aspect of their training, in a small train-
ing program, program directors might have time 
to get to know each of the residents very well and 
to assign them individually to specific mentors 
based on their needs and interests. However, in a 
larger program, the program director role should 
be focused on their administrative role, with the 

goal of organizing a formal mentoring program 
for the resident group.

Program directors meet with the resident 
group on a regular basis. This affords them mul-
tiple opportunities to mentor the residents as a 
group. The director has opportunities to explain 
many resources to the residents, which should 
include wellness resources, as well as how to get 
help for mental health problems. Such conversa-
tions about wellness resources should occur in a 
tone that makes it acceptable to seek help when 
needed. The program director can also inform the 
residents about local and national conferences, 
advocacy organizations, research opportunities, 
and national awards or programs that suit indi-
vidual interests. The program director has many 
opportunities to impart their philosophy of resi-
dent education, explain why they chose the edu-
cational mission of the department, and explain 
how the department can support residents to build 
their careers. The program director can educate 
the residents about mentorship relationships, and 
the goals and expectations of mentorship pro-
grams within the residency program. Regular 
meetings with the resident group or subgroups 
provide many chances to demonstrate the pro-
gram’s dedication to helping each resident get the 
training that they need to be successful. During 
appropriate times, the program director should 
also discuss normal disciplinary procedures, 
reassure the residents that few of them will have 
trouble, and explain that the goal of these proce-
dures is to support and graduate a competent and 
successful resident. If residents have the sense 
that they are being taken care of, that they will be 
warned well before any serious trouble, and that 
the program director has their back and will fight 
for them to succeed, the director can earn the 
trust of the resident group.

 Clarifying Program Administration 
Mentoring Roles

Program administration, including program 
directors and associate/assistant program direc-
tors, could be considered the “generalists” of the 
mentoring faculty. In their administrative roles, 
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especially within the context of Accreditation 
Council for Graduate Medical Education 
(ACGME) required twice yearly meetings, pro-
gram directors help residents identify career and 
research interests, can guide choices of electives 
and conference attendance, and can serve as con-
nectors to other faculty members with similar 
academic or career interests. Chief residents can 
sometimes serve as mentors for personal life 
issues and can also serve as problem-focused 
“coaches,” to help residents further develop spe-
cific skills or address learning deficits [5]. 
Programs can help connect residents to specific 
faculty members as additional mentors, espe-
cially in the context of specialized academic or 
career interests, such as identifying an adjunct 
faculty member in the community who is an 
expert in preschool mental health. Faculty men-
tors can also serve as coaches for performance 
issues, such as working on interviewing skills or 
psychotherapy skills.

 Faculty Mentoring of Residents

While the ideal would be a formal mentoring pro-
gram developed within the training program, 
there are a number of ways to set up a good men-
toring/career counseling program. There are sev-
eral questions to consider in doing this. For 
example, should mentors be assigned early in 
training, or is it best for residents to be assigned 
an advisor, who is responsible for connecting 
residents to an appropriate mentor as their pro-
fessional interests develop? Should residents be 
allowed to choose their own mentors? What are 
the mentoring roles of chief residents and senior 
residents? Where can non-physician faculty play 
a role in mentoring? For example, can a resident 
be assigned a psychologist mentor, if the resident 
wants psychotherapy to be a key part of their 
future career? The answers to these questions 
will likely depend upon the individual resources 
of the program. For example, one program has a 
single chief resident, while another has three 
chief residents and a junior chief. One program 
has a strong psychotherapy program run by psy-
chologists who are psychiatry faculty, while 

another program has psychiatrists with strong 
expertise in psychotherapy.

There are advantages with the training pro-
gram assigning mentors, and some benefits when 
residents choose their own mentors. Studies have 
suggested that mentees prefer to have a choice in 
their mentors, feeling it increases the likelihood 
of having good “chemistry” with the mentor [6, 
7]. However, that may be difficult in a small pro-
gram with limited faculty availability. In pro-
grams with a large faculty group, residents may 
not have the opportunity to interact with faculty 
who have experiences that align with their career 
or professional/personal goals, and could miss 
out on a valuable relationship. Assigning mentors 
(or advisors) early in training demonstrates that 
mentorship is a priority for the training program 
and ensures that all the residents at least start out 
with a mentor/advisor. Assigning mentors is 
especially helpful for underrepresented groups 
(see Mentoring Across Differences section of this 
chapter). Residents can also add mentors of their 
choosing as their needs develop, or transition to 
new mentors. Programs may also wish to use 
peer mentors, either one-on-one or in the context 
of group mentoring. Although additional studies 
are needed regarding peer mentorship, non- 
psychiatry residency peer mentorship programs 
have increased scholarly work, improved com-
munication skills, and enhanced resident group 
cohesion [8]. Whatever approach the program 
chooses, the goal is to find a good “fit” for an 
individual resident, and to help them develop and 
grow with their career and personal needs.

One aspect of a successful faculty-resident 
mentoring relationship mentioned repeatedly in 
the literature is the need for residents to take an 
“active role” in the process [9]. How can a resi-
dent go about this? Residents can work with the 
faculty mentor to develop specific goals for the 
relationship, which can be reviewed and changed 
as needed over time. These goals might be educa-
tional, related to career development, or personal. 
When goals are set by the mentor and mentee, the 
mentor must always keep in mind that the goals 
should come from the mentee, and not be projec-
tions of the mentor’s goals for the mentee. The 
faculty member needs to find a middle ground 
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between pushing the mentee towards their goal at 
times, while keeping the mentee from becoming 
overwhelmed. In addition, the mentor must 
remain flexible, as the mentee’s ideas and goals 
will change over time. In psychiatry, the mentee’s 
own background, culture, and experiences play a 
role in their practice of psychiatry and 
 development into a fully trained and competent 
psychiatrist. It is not surprising that mentors 
often learn about the mentee’s personal history, 
since this may be important in understanding 
aspects of the resident’s career development. 
When the faculty member is supportive and avail-
able to the resident, and gains their trust, the 
potential for understanding and growth is accel-
erated. The benefits of these relationships are 
great, although in any close interpersonal rela-
tionship, the mentee and especially the mentor 
must be aware of relationship boundaries. This is 
especially true if either the mentor or mentee is 
struggling in their own personal life. Self-
awareness and discussion of boundaries as 
needed is important, and like boundary concerns 
with patients, should be discussed in the relation-
ship or with a third party early on before any lines 
are crossed.

Another frequently cited aspect of successful 
mentoring programs by faculty is that they are 
aligned with institutional and departmental goals 
and that faculty development regarding mentor-
ing is offered by the program [10]. This is espe-
cially true with mentoring programs for women 
residents and residents who are underrepresented 
in medicine.

 Research or Scholarly Mentoring

Residents who are clearly interested in an aca-
demic career with research as an important com-
ponent will need experienced mentors with 
research projects, savvy, connections, and a 
desire to develop the next generation of faculty 
researchers. This type of mentoring is very 
resource dependent. In a program where the 
number of senior faculty researchers/mentors is 
limited, faculty will only be interested in mentor-
ing residents who make a strong commitment to 

research. This could mean residents in an MD/
PhD research track, or residents with more lim-
ited research background who are willing to 
make a significant commitment of time and 
money and sacrifice to dedicate themselves to 
research projects. For example, a resident who is 
serious about research should be willing to forgo 
moonlighting, work weekends on research proj-
ects, and present data nationally at conferences. 
Novel approaches include resident group mentor-
ing with a research curriculum led by research 
faculty [11]. Well-resourced research programs 
may be able to provide residents who are ambiva-
lent about research with some research experi-
ence. Programs with more limited resources may 
focus on giving residents interested in clinical 
careers a didactic general understanding of 
research, while having residents complete schol-
arly review papers or quality improvement proj-
ects, including presentations to resident peers and 
faculty.

 Mentoring in Rural Tracks

Residents in rural tracks may encounter limited 
mentoring resources for a variety of reasons. 
There are limited full-time faculty at rural train-
ing sites, which means more of the adjunct fac-
ulty might have to serve as mentors. For career 
development opportunities, there may be a lack 
of access to subspecialists and specialized psy-
chiatric systems of care. Rural residents need 
mentoring specific to rural practice, including a 
curriculum covering rural systems of care, tele-
psychiatry, and the business side of rural practice 
[12]. Residents and faculty in rural tracks are 
often more autonomous and self-directed in their 
educational pursuits, but have to find ways to 
avoid becoming isolated. Rural supervisors have 
specialized knowledge and experience regarding 
working in under-resourced areas. For rural 
tracks, when residents want to pursue a special-
ized interest, a program should consider setting 
up a formal mentorship program to combat any 
limitations. Specialists from the sponsoring insti-
tution can be recruited and mentoring sessions 
can be conducted virtually. Rural residency 
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tracks may also be an opportunity for group men-
toring, as many of the challenges with rural care 
and opportunities for career/ professional devel-
opment should overlap amongst trainees.

 National Mentors

Residents who have a strong interest in profes-
sional service on a national level, or residents 
who would benefit from a mentor in a specialized 
area not available within their training program, 
should be advised to join a national organization 
that best fits their needs. National organizations 
might include the American Psychiatric 
Association (APA), or more specific organiza-
tions related to the resident’s interests. For exam-
ple, a resident who plans to apply for an addiction 
fellowship in the future might join the American 
Academy of Addiction Psychiatry (AAAP). 
National organizations have a reduced fee sched-
ule for resident memberships to make member-
ship more affordable. Most organizations have 
mentoring programs for residents and specialized 
organizations have mentoring programs that 
include fellows. Once a resident has joined a 
national organization, separate from the formal 
mentoring programs, residents can apply via the 
organization’s website to join a committee, cau-
cus, or workgroup suited to their interests. They 
might first check to see if their psychiatry depart-
ment is able to help fund travel and/or accommo-
dations for resident roles on national committees. 
If the resident is not selected as a resident mem-
ber for their committee of interest, they can still 
attend the organization’s national conference on 
their own, and then attend the committee meeting 
as a non-voting visitor. For example, take a resi-
dent who has a strong interest in serving children 
in the deaf community as part of their larger plan 
to become a child psychiatrist. The resident 
should be encouraged to join the American 
Academy of Child and Adolescent Psychiatry 
(AACAP), paying the reduced membership fee. 
Then he or she could use the AACAP website to 
sign up for their formal mentoring program. 
Alternately, the resident can use the AACAP 
website to try and join a committee specific to 

their career interest and needs. The resident in 
this example could apply to join the AACAP 
“Deaf/Hard of Hearing and Blind/Low Vision 
Committee.” If they are selected as a resident 
member of the committee, they can talk with 
their program director and/or department to see if 
they can help fund attendance at the annual 
AACAP Conference, where the committee 
meets. There are many benefits of serving on a 
national committee, and psychiatric organiza-
tions encourage and welcome resident participa-
tion. If the committee does not currently have an 
opening for a resident member, the resident in 
this example would still have the option of attend-
ing the conference on their own, attending the 
committee as a visitor, and using the opportunity 
to meet potential mentors. The resident could 
also stay on the waiting list for a committee open-
ing. This type of networking offers the resident 
the experience of meeting and sharing ideas with 
psychiatry specialty experts and national leaders, 
and opens up the possibility of new mentoring 
relationships.

 Mentoring Lessons from Business 
Environments

The literature on mentoring in business schools 
and workplaces offers some interesting insights. 
For example, in the business world, they have 
known for a long time that mentoring has many 
benefits, including increased psychological 
safety within the organization [13]. Furthermore, 
the quality of mentorship for top leaders/CEOs 
has been associated with increased organizational 
innovation [13]. The degree of increased innova-
tion is mediated by two factors: psychological 
safety within the organization and the cognitive 
adaptability of the company leader. The greater 
the perception of psychological safety and the 
less cognitive adaptability of the leader, the 
greater the effect of mentoring. Psychiatry train-
ing institutions primarily focus on mentoring 
trainees and new faculty, and may want to con-
sider a focus on mentorship programs for top 
leaders as part of their normal custom and cul-
ture. In a study of Chinese business training pro-
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grams, educational leaders with a “bottom-line” 
mentality (prioritizing organizational goals over 
resources for teacher development) had negative 
effects on teacher innovation and psychological 
safety, although this was moderated somewhat 
when organizational values aligned with the 
teacher’s values [14]. Multinational research has 
shown that females in business, compared with 
males, put a greater emphasis on the organiza-
tional values within their workplace [15]. 
Participative leadership versus bottom-line lead-
ership improved psychological safety, cohesive-
ness, communication, and team functioning. In 
residency training programs, the program direc-
tor mentors the resident group with hopes of 
greater cohesion. Business research shows that 
employee productivity improves as “employee 
cohesion” increases, and this becomes more vital 
as the intensity of the workload increases [16]. 
“Task cohesion” is a separate but strong determi-
nant of performance in a business environment 
[17]. Task cohesion is primarily influenced by 
strong leadership and consistent communication 
of goals. Program directors who want to shape 
the philosophy of a program will need to develop 
and continually communicate training program 
priorities to both faculty and trainees. In a study 
of a business entrepreneurship program, students 
who were assigned mentors who were entrepre-
neurs were more likely to become entrepreneurs, 
more likely to choose an early-stage venture, and 
were more likely to select better performing ven-
tures [18]. This seems to validate the need for 
specific mentors for specific types of students/
trainees in any setting.

 Career Development

To help the residents with career development, 
program directors have multiple approaches at 
their disposal. Using their connections with 
department faculty, adjunct faculty, and outside 
faculty from other institutions, program directors 
can connect residents with faculty with similar 
interests to serve as career mentors. Mentorship 
has been shown to be influential in selecting 
careers, especially in choosing to pursue a career 

in academic medicine [19]. With mentoring early 
in residency, the career mentor’s role is to help 
with the career and professional development of 
the resident, not to be a recruiter into the faculty 
member’s specific interest area. Mentors should 
be open and encouraging as residents may change 
their interests over time. Mentoring later in resi-
dency may involve facilitating connections with 
other faculty members and/or local and national 
colleagues specifically to match the resident’s 
interests with the interest and skills of the pro-
spective mentor.

Program directors can help residents pursue 
scholarly work within their desired career field 
and identify opportunities for electives within 
this field to further clarify their interest and also 
to help make professional connections. For 
example, a resident interested in addiction psy-
chiatry should be encouraged to take addiction 
electives that can give them a broader perspective 
compared with the required rotation, or explore 
experiences with specific subpopulations they 
might be interested in, such as pregnant women 
with an opioid use disorder. A resident exploring 
a career as an academic educator could be con-
nected with teaching faculty within the medical 
school to help develop medical student curricu-
lum or lead didactics or case-based learning 
groups. Near the end of training, when residents 
have settled on their career choice, mentors may 
want to encourage a “Junior Attending” rotation, 
if the program offers this type of experience. 
Junior attending rotations provide the resident 
greater autonomy and decision-making com-
pared with previous rotations, while providing 
ongoing supervision to reinforce their skills and 
confidence. For residents who have an interest in 
leadership or administration, program directors 
can sponsor their residents by recommending 
them for leadership positions within their institu-
tion, as well as identify and recommend them for 
national scholarships, committee memberships, 
and travel awards to further national networking 
in their desired field. Programs can develop 
didactics that support career development in a 
variety of ways. Programs can ask practicing psy-
chiatrists in the community and at other institu-
tions to speak to the resident group, especially 
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about career opportunities that may not be avail-
able at the home institution. Programs can pro-
vide support and review for the development of a 
Curriculum Vitae (CV) and cover letter as resi-
dents are applying for jobs, and provide “near- 
peer” coaching from recent graduates about the 
job market and “lessons learned” from recent job 
searches. Finally, programs can help connect res-
idents with local professional organizations, job 
fairs, and expanded networking opportunities.

 Mentoring Across Differences

Women and physicians who belong to ethnic and 
cultural groups underrepresented in medicine 
(URM) continue to be underrepresented in aca-
demic medicine, as well as in faculty leadership 
positions [20]. These groups also receive less 
mentorship. Mentoring has been demonstrated to 
be important for career development, job satis-
faction, retention, publications, and pursuit of 
academic careers. With women and URM physi-
cians less present in senior leadership and faculty 
positions, it can sometimes fall on women and 
URM junior faculty to be tasked with mentoring 
residents from these groups. However, multiple 
studies have shown that mentoring can be effec-
tive across differences, and that mentor activities 
that are most effective are providing career guid-
ance, offering support, actively listening, being 
open and honest, and focusing on work–personal 
life balance [10].

To combat the lack of mentorship for women 
and URM physicians, residency programs may 
wish to implement formal mentorship programs. 
However, faculty development surrounding men-
toring skills, especially in the context of navigat-
ing differences, is integral to the success of 
cross-differences pairings. One such effective 
training is the “Mentoring Across Differences” 
sessions developed at Brigham and Women’s 
[21]. Residents may also benefit from access to 
persons with shared backgrounds and experi-
ences for additional support or mentorship. 
Program directors could connect residents with 
female or URM faculty in other departments or at 
other institutions to serve in this role. Many 

higher education institutions are developing more 
organized supports for URM, women, and 
LGBTQ medical students and residents/fellows, 
so reaching out to the medical school or Graduate 
Medical Education (GME) office could help 
facilitate these connections. Finally, programs 
may also wish to connect their residents with 
national support networks to look for expanded 
mentorship opportunities that may continue even 
after residency training [20]. See Table 20.1 for a 
list of such national networks.

Studies have also identified a critical need to 
create safe and inclusive environments for 
LGBTQ faculty and trainees. In a study using 
data from surveys and focus groups, including 
252 LGBTQ health professionals and trainees, 
only 46% were open about their LGBTQ status 
professionally, although 79% were involved with 
research, clinical, or community efforts specific 
to LGBTQ populations [22]. Thirty-one percent 
of this LGBTQ study sample identified as an eth-
nic or racial minority and 57% were physicians 
or residents. Forty-two percent of LGBTQ fac-
ulty and trainees avoided disclosure of sexual ori-
entation in the past year due to fear of 
discrimination or harassment. Another study 
looking at the experience of LGBTQ health pro-
fessional trainees, including residents, demon-
strated that 72% of trainees felt it was very 
important to have at least one LGBTQ mentor 
[23], while 59% felt an LGBTQ mentor was 
needed for career development. LGBTQ mentors 
were not available in some programs, while other 
programs offered formal mentoring programs 
and peer-support programs. The most important 
results of LGBTQ mentoring identified in sur-
veys and focus groups were enhanced academic 
productivity and personal development. 
Interestingly, 81% of the LGBTQ faculty and 
residents surveyed were interested in academia, 
making LGBTQ role modeling and retention crit-
ical to academic faculty growth) [22].

Generational differences have the potential  
to negatively affect mentoring. There are  
many myths, stereotypes, and misunderstand-
ings about each generation, especially regarding 
“Millennials.” Programs may wish to offer  
faculty development regarding generational dif-
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ferences, to work on combatting these misper-
ceptions and enhance the ability of faculty to 
mentor across generations. One such example 
may be reframing a young faculty member’s fre-
quent emails giving updates about their research 
project as their learned communication method 
and preference for quick feedback instead of 
being seen by a senior faculty member as evi-
dence of disorganization or having limited 
boundaries [24].

 Mentoring Residents in Personal 
Crisis

During a personal crisis for a resident, the pro-
gram director will need to get involved quickly, 
either with the resident directly, or with other 
residents, faculty, or even the resident’s family 
members. For example, a resident in a car acci-
dent may be very stressed for many reasons, but 
concern about who will take care of his/her 
patients on a busy clinical service can be relieved 
by the program director. When a resident is deal-
ing with a death in the family, or a relationship 

crisis, assessing their ability to move forward and 
function, especially if they want to continue on 
with their rotation, is vital. A resident who is not 
performing well due to grief, physical or emo-
tional pain, or any other reason, may find that 
taking leave under the Family Medical Leave Act 
(FMLA) is a wise choice. It is better for the resi-
dent to take a break from duties and return when 
their performance is up to par again, than to harm 
their self image and clinical reputation, or put 
patients at risk. Although some residents in crisis 
are good observers of their own status, others 
may need guidance and support to come up with 
an immediate plan. Explaining a resident’s tem-
porary absence or reduced workload to the resi-
dent group, some of whom have to pick up their 
duties, depends on the nature of the crisis and the 
resident’s willingness to share their difficulties 
with the resident group. This is complex and 
decisions are best approached on a case-by-case 
basis, often with the input of select training pro-
gram leaders and current supervisors. The chief 
residents can also have a key role in some situa-
tions. The balance is between keeping the resi-
dent’s situation as confidential as possible, while 

Table 20.1 National Mentorship Possibilities for URM/Women/LGBTQ+ Psychiatry Residents

American Psychiatric Association: American Academy of Addiction Psychiatry
Join the Minority and Underrepresented (M/UR) Caucuses: AAAP Mentoring Program
 American Indian/Alaska Native/ Native Hawaiian Join or Start a Chapter of the following medical 

student organizations:
 Asian-American  Student National Medical Association
 Black  Latino Medical Student Association

Other National Organizations
 Hispanic  GLMA: Health Professionals Advancing LGBTQ 

Equality
 International Medical Graduates  National Research Mentoring Network
 LGBTQ Women’s organizations:
 Women  Association of Black Women Physicians Sister to 

Sister Mentorship ProgramAmerican Academy of Child and Adolescent Psychiatry
American Academy of Child and Adolescent Psychiatry 
(AACAP) Mentorship Network

 American Medical Women’s Association

AACAP Committees (join or connect with members):  Association of Women Psychiatrists
 Medical Students and Residents  Physician Moms Group (mypng.com)
 Indigenous Native Child and Adolescent
 Diversity and Culture
 Global Mental Health and International Relations
 Religion and Spirituality
 Sexual Orientation and Gender Identity Issues
 Women in Child and Adolescent Psychiatry
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making sure that the needs of the resident and the 
clinical needs of their patients and the resident 
call schedule are appropriately addressed.

 Mentoring and Disciplinary Issues

The dual role of the residency program director 
makes mentoring and boundary issues compli-
cated. For residents who function well in the pro-
gram and make time to contribute to the program 
while supporting their fellow residents, relation-
ship boundaries can be broader. For residents 
who struggle in their training and require a lot of 
support, and especially those who may face disci-
plinary measures by the program, monitoring and 
separating specific roles with boundaries becomes 
very important. For example, if a resident is dis-
ciplined and appeals the decision, some residents 
will choose to focus on their relationship with the 
program director as the primary issue, rather than 
focusing on their own difficulties with knowl-
edge, skills, or relationship issues. While the pro-
gram director must be supportive of the resident 
who is struggling, it is best for that resident to 
have other experienced faculty providing super-
vision and evaluation of the resident’s skills, as 
well as a separate faculty member or chief resi-
dent providing advocacy. This allows for separa-
tion of the disciplinary and evaluation and 
advocacy roles, protecting the resident, the pro-
gram director, and the program. During a disci-
plinary process, a good program director not only 
outlines specific problems and the goals the resi-
dent needs to reach but also outlines specifically 
what the training program will do to help the resi-
dent to succeed.

 Mentoring the Disruptive Resident

The infrequent resident with a difficult personal-
ity and a seeming need to defy training program 
leadership and to create a split between the pro-
gram director and the residents is the most diffi-
cult problem an education leader must face. 
Initially, it is important to understand the per-
spective of the resident and to see whether open 

and clear communication can solve some of the 
issues. If that fails, limits may have to be set. In 
these situations, the program director will need 
the support of the training team and department 
leadership (education vice-chair and/or depart-
ment chair), and possibly support from Risk 
Management and/or the Designated Institutional 
Official (DIO). Distancing the program director 
from any roles supervising or grading the resi-
dent’s performance will help protect everyone 
involved. If disciplinary procedures are needed, 
program directors should never meet with a resi-
dent alone. Include the resident’s advisor/mentor, 
another program director from the department, or 
one of the department leaders. Have the Graduate 
Medical Education (GME) office review any 
written disciplinary procedures and edit any let-
ter of corrective action or probation letter. 
Procedures for managing resident performance 
issues are described in more detail elsewhere in 
this book (see Chap. 18). One of the most diffi-
cult problems in this situation is that the program 
director cannot say a word to the resident group 
about the problem resident, while the resident 
can say whatever they please. This can lead to 
“splitting” sides within the program. If the resi-
dent group confronts the program director about 
the situation, of course, he/she has to let the resi-
dents know that they are not allowed to talk about 
individual residents with the group. However, the 
program director is allowed to talk, in general 
terms, about their desire for every resident to suc-
ceed, about the types of help that any resident in 
the program can/will receive if they ever struggle, 
and the disciplinary process which involves many 
layers and chances to find the correct course. 
Leadership does not always mean confronting 
splitting head-on.

While some disruptive residents fail to func-
tion well in their program, others perform well 
clinically, and do well in exams. It becomes clear 
that they are on track to graduate, despite the 
frustration of the training team, the chief resi-
dents, and/or their resident colleagues, because 
they are talented. The training team may be frus-
trated because problems of professionalism are 
corrected just enough to get by, the resident peers 
may feel that the disruptive resident has not been 
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honorable or fair in covering on call duties, and 
the chief residents may be disappointed with the 
effects on the resident group. The key for the pro-
gram director is to not let themselves act on a 
desire to punish the disruptive resident beyond a 
measured response to individual incidents. The 
need to punish out of frustration may backfire 
into additional investigations or a civil lawsuit, 
creating a forest fire out of a brushfire. A steady 
ship, a measured response, and time will provide 
the best response.

 How Does Mentoring End?

Mentoring may end when the mentor refers the 
resident to a new mentor who has the right expe-
rience to help the resident with their new career 
goal or specific skill set (Example: a resident 
becomes very interested in eating disorders). In 
many cases, when the fit was never good between 
the mentor and mentee, or when their interests 
have diverged too much, neither unsatisfied party 
makes the effort to schedule, so the relationship 
fades. Some mentoring relationships continue on 
after graduation, especially if the mentee joins 
the faculty, wants help transitioning into practice, 
or will continue to work with their mentor on 
research. Still other mentor–mentee relationships 
morph into collegial relationships and sometimes 
close friendships. The colleague who was the 
mentor brings more experience and savvy to the 
relationship, but the young faculty member has 
more recent training in new psychotherapeutic or 
psychopharmacologic techniques, is typically 
better with new technology, and brings experi-
ence working in other hospitals or clinics associ-
ated with the training program.

 Mentoring Failures

Current studies indicate that mentoring failures 
result from personality differences, communica-
tion difficulties, lack of commitment from either 

person, or mentors who lack experience. Most 
of our knowledge of failed mentoring comes 
from a study of faculty mentees, which may or 
may not be applicable to resident mentees [10]. 
In some research mentorship relationships, fail-
ure can also result from competition (actual or 
perceived) and occasionally from intellectual 
property disputes. In the hierarchy of medicine, 
it might be difficult for a resident to leave a 
mentoring relationship that is not helpful, or to 
change mentors. The program director or fac-
ulty member leading the mentoring program 
needs to help residents transition to a mentor 
who is a better “fit,” in a way that does not stig-
matize the previous faculty member or resident 
for the failed relationship.

 Future Directions

Research on how we educate and mentor resi-
dents must develop to match other areas of 
research at academic institutions. Educational 
research should have equal status with other 
types of important research and should count 
towards promotion. Future research on mentor-
ing should include a control group not receiving 
formal mentoring, or at a minimum, a compari-
son group [19]. For example, an informal assess-
ment of the status of a program could begin the 
year before a formal and well-organized mentor-
ing program begins, as a means of comparison. In 
addition, different approaches to mentoring 
should be compared. We also need to learn more 
about how to prevent mentoring failures.

Since mentoring is an important component 
in all of health care education, and in many pro-
fessions outside of medicine, including business 
workplaces, we need to continue to monitor the 
research done outside of psychiatry departments, 
outside of health sciences, in many other set-
tings. The future of mentoring research should 
consider multidisciplinary approaches and sound 
study designs. Designing a mentoring study 
across multiple medical schools, by involving 
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departmental and school leaders, might yield the 
kind of large scale and detailed studies that will 
help us to learn more about the specific compo-
nents of mentoring that are the most effective.
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21Prevention of Physician Burnout 
Advocating for Well-Being 
in Residents and Faculty

Marie Soller, J. Mark Kinzie, and Mary Moffit

 Introduction to Burnout

Burnout is an urgent problem for individual phy-
sicians, patients, healthcare systems, and resi-
dency programs. The World Health Organization 
(WHO) describes burnout in ICD-11 as “a syn-
drome conceptualized as resulting from chronic 
workplace stress that has not been successfully 
managed. It is characterized by three dimensions: 
feelings of energy depletion or exhaustion; 
increased mental distance from one’s job, or feel-
ings of negativism or cynicism related to one’s 
job; and reduced professional efficacy” [1]. This 
characterization is primarily based on the work of 
Christina Maslach, PhD, who developed the most 
widely used burnout assessment tool, the Maslach 
Burnout Inventory, and defines burnout as the 
triad of “emotional exhaustion, depersonaliza-
tion, and a diminished sense of personal accom-
plishment” [2].

Physician burnout is rampant across medical 
specialties and throughout all stages of career, but 
the prevalence is particularly high during resi-
dency training [3–6]. Burnout in internal medi-
cine residents ranks among the highest of all 
specialties, with rates as high as 76% [7]. A meta- 
analysis from 2021 of 114 studies of burnout 

among residents found a pooled rate of burnout of 
47.3%, and discouragingly, this rate is unchanged 
over the last two decades [8]. Burnout affects 
about 20% of psychiatry residents in Canada, 
according to a national survey [9]. In Singapore, 
54.8% of the 104 psychiatry residents surveyed 
were burned out [10]. An international review of 
22 studies looking at burnout among psychiatry 
residents, mainly from North America, found that 
33.7% were affected by burnout [11]. Additionally, 
burnout and depression frequently co-occur in 
physicians in training. Sharp et  al. conducted a 
national survey among fellows in training in pul-
monary and critical care medicine. They found 
that 50% of fellows showed positive results for 
either burnout or depression symptoms and 23% 
showed positive results for both [12].

While burnout is increasingly understood to 
be highly prevalent among physicians and resi-
dents, in particular, more studies are needed to 
assess the prevalence and consequences of burn-
out specifically for women, LGBTQ+, and under-
represented minorities in residency training. A 
report by the National Academy of Medicine 
from 2019 found few high-quality studies. 
However, the data suggest that women physicians 
are more likely to experience burnout than men. 
It is not fully understood if the discrepancy is 
mediated by discrimination, responsibilities out-
side of work, or other factors [13]. One study 
demonstrated discrimination experienced by 
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LGBTQ+ physicians [14], but scant data are 
available in this cohort.

A recent review of the existing literature 
regarding the differential impact of burnout on 
underrepresented minorities in medicine under-
scores the limited information available on the 
disproportionate challenges these physicians face 
[15] and found only one study of residents [16]. 
These authors point out that previous research 
has recognized that underrepresented minorities 
in medicine experience racism, microaggres-
sions, isolation, and feelings of not belonging – 
in addition to the expectation to serve on diversity 
committees, mentor, and take on other responsi-
bilities; described as the “minority tax” [17]. In a 
recent secondary analysis of survey data from US 
physicians, burnout was less likely among physi-
cians who identified as racial/ethnic minorities 
than among non-Hispanic whites [18]. Future 
research could help increase the understanding of 
burnout in various racial and ethnic groups.

It is possible that the unique challenges facing 
psychiatry residents who are women, LGBTQ+, 
and/or underrepresented minorities will increase 
their risk of burnout and that the strategies 
required to prevent burnout might vary between 
these groups. Unfortunately, there are many limi-
tations of the existing studies on the prevalence 
of burnout in psychiatry residents, and particu-
larly lacking are studies with enough statistical 
power to examine various sociodemographic dif-
ferences. Despite these methodological issues, 
there seem to be enough data and trends to raise 
concern.

Physician burnout negatively impacts organi-
zations and patients. Burnout is associated with 
lapses in professionalism [19], absenteeism, self- 
reported delivery of suboptimal patient care [7], 
reduced productivity [20], reduced work effort 
[21], contagion to colleagues [22], early retire-
ment and reduction of hours [23], and medical 
errors [5, 24, 25]. Among Canadian psychiatry 
residents surveyed, burnout was associated with 
reduced empathy, decreased consultation with 
supervisors, and the use of unhealthy coping 
strategies [9]. Burned-out psychiatry residents in 
Singapore reported higher levels of stress and a 
poorer perception of the learning environment 

[10]. Reducing psychiatry resident burnout will 
support national objectives to increase patient 
safety and to reduce organizational costs.

While the impact of physician burnout on oth-
ers is significant, it is also important to recognize 
that burnout causes real suffering in physicians 
experiencing this professional distress. Burnout 
is, importantly, not classified as a medical condi-
tion, but rather an occupational phenomenon. 
Increasing evidence helps clinicians to distin-
guish burnout from depression and understand 
that these different syndromes have different con-
sequences [25]. Burnout and depression may 
impact peripheral inflammatory biomarkers in 
different ways, perhaps mediated by gender [26]. 
However, there is a strong relationship between 
burnout and clinician distress. Burnout can 
increase the risk for depression, anxiety, sub-
stance use disorders, suicidal ideation, and other 
health problems in individual physicians [25, 
27–31]. Preventing burnout in psychiatry resi-
dents is clearly essential to the healthcare organi-
zation, our patients, and the physicians themselves 
and should be a core value of all graduate medi-
cal education (GME) programs.

 Promoting Well-Being, Quality 
Education, and Professional 
Fulfillment Is an Approach 
to Burnout Prevention

Focusing on physician well-being and profes-
sional fulfillment is a positive psychology 
approach that mobilizes energy and directs effort 
to reach a positive, sustainable outcome. Such a 
positive focus emphasizes the organization’s role 
alongside the individual physician’s and avoids 
placing undue blame on the physician. 
Furthermore, this approach can unite the individ-
ual with the organization’s resources to achieve 
the desired outcome. Physician well-being can be 
understood as the ability to appropriately respond 
to expected and unexpected stress in order to be 
healthy, happy, and prosperous in work and life 
[32]. Promoting physician well-being by foster-
ing a sense of control and autonomy, facilitating 
the pursuit and achievement of goals, offering 
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opportunities for learning, increasing confidence 
and a sense of mastery, providing positive feed-
back, and emphasizing positive relationships 
with colleagues were all associated with greater 
well-being across four studies [33, 34]. How to 
best promote well-being among psychiatry 
 residents will vary according to the residents’ 
specific needs, the training program’s culture, the 
institutional environment, and current internal 
and external events. However, some general prin-
ciples and practices are discussed below and else-
where in this text (see Chap. 10 by Anzia) and are 
also described by the Accreditation Council for 
Graduate Medical Education (ACGME).

The ACGME has outlined clear expectations 
regarding each psychiatry residency program’s 
responsibilities in promoting well-being – includ-
ing facilitating meaningful work, mindfulness 
regarding scheduling and workload, and ensuring 
a safe workplace – in addition to requiring that 
residents have access to mental health services 
and protected time to care for their health (see 
Table  21.1) [35]. ACGME regulations also 
require training programs to engage individual 
residents in planning for personal and profes-
sional well-being.

Physicians are highly resilient. Adults enter-
ing medical school have a higher level of well- 
being than their peers who do not pursue medical 
education [36], and physicians are able to thrive 
with only 20% of their time spent doing mean-
ingful work [37]. Physicians in a large US survey 
who were more resilient than their peers were 
less likely to be burned out. However, 29% of the 
physicians with the highest possible resiliency 
score were burned out [38]. Burnout in residents 
can be understood as the suspension of one’s 
ability to achieve well-being, quality education, 
and professional fulfillment. The pathway to resi-
dent burnout is multifactorial and includes insti-
tutional and systemic factors (e.g., long hours, 
electronic health record, productivity expecta-
tions), programmatic factors (e.g., ratio of ser-
vice to learning, lack of control in the role of 
resident), internalization of cultural expectations 
(e.g., perfectionism, reluctance to ask for help, 

Table 21.1 ACGME requirements regarding well-being

The responsibility of the program, in partnership with 
the Sponsoring Institution, to address well-being must 
include the following:
   (a)  Efforts to enhance the meaning that each resident 

finds in the experience of being a physician, 
including protecting time with patients, 
minimizing non-physician obligations, providing 
administrative support, promoting progressive 
autonomy and flexibility, and enhancing 
professional relationships (Core)

   (b)  Attention to scheduling, work intensity, and work 
compression that impacts resident well-being 
(Core)

   (c)  Evaluating workplace safety data and addressing 
the safety of residents and faculty members 
(Core)

   (d)  Policies and programs that encourage optimal 
resident and faculty member well-being; and 
(Core)

   (e)  Residents must be given the opportunity to attend 
medical, mental health, and dental care 
appointments, including those scheduled during 
their working hours. (Core)

   (f)  Attention to resident and faculty member burnout, 
depression, and substance abuse. The program, in 
partnership with its Sponsoring Institution, must 
educate faculty members and residents in 
identification of the symptoms of burnout, 
depression, and substance abuse, including means 
to assist those who experience these conditions. 
Residents and faculty members must also be 
educated to recognize those symptoms in 
themselves and how to seek appropriate care. The 
program, in partnership with its Sponsoring 
Institution, must: (Core)

    (i)  Encourage residents and faculty members to 
alert the program director or other designated 
personnel or programs when they are 
concerned that another resident, fellow, or 
faculty member may be displaying signs of 
burnout, depression, substance abuse, suicidal 
ideation, or potential for violence (Core)

    (ii)  Provide access to appropriate tools for 
self-screening (Core)

    (iii)  Provide access to confidential, affordable 
mental health assessment, counseling, and 
treatment, including access to urgent and 
emergent care 24 h a day, 7 days a week 
(Core)

    (iv)  There are circumstances in which residents 
may be unable to attend work, including but 
not limited to fatigue, illness, family 
emergencies, and parental leave. Each 
program must allow an appropriate length of 
absence for residents unable to perform their 
patient care responsibilities (Core)
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imposter syndrome), and individual factors (e.g., 
boundary-setting, self-care habits, social support, 
health challenges, and the stress experienced out-
side of work). Residency program leadership can 
find great utility in understanding the factors that 
contribute to burnout and attempting to amelio-
rate them. Still, as previously described, a focus 
on promoting resident well-being, quality educa-
tion, and professional fulfillment is likely to be 
the most durable and rewarding approach to pre-
venting burnout.

 Learning from Scenarios When 
Burnout Happens

Despite the best efforts of a residency program 
and the tremendous resiliency of physicians, 
burnout is likely to impact even the most resilient 
of residents, and residency programs must be 
prepared to intervene. While the best strategy is 
prevention, considering circumstances when 
burnout impacts residents offers an opportunity 
to learn how to best protect trainees. Below are 
common scenarios illustrating how burnout and 
other distress might present in psychiatry resi-
dents. Possible responses by the residency pro-
gram director are then described and include 
immediate interventions and suggestions for inte-
grating the lessons learned to prevent future 
burnout.

Community Building

Members of the intern class rarely speak up during 
didactics, the upper-level residents have not yet 
learned their names, and you can see that the 
interns are “checked out.”

Response:

• Gather the first-year class as a group to ask 
about how they are experiencing the first sev-
eral months of residency and note that the 
group seems quiet and reserved. There is little 
interaction between the interns, and you are 
concerned that they are fatigued by the sched-
ule and not finding their clinical rotations 
rewarding.

• Efforts directed at building community are 
critical for resident well-being. These inter-
ventions aim to promote inclusion and a sense 
of belonging within the department, offer peer 
relationships that provide validation and sup-
port, and provide mentorship from senior resi-
dents and faculty. Various strategies include 
protecting residents’ time for more structured 
resident gatherings.

• Process groups [39] led by an expert therapist 
offer residents both the individual and profes-
sional benefits of examining and working 
through individual and group experiences and 
feelings, increased understanding of group 
dynamics and group therapy, and the simple 
opportunity to spend time with peers.

• Support groups and camaraderie groups [40] 
offer residents a more flexible and less time- 
intensive opportunity to gather and share their 
experiences, support one another, and build 
cohesiveness.

• Journal clubs, interest groups, and other dis-
cussion groups have a specific learning or pro-
ductivity goal and are less about the resident 
experience, but provide another structured and 
protected time to meet regularly and build 
connections.

• Chief residents and faculty can organize 
retreats to create the space to step away from 
work, dedicate time to focus on the well-being 
of the residency program, offer residents an 
avenue to discuss residency business and com-
municate with the program, and promote a 
cohesive resident community.

• Protecting time to gather and share a free and 
nutritious meal is a concrete demonstration of 
the program’s caring for residents and offers a 
uniquely effective opportunity to build com-
munity. In addition, meals can be provided as 
part of another activity (e.g., camaraderie 
groups and retreats), as a regular weekly 
occurrence, and as a special event.

Residents are uniquely able to support and 
promote the well-being of other residents. They 
may provide this support informally in casual 
conversations between didactics sessions, over 
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text, during social gatherings outside of work 
hours, or in more formal ways through organized 
opportunities to support one another. Colleagues 
might offer support in an established “buddy” or 
“family” program within the residency that will 
connect residents, often from different post- 
graduate cohorts, to offer ongoing support. Peer 
support is an established means of reducing burn-
out and promoting well-being among physicians 
[41, 42] and includes the formal training of des-
ignated peer supporters who can then be avail-
able to offer brief peer support and refer the 
resident to other resources.

Training and Support for Physician 
Educators and Supervisors

Multiple residents report to you that an attending is 
grouchy when they page him for urgent consulta-
tion. He was witnessed yelling at a resident for not 
submitting an order and expecting them to round at 
irregular times convenient to him.

Response:

• Support the residents and gather more 
information.

• Schedule a meeting with the attending to 
understand their perspective.

• Offer leadership and educator training and 
other support to attending.

• Assess suitability to be teaching and 
supervising.

• Consider involving the department chair, des-
ignated institutional official (DIO), or other 
supervisor of attending.

One of the most powerful predictors of health-
care providers’ well-being is their relationship 
with leaders, including supervisors [43–45]. 
Offering educational materials, specific training, 
and clear guidelines for resident supervisors and 
other educators can improve their effectiveness in 
teaching and leading residents while also pro-
moting healthy positive relationships between 
residents and their educators and strengthening 
the well-being of residents. Regularly surveying 

residents regarding their impressions of supervi-
sors and other educators in meeting these goals 
and including these results in performance 
reviews is a way of holding the faculty educators 
accountable.

Positive coaching programs have been devel-
oped for physicians to contribute to resident well- 
being [46]. These programs aim to train faculty 
mentors who are not resident evaluators to pro-
vide support and guidance with the aim of 
increasing resident wellness, resiliency, leader-
ship skills, and professional fulfillment. Coaches 
get to know residents, help to create and foster 
the residents’ visions for their education and 
career, and offer mentorship to residents. A posi-
tive psychology approach is used to identify and 
promote strengths and goals, then to look for 
internal and external challenges, and finally to 
use creative and supportive problem solving to 
address them. A positive coaching program is 
likely to increase the organizational culture of 
well-being and professional fulfillment in aca-
demic institutions.

Creating an Environment Free of 
Discrimination to Promote Safety for 
Residents

You hear from another resident that a Vietnamese 
American resident was repeatedly yelled at by a 
patient he had been caring for over the last week on 
the inpatient unit, ranting, “You Chinese people are 
trying to kill us with COVID,” using racial epi-
thets, and refusing to let the resident speak with the 
patient.

Response:

• Reach out to the affected resident and express 
your concern regarding this racist mistreat-
ment by a patient. Offer to communicate by 
phone or in-person to discuss further. Inform 
the resident of your planned action and request 
feedback.

• Create or refer to your department’s policy on 
patient mistreatment/abuse of staff and other 
types of mistreatment based on race, ethnicity, 
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gender, sexual orientation, ability, or other 
identities and personal characteristics.

• Reach out to the attendings on the service and 
review safety protocols.

• Consider discussing discrimination, harass-
ment, and abuse with the residency or depart-
ment as a whole.

Ensuring that the work environment is a safe 
place for residents – not just free of racism, dis-
crimination, harassment, and abuse of any kind, 
but antiracist [47] – is a critical foundational ele-
ment that will demonstrate a focus on promoting 
well-being. The expectation of safety and zero 
tolerance for any abuse or discrimination should 
be clearly stated by program and departmental 
leadership. Policies should be in place and regu-
larly reviewed to promote resident and patient 
safety and to guide the response to any occur-
rence of discrimination, harassment, or abuse. 
Certainly, these policies will vary according to 
the individuals involved (e.g., patients, learners, 
faculty), but all individuals should be expected to 
maintain high standards of respect and safety. 
Faculty should clearly understand their role in 
advocating for residents when these incidents 
occur.

Clinical Distress Appearing like Burnout in a 
Resident

Your chief resident informs you that she was giv-
ing a junior resident feedback about seeming dis-
engaged when the resident became tearful and 
confided in the chief that they were having suicidal 
thoughts.

Response:

• Offer to meet with the resident in person or 
over the phone. Consider offering to have the 
resident’s support person present as well. Use 
principles of psychological first aid [48].

• Support and validate the resident’s concerns 
and distress.

• Assist in identifying their social supports and 
healthy coping strategies.

• Offer a list of resources, including emergency 
services (ED/hospitalization, crisis line), 
intensive care (IOP), and connection with out-

patient services (mental health/wellness pro-
gram, EAP, list of community providers).

• Offer clinical coverage, encourage the resi-
dent to take time off, consider a switch to a 
less demanding rotation (e.g., one without 
night shifts/call), or other accommodations.

• Communicate an emphasis on confidential-
ity – you will offer to facilitate mental health 
services, but do not require any details of care 
that the resident might receive.

An off-service attending reports that a first-year 
resident is often late, does not seem engaged with 
their work, and requires a lot of supervision by 
senior residents to make sure that they prioritize 
and complete their responsibilities created during 
rounds.

Response:

• When you discuss the feedback with the resi-
dent, they are tearful and ashamed of not 
meeting expectations. They want to do a good 
job, but express feeling overwhelmed and 
unsure how to organize tasks, often feeling 
frozen.

• You start by asking the resident what support 
could help them to be more successful and 
quickly recognize that time management strat-
egies are in order. Then, you reassure the resi-
dent that it is not uncommon for very bright 
individuals to progress all the way through 
medical school without developing effective 
efficiency and time management strategies, 
and often the demands of intern year over-
whelm their ability to “power through.”

• Consider referring the resident to a trusted 
attending or senior resident who has expertise 
in efficiency with the electronic health record 
and can help with strategies to keep a to-do 
list, schedule, and prioritize tasks.

• Recruit a local executive functioning coach (in 
your organization or in the community) who 
could provide ongoing consultation and 
coaching regarding time management 
strategies.

• Offer to block their schedule, to provide 
administrative time for the resident to learn 
and practice employing these efficiency 
strategies.
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• Coach the resident on communicating with 
the team to express their desire to contribute 
and interest in the clinical role, and emphasize 
how to ask for help when they feel 
overwhelmed.

• Consider recommending further discussion 
with their providers to assess any contributing 
medical, psychiatric, or psychological issues 
(e.g., ADHD, anxiety, depression, insomnia, 
or other medical conditions).

Although psychiatry program directors are, of 
course, psychiatrists, these leaders must remem-
ber that they are not their residents’ treating clini-
cians, medical or psychiatric evaluators. The role 
of the program director is to offer support, refer-
rals if needed, and protect residents’ schedules 
for them to access personal health care. Program 
directors should orient direct interventions 
around performance goals with clear expecta-
tions (e.g., concrete goals and rubric for evalua-
tion, end date, thorough documentation (see 
chapter on performance problems). When deal-
ing with issues of resident disability, it is often 
helpful to consult with the designated institu-
tional official (DIO) in the Graduate Medical 
Education office, department chair, faculty peers 
at other institutions, and mentors.

The ACGME requires that all residents have 
access to mental health services. One model is at 
Oregon Health & Sciences University (OHSU), a 
medium-sized US academic hospital, where the 
authors (MS, MK, and MM) are on the faculty. 
OHSU established the Resident and Faculty 
Wellness Program (RFWP) in 2004 to serve resi-
dents in the School of Medicine and later 
expanded to serve faculty [49, 50]. The RFWP 
team includes psychiatrists, psychologists, and a 
psychiatric mental health nurse practitioner who 
offer direct mental health services to physicians 
(e.g., medication consultation and counseling), 
educational outreach (e.g., workshops and train-
ings), and consultation with program directors 
and other leaders in the School of Medicine. The 
RFWP was designed specifically to reduce physi-
cians’ perceived barriers to seeking care by pri-
oritizing confidentiality (no charting in the 
hospital’s EHR), providing free clinical services 

(i.e., not billing insurance, no copays, etc.), offer-
ing expanded appointment hours and extensive 
outreach and education to reduce stigma. In addi-
tion, the program proactively addresses misinfor-
mation about reporting psychiatric treatment to 
credentialing/licensing boards. At the same time, 
both chief residents and faculty leaders support 
reaching out for care, often by self-disclosing the 
benefit they received from participation in the 
program. As a result, the RFWP is highly uti-
lized: 41% of residents and fellows and 12% of 
faculty received services in this OHSU wellness 
program in the previous academic year.

All psychiatry programs do not have access to 
a comprehensive on-site mental health program. 
Still, program directors can develop a strong 
understanding of and relationship with mental 
health professionals who are available to resi-
dents. When a program director can trust these 
mental health clinicians, it will be easier to refer 
to them and accommodate their recommenda-
tions for the resident, allowing the program direc-
tor to maintain the boundaries of their leadership 
role.

Promoting Professional Fulfillment

Your second-year class is burned out! You are get-
ting multiple complaints from the residents them-
selves and reports from others working with them 
that they are frustrated with multiple aspects of 
their work. The class requests a meeting with the 
program director the week following their retreat. 
They present a list of concerns, including working 
long hours, providing high acuity care without 
adequate faculty support, being assigned “low 
value” work with little educational benefit. It is 
clear that they have multiple frustrations with the 
imperfect, “broken” medical system.

Response:

• Schedule a meeting to listen to their concerns 
in person.

• Validate their hard work and the reasonable 
expectation that they will be offered clinical 
support, meaningful learning opportunities, 
and appreciated.

• Solicit their suggestions for change. Identify a 
handful of options that you can initiate now 
and consider others in the future.
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• Schedule follow-up meetings/listening ses-
sions and create an easy mechanism for resi-
dents to communicate with the program 
leadership

• Invite the chief residents to organize a weekly 
case conference or presentation on the 
service.

• Offer professional development to faculty 
attendings to improve teaching and manage-
ment skills, and remind all department faculty 
that residents deserve appreciation for their 
hard work.

• Offer support for educational opportunities to 
increase professional fulfillment, including 
elective rotations, support for research activi-
ties, shadowing, conferences, etc.

As previously stated, facilitating quality edu-
cational experiences and opportunities for resi-
dents to engage in meaningful work is highly 
likely to lead to increased well-being in residents. 
Program directors are acutely aware of the expec-
tations on residents to provide clinical services. 
Still, it is essential to prioritize rich educational 
experiences and allow residents’ interests to 
guide scheduling rotations, secure time for schol-
arly activity, and facilitate residents’ pursuing 
other professional interests.

Promoting Professionalism

The nurses on the inpatient unit report to you that 
the new chief resident is rude and dismissive. You 
gather more information from the nurses and learn 
that the chief responds in a curt manner, rolling her 
eyes, and often fails to communicate the plan to 
nurses.

Response:

• Meet with the chief to discuss the nursing 
complaint with open-mindedness to try and 
best understand the chief’s perspective, deter-
mining if they were aware of the issue, what 
the context is, and what the chief’s concerns 
and goals are.

• The chief may report that several aspects of 
the unit processes are slowing her and the 
team’s progress, do not seem clinically neces-

sary but are demanded by nursing staff – the 
chief worries about the hardship caused to the 
interns and herself.

• Consider using a collaborative problem- 
solving approach – understanding all parties’ 
concerns, identifying the goals that are not 
being met, and working together collabora-
tively to offer resources to help all parties 
meet the goals.

Be on the lookout for issues that frustrate the 
chief and make her job harder, contributing to 
irritability. Identify inefficiencies and challenges 
that residents face, or “pebbles in the shoe,” 
which can contribute to burnout and negatively 
impact well-being and professional fulfillment. 
Examples include inefficiencies in the electronic 
health record, long commutes, scheduling chal-
lenges, etc. Consider surveying residents about 
what they notice gets in the way of providing effi-
cient, timely, high-quality patient care and meet-
ing their learning objectives. Working together to 
problem solve and address these challenges can 
provide significant relief.

Residents want to be successful in all of their 
various roles, including clinician, learner, educa-
tor, colleague, and leader. Remembering that they 
are likely doing the best that they can (given the 
resources they have) will provide a critical lens 
with which to receive criticism of the trainee, 
allowing the program director to advocate for the 
residents and help them meet the expectations of 
their role. In addition, providing education on 
leadership, group dynamics, difficult conversa-
tions, and clear expectations will provide resi-
dents with valuable tools for future leadership 
roles.

Facilitating Individual Efforts

After conducting semi-annual evaluations in the 
winter for multiple years, you notice a pattern of 
residents reporting less satisfaction with rotations 
(even those getting high marks at other times of the 
year) and lower self-evaluation scores of perfor-
mance. You decide to survey the residents twice 
per year anonymously. Once you have enough 
responses to ensure confidentiality, you review the 
results and recognize that burnout is much higher 
during the winter.
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Response:

• Report the results of your anonymous surveys 
to residents and facilitate a discussion, includ-
ing soliciting suggestions for change.

• First, clearly emphasize the role of the institu-
tion, program, and the strains of the profession 
on burnout and your commitment to fully con-
sider their suggestions for change and imple-
ment when possible.

• Discuss the opportunity for individual strate-
gies to help find meaning in the work, increase 
self-compassion, and care for oneself in order 
to continue the hard work required of 
residents.

In addition to institutional efforts to create a 
work and learning environment that fosters 
 well- being and professional fulfillment, residents 
themselves have a role in promoting their own 
well-being. The fundamentals of self-care are 
well known and understood to be remarkably 
impactful, but are not always easy to access con-
sistently. Programs may be helpful in protecting 
resident schedules to allow for self-care, model-
ing self-care by faculty, and reminding residents 
of the importance of self-care strategies. But, it is 
important to validate the challenge in practicing 
these strategies during busy rotations with other 
competing demands. The goal is for program 
efforts at reducing barriers to resident self-care to 
increase resident openness to reminders and sug-
gestions to maintain self-care. Engaging with 
residents in collaborative problem solving will 
promote resident success in sustaining self-care.

Self-compassion, defined by Kristen Neff, 
PhD, includes these three elements: mindfulness, 
self-kindness, and common humanity [51, 52]. 
Compared with other US workers, physicians 
have lower levels of self-valuation and remark-
ably, in one study of burnout, adjusting for lower 
self-valuation removed the association of burnout 
and being a physician [53]. This analysis sug-
gests the possibility that self-compassion is an 
important mediator of burnout among physicians. 
In addition, encouraging self-compassion among 
psychiatry residents could reduce perfectionism 
and offer permission-giving for residents to 

spend time and energy on boundary setting, nur-
turing personal relationships, and other forms of 
self-care as described below.

Adequate quality sleep promotes physical and 
emotional wellness, energy, readiness to learn, 
has myriad other benefits [54] and is specifically 
associated with increased well-being among resi-
dents [34] and other physicians [55]. However, 
trainees have limited control over their schedules 
and are frequently sleep-deprived. Providing psy-
choeducation to residents regarding the benefits 
of sleep will increase the likelihood that they will 
protect enough time to sleep when they have the 
opportunity to do so. In addition, offering spe-
cific tips to mitigate the challenges of a residency 
schedule can also be helpful (e.g., wearing dark 
glasses on the drive home after a night shift, 
using a consistent bedtime routine/ritual no mat-
ter what time they hope to fall asleep, and the 
strategic use of napping). Wong et al. offer addi-
tional countermeasures to mitigate the effects of 
fatigue for physicians who must work overnight. 
These countermeasures include the use of sched-
uling interventions, microbreaks, caffeine use 
during overnight and extended shifts, and the use 
of bright lights in the clinical setting when pos-
sible or personal blue light devices when the 
room lights must be turned off [56].

Healthy nutrition is often overlooked as an 
important strategy to promote well-being. 
However, acknowledging the challenge of obtain-
ing, let alone cooking, well-rounded nutritious 
meals is an important means of validating resi-
dent experiences and is demonstrated by the 
training program providing access to quality food 
during work hours. Ideally, this access should 
include sufficient funds to purchase healthy food 
on-site and the provision of healthy snacks that 
are readily available.

Most residents, like most physicians, under-
stand that physical activity is an essential compo-
nent of a healthy lifestyle. Promoting all healthy 
habits will be more successful when the message 
includes positive motivation strategies with a 
large dose of understanding that behavioral 
change is difficult. Common barriers for most 
residents include long work hours and fatigue. 
Offering on-site access to gyms, yoga classes, 
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etc., and encouraging their use can reduce some 
of these barriers. Reminding residents that brief 
periods of physical activity and spreading physi-
cal activity throughout the day are effective ways 
to access the benefits of exercise in a busy 
workday.

Residents need to have protected time to 
attend health maintenance and other healthcare 
appointments. One example of promoting this 
well-being effort is Oregon Health Sciences 
University’s approach to offer to post-graduate 
medical trainees “wellness half-days,” protecting 
one half-day each quarter for residents to sched-
ule and attend healthcare appointments. Residents 
need coverage for this time to step away.

Time management and efficiency strategies 
(e.g., competency with the EHR, keeping a 
schedule, prioritizing to-do lists, among others) 
are powerful well-being tools. Unfortunately, 
many bright and hardworking individuals often 
find that residency is when their intelligence and 
hard work are not sufficient to meet the high 
demands of advanced clinical training. Residency 
programs, including program directors, mentors, 
and fellow residents, can offer a bounty of time 
management and efficiency strategies. Consider 
offering a didactic session on these strategies, 
identifying faculty and resident mentors who are 
available for consultation, and offering recom-
mendations for professional coaches/counselors 
who can provide intensive training to residents 
who are especially in need of enhancing these 
skills. Encourage all residents to consider their 
time management and efficiency strategies, iden-
tify areas of strength and room for improvement, 
and encourage the further development of organi-
zational skills as part of the educational journey 
of residency and professional development.

Burned Out Program Director

You have been a program director for the last five 
years, having taken the role out of a passion for med-
ical education and contributing to increasing access 
to qualified psychiatrists. However, for the last cou-
ple of years, you are finding the residents to be less 
open to teaching, and your institution is putting up 
barriers to providing the training you want to offer. 
As a result, the job is no longer meaningful to you, 
and you feel that it is “a lost cause.”

Response:

• First, recognize that you may be experiencing 
burnout.

• Focus on your own self-care – take some of 
your accumulating protected time off (PTO) 
and get back into a good routine with sleep, 
nutrition, and exercise.

• Seek peer support and mentorship, including 
from the American Association of Directors of 
Psychiatric Residency Training (AADPRT).

• Consider seeking your own mental health 
coaching and counseling.

• With your renewed energy, look for ways to 
re-engage in meaningful aspects of your work 
and advocate for change in the specific areas 
that contribute to frustration with your 
position.

Program directors, of course, are not immune 
to burnout. Among internal medicine program 
directors, one third were found to be burned out 
and nearly half had considered resigning the pre-
ceding year with program director turnover asso-
ciated with burnout and contemplation of 
resigning [57]. They are susceptible to occupa-
tional stress, personal life stress, and the human 
challenges in maintaining self-care habits and 
resiliency. Therefore, preventing and attending to 
burnout is critical for program directors and fac-
ulty and will improve the well-being of our resi-
dents. It would be difficult for residents to avoid 
burnout if their faculty are experiencing burnout. 
In family medicine program directors, resiliency 
was directly correlated with having a moderate to 
great amount of personal time, healthy work–life 
balance, and ability to stop thinking about work, 
and negatively correlated with the presence of 
financial stress [58].

Attending to the health of the healthcare orga-
nization is also critical to promoting faculty and 
resident well-being, and to addressing the needs 
of all healthcare workers. Shanafelt and others 
have written extensively to offer workplace inter-
ventions that are designed to improve the well- 
being of physicians and other healthcare workers 
[59, 60]. Organizational considerations can be 
made at various levels – inpatient units/services 
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and outpatient clinics, hospital sites, healthcare 
organizations, departments, and of course, within 
the psychiatry residency.

Staffing Coverage

You notice that a resident who is historically cheer-
ful and engaged appears exhausted and irritable 
during didactics. During a break, you inquire about 
how her current rotation is going, and eventually, 
she reluctantly tells you that her uncle died last 
week. She missed the funeral because she worried 
that her supervising attending faculty would not 
cover her patients. She was concerned that the 
intern would be burdened with extra work, and she 
decided it would be too difficult to arrange cover-
age on her own.

Response:

• Assess the residency program’s coverage pro-
tocol, looking closely at where the burden 
falls when a resident needs to take time away 
from the clinical schedule for urgent/emergent 
and routine leave.

• Consider the role of faculty in covering for 
residents’ absences.

• Evaluate the administrative process for enlist-
ing coverage and make sure there is not an 
undue burden on the resident who needs the 
time off.

Having a robust and transparent system of 
staffing coverage is a concrete but impactful 
strategy to promote resident well-being. Program 
leadership should assure residents that the pro-
gram will assist with finding coverage so they can 
attend to urgent/emergent health and well-being 
issues or to the needs of loved ones. It is impor-
tant that residents have support during these dif-
ficult times and not fear overburdening their 
peers. Residents should have administrative 
assistance for unexpected and urgent schedule 
change needs so that arranging coverage is not 
their responsibility when they have a crisis. 
Residents will feel supported when programs 
readily offer administrative and coverage assis-
tance when the need arises; even those who do 
not currently need this support will benefit from 
knowing that a plan is in place if they experience 
a crisis in the future

 Conclusion

Burnout is a common and impactful problem 
among physicians, including psychiatry resi-
dents, and can manifest in many ways visible to a 
residency program. The ideal intervention regard-
ing burnout is prevention, and the good news is 
that organizational interventions to reduce burn-
out are successful and even more impactful than 
individual strategies [61]. The National Academy 
of Medicine published a consensus study report 
in 2019 on clinician burnout and advocates for a 
systems approach to improve professional well- 
being, emphasizing a focus on addressing the 
structure, organization, and culture of health care 
[62]. The cornerstones of burnout prevention are 
providing a high-quality learning environment, 
meaningful professional experiences, adequate 
support to residents, a workplace free of discrim-
ination and inclusive of all individuals, and nor-
malizing self-care and help-seeking to promote 
well-being.

Communication is a powerful tool that can 
promote well-being among psychiatry residents, 
reduce burnout, and facilitate a rapid response to 
burnout when it occurs. Goals of healthy com-
munication from the program to residents include 
the consistent and predictable delivery of infor-
mation, clear communication of expectations of 
residents, and timely constructive feedback. 
Facilitating communication from residents to the 
program might consist of providing opportunities 
to express agency and voice, the presence of a 
direct line of communication (e.g., promoting 
email, text, and in-person opportunities to talk), 
regular feedback, and options for confidential 
reporting. Communication will also allow the 
transfer of the program’s core values to the resi-
dents highlighting the priority of physician 
well-being.

Tate Shanafelt, MD, a leading expert on physi-
cian well-being and burnout, calls for a culture 
shift in medicine from perfectionism to a culture 
of excellence combined with self-compassion 
and a growth mindset [63]. This cultural shift 
would benefit physicians, organizations, and 
patients, and could begin in psychiatry residency 
programs. Our psychiatry residents will easily 
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understand the benefit of self-compassion, a 
growth mindset, and embracing one’s humanity 
(and limitations) as part of a healthy psychologi-
cal mindset. Program directors and other leaders 
can model how to integrate these personal values 
with our long-standing professional values  – 
altruism, hard work, and the devoted care of 
patients. Training psychiatrists with the skills to 
promote well-being in their careers will also 
facilitate their leadership in advocating for other 
physicians and healthcare workers and will con-
tribute to ongoing positive shifts in the culture of 
medicine.
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22Managing Change Within 
a Residency Program

Donna M. Sudak, Wei Du, Phillip Arellano, 
and Michael Zimberg

 Introduction

Change is a constant in residency training. 
Changes in a program may be internally or exter-
nally driven, planned or unplanned, and the tim-
ing and pace of change variable. Multiple 
situations require program directors to nimbly 
adapt to conditions outside of their control. Much 
of the stress incurred in leading a residency train-
ing program is the need to react to such events. 
Immigration policies, decisions by state licensing 
boards, accreditation requirements, hospital 
finances, weather disasters, and global pandem-
ics are but a few of the circumstances that can 
impinge upon a training program. Anticipating 
these events may not be possible, but there are 

steps that program directors may take that miti-
gate their impact. This chapter aims to provide a 
bird’s-eye view of navigating through a disaster 
that befell the psychiatry residency at Hahnemann 
Hospital in 2019. Our perspective will be 
informed by a chair, a vice chair/program direc-
tor, a chief resident, and a just-arrived first-year 
trainee. We expect that this experience will help 
others as they seek to navigate changes of any 
magnitude in a residency program.

 Background and History of Our 
Institution

On June 26, 2019, the Designated Institutional 
Official (DIO) of Hahnemann Hospital convened 
a mandatory meeting. The institution had recently 
had a Clinical Learning Environment Review 
(CLER) visit from the Accreditation Council for 
Graduate Medical Education (ACGME) and the 
residency programs were in the process of on- 
boarding their first-year classes and making the 
transition to a new class year for those residents 
in the program. There had been the usual number 
of rumblings about the dire financial situation of 
the hospital. Despite this, no one was prepared 
for the early morning announcement that the DIO 
had just spoken with the ACGME and withdrawn 
all of the training programs at the institution from 
accreditation, effective immediately, because of 
the bankruptcy of the parent company that owned 
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the hospital (American Academic Health System; 
AAHS) and the plan to close the hospital within 
6 weeks. In hindsight, the shock that everyone 
felt about this announcement seems both incred-
ibly naïve and totally understandable. Many of us 
had been associated with Hahnemann for years 
and the troubles of Tenet Healthcare, the previous 
owner, meant weathering continual discussions 
of financial problems [1]. Few of us, however, 
expected that there would be so little warning of 
such an event and that we would have limited 
ability to prepare and help our residents. Our vice 
chair took notes at a furious pace at the Graduate 
Medical Education (GME) meeting, copying 
quotes as quickly as possible to have the facts 
presented clearly, and immediately contacted the 
chair and the current program director.

The bankruptcy of AAHS was the culmination 
of events set in motion in the 1990s. At that time, 
two small safety-net hospitals and their respec-
tive medical schools, Hahnemann and the 
Medical College of Pennsylvania (MCP), were 
purchased by Allegheny Health System and 
merged into a single entity. Over a several-year 
period (and multiple name changes), Allegheny 
Health Education and Research Foundation 
(AHERF) attempted to enlarge its footprint in the 
Philadelphia area. Multiple hospitals were pur-
chased, a new medical school facility built, and 
physician practices acquired at a dizzying rate. 
The size of the organization was daunting, and, 
ultimately, unsupportable. In 1998, AHERF 
declared bankruptcy, the largest non-profit health 
care organization to do so at that time. The psy-
chiatry department leadership and then program 
director developed a plan to find training slots for 
over 60 residents should the hospitals not find a 
buyer and be forced to close. Intervention by the 
city and state brought Drexel University and 
Tenet Healthcare to the bargaining table and bro-
kered an agreement for the medical school to be 
assumed by Drexel University and the for-profit 
company to purchase the hospitals and associated 
graduate medical education (GME) slots. Tenet’s 
subsequent closure of the Medical College of 
Pennsylvania Hospital in 2004 would cause fur-
ther disruption to the psychiatry training pro-
gram. At that time, the “orphaning” of the MCP 

residents to Hahnemann Hospital preserved the 
slots for the existing residents in the program, 
and a phased further reduction of resident num-
bers occurred. Between 1995 and 2004, we 
reduced our resident complement from 73 to 32, 
reconfiguring many of the clinical services.

The closure of MCP was a mixed blessing 
despite the disruption. It helped facilitate a move 
by the existing chair to seek affiliate sites outside 
of the Tenet system, which would provide the 
department both training opportunities and fund-
ing. These stable partnerships were still in place 
at the time of the AAHS bankruptcy in 2019. 
Enduring prior threats to the residency and fel-
lowship programs gave us a working knowledge 
of the nuts-and-bolts of residency closure and a 
framework for the kind of daily communication 
that maintains residency cohesion and morale 
during such events. In fact, during the initial 
AHERF crisis in 1998, we only had one resident 
transfer from the program, and no residents left 
during the MCP closure. We learned that fre-
quent, even daily meetings (recall, these early 
events were pre-smartphones and Zoom) made 
the lives of residents more manageable as they, in 
good faith, continued with clinical training while 
simultaneously shouldering the enormous burden 
of anxiety about their future.

 Managing the Hahnemann Closure

Immediately after the DIO’s announcement, we 
held an emergency meeting of departmental lead-
ers and set up a mandatory face-to-face meeting 
with the residents and fellows to be held 2 hours 
after the announcement. We enlisted faculty help 
to cover clinical services, allowed for travel time, 
and used the excellent network of communica-
tion that had already been established by the 
chief residents and class leaders. This meeting 
was, as expected, highly emotional.

Strategies we found useful to navigate the 
uncertainty and distress in the group (including 
our own) included the following:

 1. Providing the facts as clearly and unambigu-
ously as possible, minimizing, if not eliminat-

D. M. Sudak et al.



349

ing, our personal emotional reactions and 
avoiding speculation as much as possible

 2. Indicating an unwavering departmental com-
mitment to the child and adult psychiatry resi-
dents and all training programs

 3. Scheduling frequent meetings to disseminate 
information in real time (generally meeting in 
person 2–3 times per week, but as frequently 
as every day when necessary)

 4. Providing both verbal and written informa-
tion, recognizing that anxiety would interfere 
with retention of any material presented, with 
email follow-up about the content of 
meetings

 5. Involving our Educational Commission for 
Foreign Medical Graduates (ECFMG) and 
ACGME partners early in the process with 
direct communication with the Chair and 
Executive Director of the ACGME Review 
Committee for Psychiatry.

 6. Communicating with other program directors 
within our institution and with psychiatry pro-
gram directors nationally through the 
American Association of Directors of 
Psychiatric Residency Training (AADPRT).

A significant challenge for faculty and depart-
mental leaders was to navigate clinical and teach-
ing responsibilities while simultaneously 
attending and scheduling meetings regarding the 
crisis. Department leaders were in the “middle 
management” role, in that they were responsible 
for attending meetings with the Graduate Medical 
Education Committee (GMEC) and other institu-
tional leaders, while also leading meetings within 
the department. Our academic leadership in psy-
chiatry made a commitment to continue the train-
ing programs in both child and general psychiatry 
and developed a plan to reconstitute them at 
another hospital, continuing our affiliation with 
Drexel and transferring the Centers for Medicare 
and Medicaid Services (CMS) slots of the current 
residents. We were not certain this would be pos-
sible before the hospital closed but we aimed to 
try. A core group of the faculty and departmental 
educational administration committed to the new 
program despite the inherent uncertainty. 
Simultaneously, we believed our ethical respon-

sibility was to help our residents to secure alter-
nate placements in the event that we were 
unsuccessful. We did not want to provide false 
hope as we knew that most of the residents 
wanted to stay together and with our faculty. 
Thus, we were initially less open with the resi-
dents regarding our plans as we did not know 
how realistic they were. We also needed to care-
fully calibrate our own emotions about the 
unfolding events so that they did not further bur-
den the residents. Fortunately, our faculty largely 
kept the residents’ education and patient care as 
their primary priorities, and most of the residents 
were at sites where their patient load was not 
impacted by unfolding events at Hahnemann. 
Obviously, the attention of the residents to their 
education was another matter. They were under 
tremendous stress from the uncertainty and the 
implications of the closure in each of their lives. 
In addition to the communication between the 
department and the residents, there were news 
reports in all forms of media, speculation on 
social media, and national attention to the clo-
sure. Protests were routinely organized in front of 
the hospital, some of which included demonstra-
tions by residents and other healthcare workers. 
This barrage of attention complicated our efforts 
to keep the spread of rumors to a minimum and 
decrease the residents’ stress.

All catastrophes have a differential impact. 
Residents who were international medical gradu-
ates (IMGs) on visas were at risk of being 
deported. Residents with more strained budgets 
or who had family members with job or school 
commitments had further challenges if relocation 
was an outcome of the closure. Some newly 
arrived residents had less support in the commu-
nity and all of our new residents had less of a 
relationship with the department and, therefore, 
less reason to trust us. As we were in survival 
mode, we had little in the way of time or resources 
to provide extra attention to wellness. We hoped 
that our commitment to working on behalf of the 
residents helped them with their well-being, and 
we continued to remind them of resources avail-
able for support and care. Residents had ongoing 
process groups for each post-graduate class, with 
outside faculty leaders, which continued to meet 
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throughout the crisis and which allowed them an 
avenue to share experiences and support one 
another.

The ACGME visited the institution and met 
with residents on July 12, 2019. The ACGME 
was incredibly helpful in centralizing the data-
base of available positions and worked with pro-
grams seeking to accept residents to increase 
their resident complements when educational 
resources allowed. However, the anxiety about 
finding positions was soon replaced by anxiety 
about sufficient funding. Hahnemann was over 
the cap for funded GME positions, and therefore 
residents would not be released with 100% of 
their GME funding. Most of the program direc-
tors were not aware of the intricacies of GME 
funding and were caught by surprise when this 
occurred. Many resident transfer offers were 
made contingent upon full funding. Adding to the 
concern about CMS funding was a concern that 
the hospital had the final authority to accept or 
reject signing off on a resident’s transfer, and it 
was concerning to all how resident positions and 
funding would be handled at the bankruptcy 
hearing.

The following lessons learned from the per-
spective of the program director/vice chair for 
education from this crisis are likely to be helpful 
in responding to both similar and less cata-
strophic change in any residency program:

• Academic psychiatry is inherently financially 
unstable under our current healthcare system. 
Program directors should know CMS rules 
regarding resident financing, be attuned to the 
fiscal health of their institutions, and follow 
news regarding healthcare finance. The 
COVID-19 crisis has additionally exacerbated 
the financial vulnerability of many healthcare 
institutions.

• Program directors must assume that clinical 
sites are always vulnerable and have available 
potential partners in mind.

• Program directors must assemble a support 
team early in their tenure. This should include 
personal supports as well as institutional sup-
ports, including the DIO, other program direc-
tors at the same institution, and program 

directors in national organizations such as 
AADPRT. Acquainting oneself with key per-
sonnel at the ACGME is also critical to navi-
gating major residency changes.

The next section of this chapter will describe 
how the department chair and leadership may 
assist programs during times of significant 
change.

 The View from the Top

As the prior section illustrates, changes are con-
stant in the world of graduate medical education 
(GME). Changes may occur at different levels 
(institutional, departmental, program, faculty, or 
trainee) and originate both internally and exter-
nally. Regardless of what factors drive change in 
a GME program, department leadership (espe-
cially the department chair and vice chair for 
education, when available) and program leader-
ship (including the program director and associ-
ate program directors) must have a proactive 
mindset to craft a change management plan to 
address the apparent and unforeseen challenges 
that follow unexpected change. Such a plan must 
be crafted with two guiding principles – address-
ing short-term needs and preserving the long- 
term vision of the department.

 Role of Program and Department 
Leadership During Change

Effective leadership is a prerequisite for success-
ful organizational or program changes. Change 
leadership research has identified three key com-
petencies common to successful change leaders – 
communication, collaboration, and commitment 
[2]. Change of varying magnitude occurs in all 
residency programs. Most changes are geared 
towards improving the quality of the overall pro-
gram or addressing specific deficiencies identi-
fied through the annual program review, annual 
ACGME surveys, or other evaluative mecha-
nisms such as collective resident feedback. It is 
advisable that the program director and depart-
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ment chair share similar goals and values when 
reviewing feedback and making plans for change. 
Any benefits must be carefully evaluated against 
the barriers and obstacles to proposed changes. 
When changes are gradual and planned, the 
department and program leadership should allo-
cate a reasonable amount of time to collecting 
suggestions and getting buy-in from key stake-
holders in the department so that the change plan 
is vetted by leadership, faculty, and staff. The 
program director and chair, in this situation, must 
clearly communicate to the department the ratio-
nale for the change, the objectives, and the action 
plan. They must demonstrate genuine interest in 
collaborating with all the stakeholders in the 
department. The program director and chair must 
show their commitment to the change plan as 
well as being willing to listen and adjust as new 
information arises. Many program directors and 
chairs attain their positions because they possess 
these essential leadership attributes. As outlined 
in the Report by the Association of American 
Medical Colleges (AAMC) Group on Resident 
Affairs (GRA) [3], agility and adaptability are 
key personal attributes for a high-performing 
GME leader.

An experience in our department illustrates a 
change that a department might make internally, 
requiring such communication, evaluation, and 
problem solving. Several years before the 
Hahnemann closure, the program director pro-
posed a significant change to the PGY2 clinical 
rotations by adding an outpatient experience to 
the already busy PGY2 schedule. The rationale 
for the change was the observation that PGY3 
residents had a steep learning curve adjusting to 
the routines and rhythm of outpatient work, even 
without considering the extra challenges and 
tasks that came with our significant concentration 
on psychotherapy training. Many residents felt 
that they were not sufficiently prepared for the 
shift to outpatient work despite a weeklong orien-
tation at the beginning of the PGY3 year. They 
expressed a strong desire to have an exposure to 
outpatient work in the PGY2 year on a “smaller 
scale.” The program director had several meet-
ings with the chair and the senior associate pro-
gram director and then engaged with the clinic 

director and outpatient staff before any change 
took place. The PGY2 schedule was adjusted so 
that each resident could carry two patients in the 
outpatient clinic longitudinally for 12  months. 
Even though this example illustrates the type of 
programmatic change that is driven by educa-
tional goals is well planned and has long-term 
benefits in mind, it had unforeseen consequences 
and required significant retooling to make the 
experience a good one. For example, we had not 
anticipated the degree to which coverage issues 
on the inpatient services would pose a barrier to 
faculty buy-in when night float and vacation 
meant that covering residents would be less avail-
able for residents going to the outpatient site. 
Geography posed another challenge. Our PGY2 
residents train in many different hospitals, so 
commuting and parking meant that 2 hours plus 
supervision turned into a full afternoon. Such 
logistical challenges were less apparent when the 
idea was on paper.

When a crisis presents itself there is rarely 
time for leaders to prepare – the only option is to 
react to the crisis. As a result, the role of the pro-
gram leadership and chair suddenly shifts from 
“educational facilitator and leader” to “crisis 
manager.” Crisis management requires additional 
skill sets that a program director or chair would 
not necessarily need in non-crisis situations, and 
may not have been presented or selected for as 
qualifications for these positions. Program clo-
sure or the threat of such an event may be the 
most significant crisis for a residency training 
program. Hospital mergers and the loss of par-
ticipating institutions are another common situa-
tion which threatens programs with the loss of 
clinical training options and a shift of institu-
tional culture. Gonzalez et  al. [4] conducted an 
important study examining the types of program 
closures and factors contributing to program clo-
sure by surveying the program directors of 27 
Family Medicine Residency programs that were 
either closed or had applied for closure between 
2000 and 2004. The study found that 75% of 
closing programs were based in and approxi-
mately 70% provided care for underserved com-
munities. This study also identified financial, 
political, and institutional leadership changes as 
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the most common reasons for the program clo-
sure. All these factors are sadly validated in the 
case of the Hahnemann Hospital crisis and 
demise, only one and a half years after the hospi-
tal was sold by Tenet Healthcare to AAHS.

Although leaders are frequently inadequately 
prepared or trained to deal with a crisis – whether 
a natural disaster (e.g., Hurricane Katrina) or a 
man-made calamity (e.g., the Hahnemann clo-
sure) – these events may bring out the best quali-
ties of a person in charge. Gigliotti [5] summarized 
the following six key attributes for any successful 
crisis leader: adaptable, empathetic, prepared, 
resilient, transparent, and trustworthy.

A department chair or program director must 
not merely react to a crisis swiftly, but continu-
ally adjust and adapt based on newly available 
information. At the beginning of the Hahnemann 
crisis, there was little information available 
regarding the plan for hospital and program clo-
sures. Understandably, departments and program 
leaders were flooded with questions that commu-
nicated the anger, disgust, anxiety, and despair 
felt by faculty and trainees, in addition to manag-
ing their own sense of anxiety and loss. Yet as 
department leaders we had no time (or power) to 
find out how and why the decision was made to 
close the hospital and withdraw the training pro-
grams. We only knew that we must act quickly to 
ensure the best possible path forward for our resi-
dents and department, and we felt ethically bound 
to address the emotional reactions of our faculty 
and trainees. Department leadership (including 
program directors) must quickly assess the ensu-
ing impact of a crisis on every member of the 
department – including the trainees – and deter-
mine accurately the groups that the crisis renders 
the most vulnerable. From the beginning of the 
Hahnemann crisis, it was obvious that the patients 
served at Hahnemann were the most vulnerable 
people affected by the crisis. Working with hos-
pital leadership and Drexel University Medicine 
leadership, we developed plans to provide inpa-
tient coverage and outpatient transfers to ensure 
the continuity of patient care. Thousands of 
patients who had relied on Hahnemann for their 
medical care for years were impacted by the clo-
sure. The psychiatry department also managed a 

busy medicine–psychiatry inpatient unit, whose 
patients would be a challenge regarding transfer 
and placement. The emotional toll on patients 
and care providers forced to terminate long-held 
relationships was substantial. Given the precipi-
tous plan for all residencies to be shut down or 
withdrawn within 60 days, our residents and fel-
lows were another group of people gravely 
impacted by the bankruptcy. At the time of the 
announcement of bankruptcy, there were 32 resi-
dents and nine fellows in our psychiatry depart-
ment, some who had just completed orientation, 
and some who were in the process of applying for 
fellowships. As the crisis evolved, we prioritized 
this plan: (1) secure quality care for our inpa-
tients and outpatients and transfer them appropri-
ately, (2) support the residents to secure 
displacement spots in other programs, preferably 
in the Philadelphia area and with as many of their 
cohort as possible, (3) support the transition plan 
of the department from Drexel to Tower Health 
by maintaining the core faculty, (4) re-envision 
and reconstitute the residency programs within 
Tower Health, and (5) reconfigure a new aca-
demic department of psychiatry in a large health-
care system (Tower Health) that provided services 
in urban, suburban, and rural settings, but had 
little prior experience with psychiatry GME, and 
which was geographically distant from our pri-
mary sites.

As indicated in the previous section, we con-
vened nearly daily briefings for trainees with the 
training program leadership led by the vice chair. 
Both the child and general psychiatry program 
directors and the vice chair for education spent 
countless hours working closely with each resi-
dent and fellow to support their search for dis-
placement spots by reviewing programs and 
compatibility. We also shared with residents our 
intention to relocate the program to Tower Health 
at some point. We were very sensitive about the 
potential conflict of interest in sharing this infor-
mation, and made clear to them that we could not 
be certain that there was any chance that this pro-
cess would be completed in time for them to stay 
with us. We communicated that first and fore-
most, we wanted them to secure positions and 
continue their training with no interruption.
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A department chair has the added responsibil-
ity to support and guide the residency program 
leadership through crisis or change, especially 
when changes are imposed externally and unex-
pectedly. Perceived lack of support from 
 department chairs has been cited as one of the 
factors contributing to program director burnout 
and turnover [6]. The well-being of a program 
director is critical to maintain relative stability 
and normalcy when a training program is in cri-
sis. This responsibility of the chair may be less-
ened when the program director is a seasoned 
educator familiar with ACGME rules and regula-
tions. In this scenario, the chair should attend to 
supporting and providing necessary resources to 
the program director. If the program director is 
relatively inexperienced, the chair should con-
sider more hands-on involvement to help with 
managing the crisis. In addition, there is the obvi-
ous issue of the career development of the pro-
gram director. The degree of distraction produced 
by the threat to job stability and career disruption 
posed by program closure cannot be underesti-
mated. Many program directors are still building 
their own academic portfolios and may be con-
cerned about finding an alternative education-
focused academic position. The program director 
concerned about opportunities ahead will need a 
chair’s help to map a future professional path 
while they both work to maintain morale and 
leadership for the residents. During the 
Hahnemann crisis, the chair was present at most 
of the daily briefings hosted by the vice chair and 
program director, providing support and as much 
new information as possible.

Stabilizing the faculty during a crisis is equally 
important for the tripartite mission of an aca-
demic department. Young faculty members, in 
particular, will experience significant stress dur-
ing such disruptions. Impacts to grant funding, 
academic productivity and advancement, clinical 
work, and employment will be absorbed by those 
tasked to manage clinical work and provide resi-
dent and student preceptoring and teaching. 
Thus, the department chair must balance the 
demands on energy and attention to the multiple 
missions of the department and not lose sight of 
the overall well-being of faculty and staff. During 

the Hahnemann bankruptcy, several departments 
of the College of Medicine lost hospital-based 
practices and many faculty members resigned, 
which caused enormous anxiety among remain-
ing faculty members. Faculty departures would 
obviously be a detriment to the educational pro-
grams, so it was critical for our department to 
retain the core faculty. To address anxiety and 
forestall attrition, we held regular faculty meet-
ings to provide updates on the bankruptcy and the 
development of a transition plan into a new 
healthcare system. We shared with faculty the 
vision to maintain the status and core mission as 
an academic department at Tower Health, as it 
became clear that there was a significant likeli-
hood that our training programs in adult and child 
psychiatry would be reconstituted in the new sys-
tem. Doing so without the core faculty would 
have been far more difficult so we sought to 
maintain morale and a sense of departmental 
connection.

 Regulatory Requirements During 
Residency Program Changes

Every department chair must be familiar with the 
ACGME and American Board of Psychiatry and 
Neurology (ABPN) requirements for the training 
programs under their supervision. Many situa-
tions require the chair to make changes to a resi-
dency or fellowship program such as hiring or 
removing program directors, building new train-
ing affiliations, or navigating the loss of funding 
for positions. When program closures are possi-
ble, it is even more critical for the chair to under-
stand the regulatory landscape to successfully 
plan and navigate the closure. Once Hahnemann 
Hospital announced the closure of the GME pro-
grams, we approached the GME office and DIO 
to explore the possibility of transferring our adult 
and child training programs in their entirety to 
Tower Health. Transferring to Tower Health was, 
in our view, the most logical way to protect the 
best interest of the residents and fellows. They 
would continue in the same cohort, with basically 
the same clinical rotation sites and faculty. The 
Hahnemann GME leadership declined our 
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request. The ACGME Institutional Policies out-
line the steps and process of transfer of program 
or institutional sponsorship (see below) which 
would have allowed us to make this seamless 
change. Knowing these policies up front allowed 
us to problem-solve and plan scenarios with the 
speed that we needed to have more options dur-
ing this emergency.

Both the program director and department chair 
must be familiar with the institutional disaster poli-
cies in place, including the policy for program clo-
sure. When a new DIO joined Hahnemann about 1 
year prior to the closure, one of the first policies 
sent to the GMEC for approval was the disaster 
policy. The requirement for an Institutional Disaster 
Policy is a byproduct of the way in which GME 
programs addressed the devastating impact on 
medical education and hospitals when Hurricane 
Katrina destroyed the Gulf Coast in 2005. This 
calamity caused many patients to lose their home 
hospitals and approximately 600 residents and fel-
lows to lose their training homes. Suddenly the US 
GME system faced a stress test. After Katrina, the 
ACGME added the requirement that every spon-
soring institution must have a disaster policy, 
including procedures that provided for a temporary 
relocation of the program to ensure the best possi-
ble continuity of training for the residents and fel-
lows affected by the disastrous situation.

 Keep Collaborating Institutions 
and Affiliates Informed

In retrospect, our strong collaborative relation-
ships with major affiliates served our department 
well during this crisis and transition. Our depart-
ment leadership initiated and maintained a pro-
ductive relationship over 17  years with several 
training affiliates, including a large not-for-profit 
free-standing psychiatric hospital and a free- 
standing community mental health center with a 
large adult and child patient population. When 
Hahnemann announced the bankruptcy, the 
department leadership immediately approached 
these and other affiliate sites to provide informa-
tion regarding our plans and the hospital closure. 
Open and direct communication continued 
throughout the crisis. We assured the sites that 
our residents and fellows would fulfill patient 
care responsibilities until they were transferred. 
We also provided as clear a timeline of the transi-
tion as we could so that sites could prepare for 
coverage in the absence of residents. This was 
not an easy transition for many of them, as it 
meant securing coverage for nights and week-

Subject 18:00 Accreditation and Recognition 
Actions; Pre-Accreditation

Section: 18.100 Other Actions (continued)

18.104 Change of Sponsorship

a. Transfer of institutional or program 
sponsorship to another ACGME-accredited 
Sponsoring Institution requires a letter 
from the designated institutional official 
(DIO) and senior administrative official of 
the original Sponsoring Institution indicat-
ing willingness to give up sponsorship, and 
a letter from the DIO and senior adminis-
trative official of the receiving Sponsoring 
Institution, indicating willingness to accept 
institutional or program sponsorship. In the 
case of a program change, the letters should 
be addressed to the Executive Director of 
the respective specialty-specific Review 
Committee, with a copy to the Executive 
Director of the Institutional Review 
Committee and the Senior Vice President, 
Field Activities. In the case of a Sponsoring 
Institution change, the letter should be 
addressed to the Executive Director of the 
Institutional Review Committee, with a 
copy to the Senior Vice President, Field 
Activities [7] (Accreditation Council For 
Graduate Medical Education, Policies and 
Procedures, 2020).
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ends as well as for day-to-day patient care. Our 
long-term and healthy relationship with our affil-
iate partners was especially critical as we devel-
oped and submitted the new residency program 
application to the ACGME.  Without hesitation, 
nearly all our affiliates provided letters of educa-
tional support and Program Letters of Agreement 
and expressed a strong desire to continue our 
relationship even as we transitioned to another 
institution. With their support and the continuing 
commitment of our faculty, we successfully 
obtained ACGME initial accreditation for a new 
program, recruited our first group of residents, 
and started their training in July 2020, in the mid-
dle of the pandemic. Ironically, the experience 
we had in navigating the closure helped us to 
weather the pandemic more easily, as the com-
munication strategies we used during the closure 
were very similar during times when COVID-19 
surges required unit procedures to change rapidly 
and when residents were understandably anxious 
about their training and their safety.

The following lessons learned from the per-
spective of the chair from the Hahnemann crisis 
are likely to be helpful in responding to both sim-
ilar and less catastrophic change in any residency 
program:

 1. Always place the interests of patients and 
trainees as the top priority.

 2. Preserve or develop a long-term vision for the 
department amidst uncertainty or crisis.

 3. Communicate the facts clearly.
 4. Be a role model of emotion regulation; calm 

and direct.
 5. Support and mentor the program director and 

keep his or her career development in mind in 
times of need.

 Communication Strategies  
and Self- Care During Major 
Changes: Perspectives from Both 
the Chair and Vice Chair

 Communication Strategies During 
Major Changes

Whether predicted or unexpected, changes must 
be clearly communicated to residents and anyone 

else impacted by the change. Routes of commu-
nication may vary depending on the seriousness 
of the circumstances. Face-to-face communica-
tion is essential during a significant change. 
Written materials summarizing the content of the 
communication are most helpful, as anxiety and 
distress will often keep residents (and anyone) 
from accurately recalling all the facts. 
Acknowledging the emotional impact of change 
and managing one’s own reactions is key to com-
municating effectively. For example, when 
changes affect both you and the residents, and the 
residents are angry or anxious, even if such 
changes disrupt your personal life, you must 
manage your own emotional response to commu-
nicate effectively. Facts are your friends  – be 
clear, repeat as needed, and when you are unsure 
about something, be honest and say so and make 
efforts to find the answer. Expect that rumors will 
emerge and preemptively indicate when and how 
you will be available to clarify the situation and 
answer questions. Have a clear conduit for offi-
cial information and disseminate it at predictable 
intervals. Ask residents to come to you with 
rumors that they have heard in order to clarify 
these. Often they are a source of great help. For 
example, we were aware that our residents main-
tained communication both within their own 
group, and with the larger group of Hahnemann 
house staff, and they often communicated con-
cerns that we had not considered.

We advocate an approach that embraces the 
department as a team whose mission is to care for 
patients and support each other. Reinforcing the 
centrality of patient care during major changes 
protects both the departmental mission and per-
sonal professional identity. During disruptive 
change, a focus on the quality of patient care is 
key to maintaining professionalism. When fac-
ulty model professionalism and stay calm, it pro-
vides an anchor for residents. Residents will 
often be at an age where major life changes (e.g., 
illness, losses) have not yet impinged on their 
work; navigating through changes in residency 
may provide a helpful example of what is needed 
to function effectively as a professional in the 
years to come when life changes present chal-
lenges. Changes that are imposed by a depart-
ment (call frequency or unit coverage, for 
example) are more complicated to execute 
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because residents may not see themselves as 
being on the same side of the issue as the depart-
mental administration. In this situation, we would 
advocate that to any extent possible, including 
residents in shared decision-making and provid-
ing the rationale underlying the decision is 
important. It bears remembering that residents 
may also not have experiences navigating work 
situations when decisions occur that change poli-
cies or conditions that then impact them in a neg-
ative way. A focus on shared departmental 
sacrifice and a fuller discussion of the lack of 
such experience with the resident cohort may 
help them see such changes as unwelcome, but 
not personally directed. For program directors, it 
may be useful to discuss how unexpected changes 
affected your career trajectory and how you have 
responded to them. Effectively modeling this 
skill set helps residents in their personal and pro-
fessional development.

Another vital communication channel during 
changes in training programs is that of communi-
cating with regulatory agencies and experts. 
Orient yourself to all the individuals who can 
help you. This may include hospital-based 
experts in human resources and risk manage-
ment, your DIO, and your legal department. State 
licensing boards, ECFMG, experts in immigra-
tion, the ACGME, and the ABPN are all key par-
ties who may play a role in creating or assisting 
with change in your program. Developing rela-
tionships with individuals in each of these orga-
nizations will help you when emergencies occur 
by allowing you to quickly assemble a support 
team. It may even be possible for representatives 
from these constituencies to meet with you and 
the residents if a significant calamity occurs. In 
addition, AADPRT plays an essential role in the 
lives of most psychiatry program directors, as a 
source of information and support, particularly 
during difficult times.

 Self-Care During Disruptive Change

Everyone involved in a training program may 
need extra support during major disruptions. No 
program director should be an island. A solid set 

of supports inside and outside of the work envi-
ronment is critical. Cultivating excellent relation-
ships with your chair and with other faculty will 
pay enormous dividends in challenging times. 
Identify a mentor at the start of your work as a 
program director (AADPRT will facilitate this) 
and be in close contact with your mentor regard-
ing questions and concerns. An important net-
work is a group of trusted close confidantes who 
advise and support you outside of work. When 
perspective-taking is a challenge, these individu-
als may help you to clarify decisions. “Put on 
your own oxygen mask first” is an excellent strat-
egy during disruptive change. Prioritizing exer-
cise, eating well, and getting sufficient rest will 
help you to be in the best position to regulate 
your own emotions and make the best decisions. 
During disruptive change, there may be the temp-
tation to neglect time for reflection and self-care 
because of the demands on your time. Resist the 
impulse to put time for yourself on the back 
burner in the service of more effective 
performance.

A difficult area to prioritize for the program 
director during major residency change is allo-
cating sufficient time to examine and act on per-
sonal career goals. Often so much energy is 
expended caring for the program and the resi-
dents that personal career development falls by 
the wayside. We suggest scheduling time for a 
thorough examination of pros and cons of poten-
tial career changes with a trusted mentor. 
Examining future options through the lens of 
what you might tell a friend in a similar situation 
may be a helpful strategy.

For residents, relying on peer support net-
works was imperative during the Hahnemann 
closure. Establishing a culture in which residents 
are encouraged to form supportive relationships 
within the cohort and advocate for one another is 
crucial for any residency program, most espe-
cially during times of disruptive change. Since 
program leadership may not be privy to details of 
how certain residents are coping, chief residents 
may need to take the initiative to identify any 
who are struggling and in need of additional sup-
ports and make certain they are provided 
assistance.
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 Resident Perspectives 
and the Aftermath 
of the Hahnemann Closure

Much in the same way that residents must lead 
and effectively communicate within clinical 
teams when caring for patients, these skills are 
also necessary in maintaining resident morale 
during times of change. An impromptu resident- 
led meeting was held the evening following the 
DIO announcement of the hospital closure. This 
allowed a safe space in which residents could 
field questions and express frustrations in the 
absence of the administration. Recognizing that 
residents had varying degrees of familiarity with 
working with our program leadership, the chief 
residents listened intently and wrote down a list 
of items residents from each class wanted 
addressed with administration. As the prior sec-
tions indicated, residents in different classes and 
in different circumstances had impacts beyond 
just the question of where they might be placed. 
There were vacation and engagement plans, fel-
lowship applications, families to support, and 
potentially apartment leases to break  – each of 
which were experienced individually. It was 
important to validate resident concerns and allow 
each one to feel empowered to speak up during 
this time of crisis. In addition, this input helped 
the department broaden and prioritize issues of 
importance to the residents. For example, obtain-
ing verification of training after Hahnemann 
closed became a major concern to residents who 
would require such information on many occa-
sions in the future. We had not considered this in 
our initial needs assessment after the closure was 
announced.

In the unfortunate event of future residency 
closures, as residents, we see a potential role for 
external advising. As previously indicated, resi-
dents, faculty members, and leaders are tasked 
with managing an unfathomable amount during a 
major crisis with many diverging interests to jug-
gle. Residency leadership may be working to pre-
serve the program they have built in addition to 
protecting their trainees. Despite the tremendous 
support and transparency we were afforded by 
our residency leadership, residents suffered sig-

nificant losses because of the Hahnemann clo-
sure. The role of private equity investment in 
healthcare is becoming more prevalent and influ-
ential. We are, therefore, concerned that future 
residents may also fall victim to hospital clo-
sures. An advisor or consultant from an outside 
institution would be capable of a singular focus 
on the interests of the residents. Similarly, this 
advisor would be insulated from the closure and 
not burdened by the anxiety of ongoing events. 
Such an objective person could have a broader 
perspective and may help residents make sound 
decisions in these circumstances. ACGME or 
other regulatory bodies could develop a resident 
ombudsperson as a resource to be available dur-
ing future crises. Such an individual might also 
provide support to the departmental leadership 
by decreasing the burden for support that they 
carry.

As a medical student, there is a great deal to 
consider when researching potential residency 
programs. The well-prepared residency applicant 
might peruse the American Medical Association 
(AMA) website for “common questions to ask” 
when on the interview trail. Questions to pro-
gram directors and faculty members might per-
tain to location and type of training sites, 
philosophy of training, patient population, acces-
sibility of faculty, call schedule, and employee 
benefits. Most important to many applicants is 
spending time with current residents asking about 
resident cohesiveness, their experiences on call 
and the call schedule, outside activities, and how 
supported they have felt by the faculty. These are 
all worthwhile considerations, but do not include 
questions about the financial stability of the pro-
gram and the hospital systems that hold the resi-
dent slots. An unfortunate realization in the 
aftermath of our experiences was that the finan-
cial stability of the residency program and host 
institution is something that warrants investiga-
tion by applicants in our monetized healthcare 
system.

While the closure of Hahnemann was both 
unfortunate and surprising, an outcome of this 
catastrophe was an increase in resident cohesion. 
Residency training is naturally structured so that 
generally trainees at each post-graduate level 

22 Managing Change Within a Residency Program



358

have different goals. For example, first-year 
interns focus on the foundational skills of psychi-
atric assessment and treatment and developing a 
support system in a new community, while more 
senior residents are honing particular skills of 
interest and exploring career opportunities. 
During the Hahnemann closure, residents were 
united by common goals – to survive this crisis 
and find a way to continue training.

The tragedy of the Hahnemann closure high-
lighted the importance of relying on one another 
during times of disruptive change. July 29, 
2019 – a little over a month following the DIO 
announcement of the hospital closure – marked 
the last day in which the residents, faculty, and 
program leadership met before the residents 
would transfer to their new residency programs. 
Ironically, it was a requirement that all the resi-
dents be present at Hahnemann for the day of the 
closure in order to be released with CMS fund-
ing. A day of didactics and final goodbyes ensued. 
This meeting, emotion filled for both the resi-
dents and the faculty, was the culmination of 
weeks during which many residents struggled 
with feelings of helplessness, anxiety, and frus-
tration. Residents were relieved to have secured 
new residency spots among programs in and 
around the Philadelphia area, obviating the 
expense of relocation. Our relief was coupled 
with sadness at the idea we were leaving our 
Drexel community – our family – on whom many 
had relied and which we had hoped would remain 
our academic home. Hahnemann residents took 
group pictures on the roof of the hospital depart-
ment by department, saying goodbye to the insti-
tution and to one another. While our residents and 
faculty have been unable to finish the training 
relationships we started due to these unfortunate 
events, we remain attached by a bond that has 
endured. We believe our continued attachment to 
one another is in part due to the successful navi-
gation of change by the residents and the 
department.

The following lessons learned from the per-
spective of residents from this crisis are likely to 
be helpful in responding to both similar and less 
catastrophic change in any residency program:

 1. Resident cohesion and leadership were impor-
tant in maintaining resident morale during this 
time of disruptive change.

 2. External advising or consulting could be ben-
eficial for residents in the event of future hos-
pital closings.

 3. Residents should consider finances of health 
care systems in the pros and cons of ranking a 
particular program for training.

 Summary

Although the events that befell our psychiatry 
residency program were of a size and scope that 
are unusual, many of the strategies that were 
implemented helped us move forward and fulfill 
the needs of patients, faculty, and residents. One 
lesson we learned was to remember that change 
will impact members of a department differently. 
Leadership must determine the most adversely 
affected and plan accordingly. Our experiences 
with planned changes in our residency, most 
effectively implemented when deliberate steps 
were taken to engage and address the concerns of 
key stakeholders, helped us to keep communica-
tion at the forefront during this emergency. 
Departmental leadership must have the ability to 
preserve a vision for the educational, research, 
and clinical mission of a department during sig-
nificant changes. When major events occur that 
are threats to the education of residents or disrupt 
the culture of a system, a value system that fosters 
faculty and resident well-being is imperative.

Finally, program directors and residents 
should know CMS rules regarding resident 
financing, be attuned to the fiscal health of their 
institutions, and follow news regarding health-
care finance. Given the precarious nature of 
healthcare financing, medical students and resi-
dency applicants should investigate the financial 
health of the institutions to which they apply and 
consider that as a factor in their ranking of pro-
grams. Leaders of academic programs must be 
prepared to navigate during unexpected calami-
ties and anticipate that change will occur during 
their tenure.
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23Faculty Development

Laurel Pellegrino, Anna Ratzliff, 
and Deborah S. Cowley

 Introduction

A skilled, knowledgeable, and enthusiastic fac-
ulty is crucial to the success of a graduate medi-
cal education (GME) program. Faculty members 
provide day-to-day clinical supervision, didactic 
teaching, and mentoring for trainees. They model 
how psychiatrists work in practice, care and 
advocate for patients, interact with colleagues, 
staff, and teams, pursue lifelong learning and 
scholarship, attend to their own and team mem-
bers’ well-being, and balance work and personal 
life. Faculty members substantially affect the 
safety, inclusiveness, and intellectual stimulation 
of a trainee’s learning environment. They can 
observe trainees in their everyday work and pro-
vide the specific, direct feedback that a resident 
needs to become the best possible psychiatrist. 
For program directors, chairs, and other educa-
tion program leaders, investing in ongoing pro-
fessional development of the faculty, or faculty 
development, is key to establishing and maintain-
ing a high-quality program. The Accreditation 
Council for Graduate Medical Education 
(ACGME) recognizes the importance of and pro-
vides requirements for faculty development in its 
Common Program Requirements [1].

Faculty development has been defined as “all 
activities health professionals pursue to improve 
their knowledge, skills, and behaviors as teachers 
and educators, leaders and managers, and 
researchers and scholars, in both individual and 
group settings” [2]. This chapter will focus on 
professional development for faculty participat-
ing in graduate medical education (GME) pro-
grams. The ACGME describes faculty 
development as “structured programming devel-
oped for the purpose of enhancing transference 
of knowledge, skill, and behavior from the edu-
cator to the learner” and further stipulates that 
faculty development can occur in a variety of for-
mats, use internal or external resources, is usually 
needs-based, and can be specific to the program 
and institution [1].

Through faculty development programming, 
program directors and leadership can inform and 
update the teaching faculty about the program’s 
mission, goals, requirements, and expectations. 
This process helps faculty members to represent 
the program accurately to applicants, use effec-
tive teaching and supervision methods, foster a 
positive learning environment, provide meaning-
ful verbal and written feedback to trainees to fur-
ther their professional growth, and follow 
program policies correctly. Faculty development 
events are also opportunities to discuss any 
upcoming changes in the program.
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Faculty development is not just vital for 
knowledge transfer and skill-building. Group 
faculty development activities can build commu-
nity, foster faculty well-being, and enhance satis-
faction with and investment in the role of an 
educator and role model for the next generation 
of psychiatrists. By paying attention to the group 
and individual professional development needs 
of faculty, the program and department can dem-
onstrate their appreciation of faculty members 
and investment in their success and well-being.

This chapter addresses several areas important 
in designing or refining a faculty development 
program for psychiatry GME teaching faculty. 
These include content areas for faculty develop-
ment (both those mandated by the ACGME and 
other important topics) and strategies for deliver-
ing and assessing faculty development program-
ming. We provide a model for using a continuous 
quality improvement approach to guide faculty 
development efforts. We present two case exam-
ples of faculty development challenges and strat-
egies in a new, smaller program and in a larger 
and more established program. Finally, we dis-
cuss local and national resources for faculty 
development.

 Content Areas for Faculty 
Development

 ACGME Requirements

The ACGME Common Program Requirements 
(CPRs) outline the responsibilities of the pro-
gram director for faculty (see Box 23.1 for a sum-
mary) [1]. These responsibilities fall into two 
broad categories: ensuring a strong cohort of fac-
ulty to lead resident training and overseeing 
annual faculty development opportunities across 
core required domains. A high-quality educa-
tional environment starts with a strong faculty. 
The program director not only has the authority 
to approve faculty for and remove faculty from 
participation in the training program (per 
ACGME requirements) but ideally will be 
involved in hiring and orienting faculty to their 
educational roles. As part of regular evaluation 

efforts, the program director is responsible for 
determining which faculty teach/supervise resi-
dents and for monitoring and providing feedback 
about faculty performance.

These responsibilities require the program 
director to be broadly invested in the professional 
development of faculty. Practically, this also 
means the program director needs to advocate 
effectively for regular faculty development, 
including the time for faculty to participate in 

Box 23.1: Summary of ACGME Common 
Core Requirements Related to Faculty [1]
The program director must:

• Evaluate candidates to participate in the 
residency program and annually after 
appointment

• Approve the supervising faculty, remove 
faculty from supervisory roles, and have 
authority to remove residents in cases 
without acceptable learning environ-
ment for all sites

Faculty members must:

• Demonstrate professionalism
• Commit to high standards of safe, qual-

ity, cost-effective, patient-centered care
• Demonstrate a strong interest in the edu-

cation of residents
• Dedicate sufficient time to their educa-

tional role and maintain a high-quality 
learning environment

• Participate in professional development 
and continuing education

• Engage in faculty development annually 
in four core areas:
 – Role as an educator
 – Quality improvement and patient 

safety
 – Fostering well-being (both their own 

and residents’)
 – Patient care delivery informed by 

practice-based learning and improve-
ment efforts
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faculty development, at least annually. Often the 
program director is supported in these efforts by 
a range of other faculty leaders, including the 
department chair and vice-chair for education 
[3]. There are four topic areas of faculty develop-
ment required by the ACGME: developing fac-
ulty as educators, implementing quality 
improvement and patient safety efforts, deliver-
ing high-quality patient care, and fostering 
well-being.

In addition to these content areas, there must 
also be a focus more broadly on the Clinical 
Learning Environment Review (CLER) [4] (see 
Box 23.2 for details of required areas to consider) 
and the faculty development needed to promote a 
high-quality educational environment.

 Developing Faculty as Educators
Developing faculty starts with an orientation to 
the role of a faculty member as an educator. Tasks 
of the faculty medical educator include modeling 
professionalism, demonstrating investment in the 
education of residents, demonstrating commit-
ment to the delivery of safe, high-quality, cost- 
effective, patient-centered care, and participating 
in organized clinical discussions, rounds, journal 
clubs, and conferences regularly. In order to 

devote sufficient time to the educational program 
to fulfill their supervisory and teaching responsi-
bilities, it is also important that faculty under-
stand how to integrate their clinical and teaching 
responsibilities [1].

Because most clinicians have had limited 
exposure to formal training in educational strate-
gies and pedagogy, addressing best practices in 
adult learning may be especially important for 
faculty to thrive as educators [5]. Common top-
ics of faculty development efforts to enhance 
teaching abilities include teaching in both didac-
tic and clinical settings, theoretical frameworks 
and learning approaches, the acquisition of spe-
cific teaching skills and strategies, giving feed-
back, learner assessment and evaluation, and 
instructional design and curriculum develop-
ment [6].

 Implementing Quality Improvement 
and Patient Safety Efforts
With the ACGME’s increasing focus on resident 
engagement in quality improvement and patient 
safety, there is a growing need for faculty devel-
opment about both the execution of quality 
improvement and patient safety projects and the 
mentorship of trainees in developing these skills 
[7]. Fortunately, several models support this 
vital faculty development goal, ranging from 
weekly emails to enhance patient safety teach-
ing on rounds [8] to more formal system-wide 
faculty development efforts [9]. In addition, the 
ACGME Psychiatry Milestones can be a source 
of core training topics. Common topics of fac-
ulty development efforts to enhance quality 
improvement and patient safety include sys-
temic factors that lead to patient safety events, 
best practices for reporting patient safety events 
and error disclosure, analysis of patient safety 
events, participating in and leading local quality 
improvement initiatives, and the ability to lead 
teams to improve systems to prevent patient 
safety events [10].

 Delivering High-Quality Patient Care
Faculty members must model the delivery of up- 
to- date, evidence-based patient care across both 

Box 23.2: Summary of Components of 
Clinical Learning Environment Review 
(CLER) [4]
 1. Address patient safety and imple-

ment sustainable, systems-based 
improve ments

 2. Deliver healthcare quality aligned with 
the goals of the clinical site.

 3. Support high-performance teaming.
 4. Provide all members of the clinical care 

team and patients with mechanisms to 
raise supervision concerns.

 5. Engage in systematic and institutional 
strategies to sustain well-being.

 6. Recognize impact of attitudes, beliefs, 
and skills related to professionalism on 
quality and safety of patient care.
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general psychiatry and a range of required psy-
chiatric subspecialty areas. Program directors are 
responsible for ensuring that faculty members 
have sufficient expertise to train residents in a 
broad range of psychiatric clinical rotations, 
including inpatient, outpatient, geriatric, addic-
tion, community, consultation liaison, forensic, 
and emergency psychiatry. Additionally, child 
and adolescent psychiatry experiences require a 
Board-certified faculty supervisor. Faculty exper-
tise must be available across several treatment 
modalities, including supportive psychotherapy, 
psychodynamic psychotherapy, cognitive- 
behavioral therapy, psychopharmacology, elec-
troconvulsive therapy, and other emerging 
somatic treatments [11]. Lastly, faculty experts 
will be needed to deliver a didactic curriculum 
across all these topic areas and others. Strategic 
recruiting of expert clinicians or faculty with sub-
specialty training may be necessary to address 
these needs.

 Fostering Well-Being
It is especially important to consider the role of 
the program director in promoting the personal 
and professional well-being of the faculty. An 
environment of well-being will enhance faculty 
job satisfaction and retention. Faculty can also 
model this important professional activity and be 
a source of support for resident well-being. There 
has been increasing recognition that this requires 
a focus on supporting both systems change in the 
clinical and learning environment and individual 
strategies for well-being [12]. Fostering opportu-
nities to create community and promote personal 
well-being can be incorporated into pre-existing 
faculty development efforts. For example, faculty 
development about leading quality improvement 
projects can include provider satisfaction as an 
important quality improvement outcome. A pro-
gram to develop faculty as leaders able to shape 
the clinical learning environment may also help 
accomplish the goal of systems that support well- 
being. To support faculty well-being, the program 
director and educational leaders may also need to 
help advocate for appropriate credit for teaching 
activities [13] or the implementation of innovative 
programs to promote faculty wellness [14].

 Other Potential Topics for Faculty 
Development

 Clinical Supervision
Although developing faculty as educators 
includes clinical supervision, this topic warrants 
particular emphasis. The bulk of resident educa-
tion occurs through clinical supervision, so fac-
ulty should be familiar with the principles of 
adult learning theory and how they apply to 
supervising residents in clinical settings. 
Attendings need to be able to assess and activate 
a resident’s prior knowledge, set collaborative 
goals, and continuously monitor learning. 
Supervisors with these skills increase learners’ 
intrinsic motivation and reflective practice, key 
elements of the Practice-Based Learning and 
Improvement (PBLI) Milestones [15].

Each clinical setting has unique opportunities 
and constraints that lend themselves to distinct 
teaching strategies and different faculty develop-
ment needs. For example, skills needed for brief 
bedside teaching during inpatient rounds differ 
from those required for hour-long indirect super-
vision of a resident doing psychotherapy. 
Therefore, faculty development programs must 
recognize and address the unique needs of faculty 
working in different clinical settings.

In acute care settings, attendings most often 
work with early learners and have more direct 
observation of patient interviews with immediate 
feedback. Some specific tasks for educators in 
this setting include teaching residents to assess 
patient safety, maintain their safety working with 
acute patients, and work collaboratively with 
multidisciplinary teams [16, 17]. In addition, 
acute care settings lend themselves to brief bed-
side teaching. Educators can develop a repertoire 
of “teaching scripts” for common clinical sce-
narios in advance. Having prepared “teaching 
scripts” also can reduce cognitive load to enhance 
focus on the patient while providing teaching and 
supervision [18].

In the outpatient setting, attendings generally 
work with more advanced learners, and there are 
opportunities for both direct and indirect supervi-
sion [19]. Faculty have different teaching 
 opportunities when they join the end of outpa-
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tient visits to “staff” cases versus when they pro-
vide dedicated indirect group supervision of 
residents. Indirect supervision (i.e., supervision 
without personally evaluating the patient) 
requires different skills to assess and direct learn-
ers and may evoke anxiety for faculty new to this 
model. Specific outpatient supervision skills for 
faculty include teaching residents safety assess-
ments in the outpatient setting, instructing resi-
dents to obtain detailed informed consent for 
medications, guiding residents in patient panel 
management, and helping residents refer patients 
to appropriate community resources [16].

Psychotherapy supervision brings with it 
another set of skills for faculty development. 
Attendings need to help residents establish a 
therapeutic alliance, select a suitable psychother-
apy modality, set and maintain boundaries, and 
complete successful terminations of therapy. 
There are a host of different strategies that super-
visors might use, including observation of video 
recordings, review of transcripts, role-playing, 
live observation through a one-way mirror, and 
co-therapy. Skills that help supervisors form suc-
cessful supervisory relationships include writing 
supervision contracts, forming a supervisory alli-
ance, establishing an agenda in supervision, and 
maintaining appropriate supervision boundaries. 
Supervisors may also need instruction on using 
validated empirical scales within their modality 
to assess resident competency and provide feed-
back [16].

In all clinical settings, faculty need to be well 
versed in accurately evaluating residents and pro-
viding actionable, specific feedback. Feedback is 
crucial to learner development, but often faculty 
receive little training in this area [20]. Faculty 
development should target using evidence-based 
solutions and approaches to the most common 
barriers to feedback, including lack of dedicated 
time, faculty discomfort and fear of damaging 
rapport with residents, and discomfort on the part 
of trainees [21].

 Didactic Teaching
In addition to clinical supervision, faculty teach 
formal didactics, which requires a distinct set of 

skills. Professional development in this area 
should include instruction in adult learning the-
ory, specifically in the application of the science 
of learning to medical education [22, 23]. 
Engaging adult learners involves tapping into 
their sources of motivation and making topics 
relevant to their practice, assessing and building 
upon prior knowledge, using effortful learning to 
increase knowledge retention, applying knowl-
edge in varied contexts, and paying attention to 
the social context of learning. Active learning 
strategies, such as flipped classroom techniques, 
problem-based learning, and small group facilita-
tion, can help to increase comprehension, trans-
fer, and retention. Importantly, learning objectives 
should be explicit and tied to formal assessment 
tools.

Some examples of successful applications of 
adult learning theory to medical education 
include using standardized patients to improve 
communication skills, using online quizzes to 
assess knowledge and tailor learning, pairing 
video clips with skill practice, and using 
discussion- based vignettes and learner-directed 
online learning [24]. Another example is team- 
based learning to improve didactic teaching of 
psychodynamic psychotherapy within psychiatry 
residency didactics [25].

Faculty can also learn to develop curricula, for 
example, by following Kern’s six-step model of 
problem identification and needs assessment, 
goals and objectives, educational strategies, 
implementation, evaluation, and feedback [26]. 
This model can be successfully applied to devel-
oping a didactic series in a specific content area 
[27, 28].

 Diversity, Equity, and Inclusion
Faculty development should include training fac-
ulty to foster an inclusive learning environment, 
evaluate residents equitably and fairly, and 
 educate residents to meet the needs of diverse 
patient populations.

Program directors are responsible for main-
taining an inclusive learning environment for all 
trainees, including training faculty to be aware 
of their biases and employ equity mindsets. 
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There are courses available such as “Becoming a 
More Equitable Educator” from the 
Massachusetts Institute of Technology (MITx) 
[29], and a course specifically designed for grad-
uate medical education is under development. 
Faculty should be aware that their assessment of 
residents is prone to implicit bias, which they 
should consider when completing evaluations 
and writing letters of recommendation. Implicit 
bias training is essential for faculty members 
who rank applicants and select residents for hon-
ors, awards, and leadership positions, such as 
chief residents. In clinical settings, faculty 
should be trained to support residents who are 
subject to patient bias. Discriminatory behavior 
by patients toward trainees is common and takes 
an emotional toll [30]. There are a variety of 
frameworks that faculty can use to support train-
ees and interrupt instances of biased behavior 
ranging from microaggressions to explicit dis-
crimination [31–33].

Faculty should also be trained to provide equi-
table care to diverse populations and to be able to 
teach residents to do the same. Concepts of health 
equity, cultural humility, structural competency, 
and advocacy should be practiced and taught. 
Faculty may need specific support to include this 
content in didactic curricula and avoid bias in all 
didactics. One institution formed a committee of 
faculty and residents that led to introducing a 
4-year curriculum in cultural psychiatry and reli-
gion and spirituality in the residency [34].

Faculty development should also include 
mentorship of underrepresented minorities in 
medicine (URM) faculty. Minority faculty devel-
opment programs increase retention, promotion, 
and productivity among this cohort [35]. In addi-
tion, incorporating development efforts earlier in 
the pipeline (e.g., for medical students and resi-
dents), including mentoring and development of 
research, teaching, and scientific writing skills, 
can help retain minority faculty and create an 
environment conducive to their professional 
growth [36]. Increased recent comfort with tele-
conferencing opens up new opportunities for 
recruiting mentors from remote sites to fill in 
gaps at a home institution.

 Scholarship
The program director is also responsible for sup-
porting the development of a culture of scholar-
ship as outlined by the ACGME requirements:

Medicine is both an art and a science. The physi-
cian is a humanistic scientist who cares for patients. 
This requires the ability to think critically, evaluate 
the literature, appropriately assimilate new knowl-
edge, and practice lifelong learning. The program 
and faculty must create an environment that fosters 
the acquisition of such skills through resident par-
ticipation in scholarly activities. Scholarly activi-
ties may include discovery, integration, application, 
and teaching [11].

Topics for faculty development efforts include 
both skills in scholarship and mentoring of 
trainee scholarship. These activities require vari-
ous skills, including researching and reading lit-
erature, writing and publishing, and presenting 
scholarship efforts [37].

Developing skills to mentor scholarship is a 
particular focus, and there are published curricula 
on developing mentors for scholars, including 
core topics such as defining mentoring, rewards 
and challenges of mentoring, communicating 
effectively with mentees, achieving work–per-
sonal life balance, understanding diversity, bene-
fits of informal mentoring relationships, and 
leadership skills and opportunities [38]. Finally, 
it is important to note that scholarship is defined 
by the ACGME much more broadly than just 
publishing original research. For example, schol-
arship can include review articles, book chapters, 
case reports, innovations in education, develop-
ment of curricula or evaluation tools, quality 
improvement projects, and contributions to pro-
fessional organizations or editorial boards. For a 
detailed discussion of research and scholarship in 
graduate medical education, see Chap. 26. Many 
of the faculty development efforts outlined in this 
chapter, like developing skills in teaching and 
evaluation, are the foundation of a culture of 
scholarship.

 Leadership
Although not formally an ACGME requirement, 
developing faculty leadership skills, especially in 
faculty who serve primarily as clinician- 
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educators, is critical to support a strong program. 
The program director is often in the position to 
support the development of leaders in a variety of 
contexts, from the clinical services in which resi-
dents train, to associate program directors, who 
form a residency leadership team. As with skills 
in scholarship, most clinicians have not been for-
mally exposed to training in leadership and man-
agement. A review of faculty development efforts 
to promote leadership reports topics such as lead-
ership concepts, principles, and strategies (e.g., 
leadership styles and strategic planning), leader-
ship skills (e.g., personal effectiveness and con-
flict resolution), and increased awareness of 
leadership roles in the academic setting [39]. 
This review also notes that common areas of 
change after faculty development include both 
changes in awareness of one’s role as a leader and 
participants taking on new leadership roles. 
Suggestions for faculty development include 
grounding efforts in a theoretical framework, 
articulating the definition of leadership, deliver-
ing faculty development in the form of extended 
rather than one-time programs, and promoting 
the use of narrative approaches, peer coaching, 
and team development. It is important to note that 
many leadership development efforts have 
focused on higher level leadership roles such as 
department chairs and executives. A recent paper 
by Survey and colleagues describes a successful 
leadership curriculum designed for program and 
clerkship directors [40]. This curriculum was a 
week-long course that covered both educational 
topics (assessment and curriculum design, men-
toring, and program evaluation) and leadership 
topics (change management, communication, 
negotiation, conflict management, emotional 
intelligence, leadership style, management, mis-
sion and vision, and team building). Innovative 
approaches described by this group include invit-
ing specific faculty to participate in the course 
based on their leadership role and using responses 
from a series of prework reflection assignments 
to anchor course content. These examples may be 
helpful to guide program director decisions as 
they develop local efforts to support faculty 
development for leadership.

 Strategies for Faculty Development

The content of faculty development described 
above can be delivered in a variety of different 
ways. Traditionally, faculty development has 
involved one-time structured group lectures or 
workshops sponsored by a department or institu-
tion. However, the literature now describes a 
broader range of faculty development strategies. 
Steinert [41] has divided these into group versus 
individual approaches that are either formal or 
informal. Faculty development activities can also 
be divided into one-time events such as a single 
workshop versus longitudinal interventions such 
as courses, teaching scholars programs, or com-
munities of practice that meet over weeks to years.

Several studies have examined factors contrib-
uting to the effectiveness of faculty development 
programs in terms of participant satisfaction, 
learning, and behavior change, as well as (rarely) 
student and organizational change. A common 
thread in these studies is the crucial importance 
of adding experiential learning to grounding 
didactics. Experiential learning includes practic-
ing and applying knowledge and skills, both as 
part of the faculty development program and 
within the participant’s workplace. Other impor-
tant factors identified in reviews of faculty devel-
opment interventions to enhance teaching 
effectiveness and leadership skills [6, 39] include 
the use of an evidence-informed educational 
design, the use of multiple instructional methods 
within a single intervention to enhance learning, 
content relevant to participants’ work, opportuni-
ties for feedback and reflection, a longitudinal 
design rather than one-time events, individual 
and group projects, peer support, intentional 
community building, and institutional support in 
the form of funding and release time for partici-
pants. A review of studies addressing faculty 
development for competency-based education 
[42] identified key features of a shared mental 
model regarding learner (e.g., resident or fellow) 
competencies, feedback for participating faculty 
members regarding their teaching and assess-
ment skills, and longitudinal faculty development 
programming.
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Below, the different faculty development strat-
egies are reviewed in more detail, organized 
according to Steinert’s [41] model of group ver-
sus individual and formal versus informal 
approaches. Programs will likely wish to use 
multiple strategies depending on the purpose and 
topic of faculty development, available resources, 
and the needs and preferences of their faculty 
members. Faculty members at various stages of 
career development are also likely to have differ-
ent faculty development needs [43].

 Group Faculty Development

 Formal Activities
Formal, structured group activities are the most 
frequently implemented faculty development 
strategies in medicine [6]. One-time lectures or 
workshops are a low barrier strategy to reach many 
faculty members. Workshops offer an opportunity 
to learn and practice educational skills through 
active instructional methods such as structured 
reflection, small group discussions, and role-plays 
or simulations. One-time faculty development 
events receive very high satisfaction ratings from 
faculty. Some studies have found that they increase 
self-reported knowledge, skills, and confidence 
and change participant behavior. For example, a 
half-day faculty workshop on mentoring improved 
measured mentoring competency and self-reported 
skills and confidence [44].

Longitudinal experiences require more devel-
opment, time, and resources but tend to be more 
sustainable and produce higher level behavioral 
changes (e.g., enhanced educational leadership 
and scholarship) [6]. Longitudinal experiences 
may include short courses or seminars or longer 
(e.g., year-long) programs. In addition, novel 
longitudinal programs for junior faculty have 
been created at various institutions, with compo-
nents of teaching education skills, mentoring and 
setting career goals, assisting with the comple-
tion of participants’ projects, and providing a 
community of peer support [45–47].

Education Grand Rounds are a common way 
to incorporate teaching topics into a longitudi-
nal format. One academic center found this 

method to be a sustainable form of faculty 
development across two campuses, with priori-
tized themes including didactic and clinical 
teaching, education research, assessment and 
evaluation, education administration, and 
instructional technology [48]. While faculty 
development events are usually just for faculty 
members, Education Grand Rounds can also 
provide an opportunity for other learners, such 
as residents, fellows, and students, to learn 
about important topics in education.

Many universities offer teaching scholars pro-
grams within their departments or health sciences 
[49]. These programs involve instruction in 
teaching methods, educational research and 
scholarship, curriculum development, assess-
ment skills, advising and mentoring skills, and 
leadership skills. Outcomes of these programs 
include increased enthusiasm for teaching and 
increased productivity in educational research, 
including publication and presentation at profes-
sional meetings. Some academic centers have 
formal master’s degrees or fellowships in medi-
cal education, generally within the school of 
medicine or health sciences [50].

In psychiatry, like the rest of medicine, most 
faculty development remains structured group 
one-time events rather than longitudinal pro-
grams. For example, in a 2016 survey of mem-
bers of the American Association of Directors of 
Psychiatric Residency Training (AADPRT), only 
16% of respondents identified any longitudinal 
faculty development at the department level. In 
addition, only 11% reported longitudinal pro-
grams within their institution [3].

 Informal Activities
Less formal group strategies foster workplace- 
based learning and local “communities of prac-
tice” [51], where clinician-educators can be more 
vulnerable, strengthen their social network, hone 
each other’s teaching skills, and work together on 
projects. Informal strategies can be added or built 
into pre-existing clinical and service-related 
activities. For example, department or site faculty 
meetings can devote a portion of time or a peri-
odic meeting to a faculty development topic. 
Journal clubs are another opportunity for select-
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ing articles on education-related topics. Clinical 
service meetings and clinical consultation groups 
can also be used as a potential forum to discuss 
teaching topics, coordinate feedback for learners, 
and brainstorm solutions to challenging scenarios 
as they arise. Small groups of faculty members 
on an acute service or within a clinic can meet at 
regular intervals, for example, before learner 
evaluations are due, to support each other in 
developing and delivering constructive, targeted 
feedback.

Faculty peer groups can support each other in 
developing clinical skills, career development, 
and leadership. For example, one institution suc-
cessfully formed a monthly peer group using a 
case-based model to discuss challenging scenar-
ios, such as assisting medical students in coping 
with patient death, supporting students who were 
victims of sexual harassment, managing medical 
students with their own mental illnesses, and per-
sonal self-disclosure in clinical encounters [52]. 
Another peer group of junior clinician-educator 
faculty met 30  times over 5 years with a senior 
faculty advisor. They used a model of having 
each junior faculty member report on their career- 
related progress and concerns, receive feedback 
from the group, and form an action plan of steps 
to accomplish before the next meeting. Goals 
were mutual support, providing collective men-
toring, fostering accountability, maintaining 
momentum on projects, and helping junior fac-
ulty meet requirements for promotion [53]. 
Outcomes included increased workplace satisfac-
tion and scholarly productivity.

Small peer reflective-practice groups can help 
faculty gain alternative perspectives and novel 
solutions to common issues of clinical practice 
and leadership. For example, one small group 
used an iterative strategy of alternating between 
structured individual reflective writing and group 
discussion to develop new approaches to manage 
disruptive physician behavior [54].

Workplace-based groups of faculty members 
can work together on group projects addressing 
specific goals. For example, in one program, a 
working group of six faculty leaders of core mod-
ules in the psychiatry residency didactics suc-
cessfully revised the curriculum of their modules, 

with the specific goals of updating and coordinat-
ing content (e.g., eliminating gaps and redundan-
cies) and incorporating more active teaching 
strategies [55]. The group met for 90 min every 
2 months and achieved this revision without addi-
tional compensation or dedicated time. These 
junior faculty, led by the program director, simul-
taneously developed their instructional compe-
tence and enhanced their curriculum development 
and leadership skills. Another working group at 
the same institution convened to develop a novel 
curriculum for the new integrated care fellowship 
within 6 months of its starting date. The group 
was successful with the support of two staff with 
education expertise working at 1.0 full-time 
equivalents (FTE) total and with dedicated FTE 
provided to involve faculty [27]. Within the same 
fellowship, another working group of four fac-
ulty produced a novel 12-h telepsychiatry curric-
ulum [28]. Group projects, supported by peers or 
by teleconferenced distance mentoring at a 
national level, are also a low-cost and effective 
way to foster scholarship among clinician educa-
tors [56].

 Individual Faculty Development

 Formal Activities
A faculty member’s areas of interest and career 
goals should guide their individualized faculty 
development. Departments can provide resources 
or time for faculty to complete online training or 
continuing medical education (CME) activities, 
attend national conferences, and purchase books 
and other resources.

Opportunities for individual professional 
development exist in clinical settings in the form 
of evaluations from learners. Faculty may receive 
formal evaluations of their didactics from learn-
ers as well as evaluations in their capacity as 
supervising attendings for rotations. These evalu-
ations provide feedback about the faculty mem-
ber’s teaching skills and have the added benefit of 
documenting teaching activities for promotion 
and tenure. Peer evaluations of teaching and clin-
ical activities provide another unique perspective 
for further development. One institution provided 
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faculty with aggregated peer evaluations assess-
ing domains related to clinical practice, teaching, 
departmental citizenship, and research/produc-
tivity [57].

More targeted and direct feedback can be 
delivered through direct observation. For exam-
ple, faculty can observe a peer’s didactic session 
and complete a structured peer teaching evalua-
tion. One such instrument was created with fac-
ulty input to evaluate medical lecturing. With 
peer rater training, internal consistency was high, 
and this method served as a reliable peer assess-
ment for the promotion process [58]. Peer faculty 
can also directly observe others doing group or 
individual supervision or informal teaching in a 
clinical setting, with structured prompts for feed-
back. “Peer coaching” has been used to identify 
specific goals for improving teaching skills in the 
clinical setting in a longitudinal model, resulting 
in increased self-awareness, improvement of spe-
cific skills, and fostering collegiality [59]. In a 
study of internal medicine faculty attendings on 
2-week inpatient teaching blocks, direct observa-
tion by peers using a structured tool was posi-
tively received by both evaluators and those 
observed [60]. Being observed led to the aware-
ness of unrecognized habits and personalized 
teaching tips. Evaluators reported learning new 
and useful teaching techniques from their peers. 
In another study, peer collaborative relationships 
in which faculty work together to plan educa-
tional activities and monitor implementation led 
to faculty members’ implementing new teaching 
strategies, appropriately choosing new teaching 
strategies, and retaining these strategies in the 
long term [61].

Formal faculty development at the individual 
level can also include completion of online mod-
ules required by the program or institution, focus-
ing on topics such as assessing learners using 
direct observation, giving feedback, or fostering 
an inclusive and positive learning environment. 
Some national online modules or courses are 
listed in Table 23.1, with topics including learner 
assessment, becoming an equitable educator, and 
Psychiatry Milestones. Online modules help 
deliver core information deemed important for 
every faculty member to know. In addition, online 

modules and in-person faculty development 
events can benefit from the principles underlying 
faculty development “snippets” [62]. “Snippets” 
aim to reduce cognitive load by focusing on a 
single objective, covered in about 10 slides, last-
ing 15–20  min, and can be delivered by them-
selves or paired with a well-aligned learning 
activity as part of a longer faculty development 
session or program. As discussed above, the abil-
ity to apply knowledge, practice skills, and 
receive feedback is important in consolidating 
learning from online modules or didactic 
“snippets.”

Mentorship is vital to individual faculty devel-
opment. One faculty survey indicated that having 
a high-quality mentor increased job satisfaction 
and decreased the chances of being stalled in rank 
[63]. Formal mentoring programs exist in many 
departments and institutions, commonly involv-
ing mentor–mentee dyads, often with written 
agreements and expectations. Thus, mentorship is 
discussed here as a formal faculty development 
strategy at the individual level. However, mentor-
ing can occur informally, with successful faculty 
members often finding multiple mentors and 
sponsors, and can also occur in group settings 
with one or more senior mentors, peer mentoring 
groups, or speed mentoring [64]. One formal pro-
gram assigned mentors to new faculty members, 
provided mentors with an orientation, and gave a 
list of six topics to the pairs to discuss in regular 
mentoring sessions (orientation to the department, 
clinical and  administrative duties, research and 
academic interests, teaching and supervision 
assignments, personal and family well-being, and 
promotion and tenure) [65]. In a systematic 
review of studies of mentoring programs for URM 
physicians in academic settings, strategies 
included peer, senior faculty, onsite, and distance 
mentoring either individually or in groups [66]. 
Key themes included the importance of institu-
tional support and mentor training.

 Informal Activities
While harder to identify, a significant component 
of faculty development is experiential learning 
through job-related activities. One framework to 
understand experiential learning is described by 
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Table 23.1 National faculty development resources

Resource Description
American Association of Directors of Psychiatric 
Residency Training (AADPRT) Virtual Training 
Office
https://portal.aadprt.org/user/vto/category/search?ke
yword=faculty+development&pid=0&Tag=

List of faculty development articles, books, and resources; 
materials from faculty development presentations given at 
annual meetings

Association of American Medical Colleges 
(AAMC) Leadership Development programs
https://www.aamc.org/members/leadership/

AAMC leadership programs (virtual and in-person) and 
toolkits for different career stages and leadership roles, 
including seminars for minority and women faculty

AAMC Medical Education Research Certificate 
program (MERC)
https://www.aamc.org/what- we- do/mission- areas/
medical- education/
meded- research- certificate- program

Workshops and certificate program in medical education 
research

Association for Academic Psychiatry (AAP) Master 
Educator Series
https://www.academicpsychiatry.org/
career- development/

3-year curriculum offered at annual AAP meeting and again 
virtually in the spring. Topics include curriculum 
development, assessment, program evaluation, educational 
scholarship, leadership

Accreditation Council for Graduate Medical 
Education (ACGME) Faculty Development in 
Assessment
https://www.acgme.org/Meetings- and- Educational- 
Activities/Other- Educational- Activities/Courses- 
and- Workshops/
Developing- Faculty- Competencies- in- Assessment/

National and regional faculty development courses, 
assessment tools for direct observation and multisource 
feedback; Milestones assessment resources

Association of Directors of Medical Student 
Education in Psychiatry (ADMSEP) Education 
Scholars program
https://www.admsep.org/resources.
php?c=education- scholars

2-year program developing skills in educational scholarship, 
including sessions at ADMSEP meetings and several phone 
meetings during the year

Alliance for Academic Internal Medicine faculty 
development resources
https://www.im.org/resources/ume- gme- program- 
resources/faculty- development- resources

Useful curricula for faculty development programs on specific 
topics, such as writing evaluations, assessing clinical 
reasoning, etc.

Executive Leadership in Academic Medicine 
(ELAM)
https://drexel.edu/medicine/academics/womens- 
health- and- leadership/elam/about- elam/

One-year, nationally competitive leadership training 
fellowship designed to expand the national pool of women 
candidates for leadership positions in academic medicine, 
dentistry, public health, and pharmacy

Harvard Macy Institute
https://www.harvardmacy.org/index.php

Institute focusing on international, interprofessional 
innovation in healthcare education. Offers courses and 
collaborates with Harvard to offer a master’s program.

Institute for Healthcare Improvement (IHI)
http://www.ihi.org/education/IHIOpenSchool/
Courses/Pages/OpenSchoolCertificates.aspx

Online courses, continuing education credit, and certificate 
program in quality improvement and patient safety

Massachusetts Institute of Technology (MITx) 
course: Becoming a More Equitable Educator
https://www.edx.org/course/
becoming- a- more- equitable- educator- mindsets- and- 
practices

Free, online, 10-week, self-paced course focused on equity 
mindsets and teaching practices

National Neuroscience Curriculum Initiative 
(NNCI): https://www.nncionline.org/

Example of a national curriculum through which faculty can 
improve their knowledge and access state-of-the-art pedagogy 
and modules to use in their own teaching

Stanford Faculty Development Center for Medical 
Teachers
http://sfdc.stanford.edu/

Example of a well-developed institutional faculty 
development program in academic medicine

(continued)
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Steinert as learning by doing, observing, and 
reflecting [51]. Faculty members can be encour-
aged to enhance their skills by setting goals for 
themselves, keeping a log of their teaching expe-
riences, or by reflecting on their teaching through 
a series of structured prompts.

Within academic settings, many clinicians 
practice in teams and can observe others’ styles 
and approaches, including those of peers and 
learners. Informal peer interactions allow for 
faculty to compare experiences, reflect on 
shared patients, and provide each other with 
informal feedback. Faculty may also find mul-
tiple informal mentors within their social 
networks.

 Using a Continuous Quality 
Improvement Approach to Guide 
Faculty Development

Usually, a combination of the above strategies 
will be required to meet the needs of each indi-
vidual program and its faculty. A continuous 
quality improvement approach offers the 
opportunity to identify gaps, opportunities, and 
barriers and iteratively assess effectiveness, 
thus allowing for revision of strategies. See 
Fig.  23.1 for a visual representation of this 
process.

 Needs Assessment

When doing a needs assessment, programs 
should consider their existing structures for fac-

ulty development, with strengths and weak-
nesses. For example, surveys or focus groups of 
junior faculty can elicit areas of anxiety or dis-
comfort, familiarity with adult learning theory, 
degree of connectedness to peers, level of under-
standing of department culture, and familiarity 
with requirements for promotion. Feedback from 
senior faculty can indicate which faculty devel-
opment strategies and content areas were impor-
tant for their success and which they wish they 
had known earlier. Input from residents or fel-
lows can give a sense of how faculty are currently 
performing as educators and whether residents 
are receiving effective and helpful feedback. 
Focus groups, surveys, and larger anonymous 
program evaluations are ways of eliciting resi-
dent and fellow input.

 Topic Selection

Results of the needs assessment should guide 
the selection of topics to fill in areas of defi-
ciency. Particular attention should be given to 
making sure faculty development efforts meet 
ACGME requirements and satisfy components 
of CLER.  Once these requirements are met, 
attention can be given to further developing top-
ics pertinent to specific areas of faculty exper-
tise, clinical supervision in different clinical 
settings, didactic teaching, and developing fac-
ulty as scholars and leaders. Throughout all fac-
ulty development efforts, attention should be 
given to developing faculty as equitable educa-
tors who create an inclusive learning environ-
ment for all.

Table 23.1 (continued)

Resource Description
Society of Teachers of Family Medicine faculty 
development program:
https://www.stfm.org/facultydevelopment/
certificateprograms/residencyfacultyfundamentals/
overview/

Example of national faculty development program and topics

Univ of Minnesota online mentor training
https://www.ctsi.umn.edu/education- and- training/
mentoring/mentor- training

Online 90–120-min training in how to be a mentor

USC Master of Academic Medicine program
https://keck.usc.edu/academic- medicine- program/

Online degree program for academic medical educators, 9–10 
semesters part-time, with 5–7 days on campus annually
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 Strategy Selection

Certain strategies may align better with given 
content areas. For example, developing faculty 
expertise within specific treatment modalities 
and subspeciality areas may need to be more 
individualized and include activities such as sup-
port to attend specialty meetings or for mentor-
ship with expert clinicians. Often a variety of 
approaches may be necessary to target a given 
content area. For example, different strategies 
can be used to develop scholarship skills for fac-
ulty. Such strategies range from local individual 
mentorship of specific scholarly projects to for-
mal, comprehensive educational scholarship pro-
grams. At a national level, these include the 
Association of American Medical Colleges 

(AAMC) Medical Education Research Certificate 
(MERC), the Association for Academic 
Psychiatry (AAP) Master Educator program, and 
others listed in Table 23.1, which present formal 
curricula to develop educational scholarship 
skills. Some institutions have also developed 
local formal programs. For example, the Medical 
Education Scholars Program at the University of 
Michigan delivers a year-long project-based pro-
gram to develop a small group of faculty mem-
bers from basic and clinical science departments 
throughout the medical school [37]. This pro-
gram has been shown to increase the number of 
new educational programs and grants led by par-
ticipating faculty. However, access to these for-
mal programs can be limited by a small number 
of participants or the cost to participate, so alter-

Evaluation Needs Assessment

Implementation

Topic selection

Strategy Selection

- Learner satisfaction

- Knowledge, skills, & attitudes

- Behavior change

- Faculty retention & promotion

- Surveys, evaluations,

focus groups

- Input from senior and

junior faculty, residents

- Secure resources

- Identify collaborators

- Practical considerations

- Group vs individual

- Formal vs informal

- One-time vs longitudinal

- ACGME requirements

- CLER components

- Other domains (clinical

supervision, didactic teaching,

DEI, scholarship, leadership)

Fig. 23.1 Using a continuous quality improvement approach to guide faculty development
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native low resource approaches are another 
important approach to developing scholarship. 
Yager and colleagues outline a pragmatic 
approach that starts with assessing motivation 
and then provides practical solutions to identify 
opportunities for and engage in scholarship [67].

 Implementation

Once high-yield topic areas have been identified, a 
program should determine how they are best 
taught in their unique settings. Next, program 
directors can consider whether departmental, insti-
tutional, or national resources can be leveraged. 
Program directors may wish to identify collabora-
tors, such as the vice-chair for education, medical 
directors, associate program directors, and content 
area experts. For larger efforts aimed at reaching 
all faculty or the implementation of sustainable, 
longitudinal programs, program directors should 
collaborate with the department chair, service 
chiefs, and other leaders to secure funding and 
other needed resources. Results from the needs 
assessment may make a case for resources more 
compelling, especially if there are data on effects 
on faculty satisfaction and retention. The most 
common barriers to faculty development include 
lack of funding and faculty time [3].

Practical considerations include the size of the 
program and number of diverse sites, whether 
efforts will be in-person or virtual, whether activ-
ities can occur during business hours, how fac-
ulty will be released from clinical duties, whether 
there are resources to provide “perks” such as 
food, and whether activities can provide faculty 
with formal continuing medical education (CME) 
credit. There may be times when faculty mem-
bers already come together as small or large 
groups (e.g., faculty meetings, Grand Rounds) 
where professional development activities can be 
folded in.

 Evaluation

Once a set of strategies has been implemented, 
ongoing assessment is needed to refine efforts 

and direct resources appropriately. Faculty satis-
faction with professional development activities 
can be assessed directly after trainings or work-
shops and globally at periodic intervals. Formal 
group activities targeting specific skills lend 
themselves to assessing changes in knowledge, 
skills, and attitudes before and after training. For 
example, the objective structured teaching exer-
cise (OSTE) [68] uses standardized students and 
teaching scenarios to assess faculty teaching and 
interpersonal communication skills. When used 
pre- and post-training, it is an effective way to 
evaluate the benefits of faculty development pro-
grams. Higher order assessments are more chal-
lenging but measure desired outcomes such as 
faculty behavior change and effects of faculty 
development on learners and at an organizational 
level. For example, changes in individual faculty 
behavior (i.e., use of new skills in their clinical 
and didactic teaching) can be assessed through 
changes in their formal peer and learner evalua-
tions or observation by peers. Over time, broader 
effects of faculty development can be assessed 
through faculty retention, promotion, and schol-
arly products.

 Case Examples

Program A is a new, small, community program 
with 12 core faculty members and a planned cohort 
of 12 residents working in one medical system 
with a robust psychiatric service. This program is 
affiliated with a larger established program (pro-
gram B) that provided mentorship to program A’s 
founding program director. As program A is new, 
most faculty are new to a teaching role, and several 
are recent residency graduates. There are opportu-
nities to participate in program B’s annual faculty 
development program remotely. The program 
director has one year to prepare the faculty to wel-
come their first class.

The program director is concerned because several 
faculty members have expressed anxiety over their 
new teaching responsibilities, especially the time 
necessary to engage in faculty development and 
supervision once the residents start, as most fac-
ulty already feel busy with their current clinical 
duties. There is general support from the medical 
system as there has been a successful family medi-
cine program within the system for the last five 
years. The program director decides to start with 
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three main topic areas: foundational clinical teach-
ing skills for inpatient settings, core psychiatry 
teaching areas for junior residents to deliver clini-
cal care, and conducting clinical skills exams to 
meet accreditation and Board requirements. Since 
there is limited local expertise, the program direc-
tor decides to approach faculty development by 
creating a six-session faculty development series 
held by expanding the length of the regularly 
scheduled faculty meeting, which all faculty 
attend, and engaging support from faculty mentors 
from the local family medicine faculty for general 
teaching skills (e.g., integrating clinical supervi-
sion into inpatient services), utilizing AADPRT 
Virtual Training Office materials on core topics 
(e.g., clinical skills exam) and inviting faculty 
from program B to present additional psychiatry 
specific topics (e.g., teaching psychiatry differen-
tial diagnosis). This faculty development plan is 
fully supported, including an extra hour for the fac-
ulty meeting, by the CEO of the medical system 
after advocacy by the program director.

A new program often benefits from leveraging 
excitement and positive energy about the new 
program to engage faculty in faculty develop-
ment. This can be helpful to activate faculty 
learners as they will soon have to be engaged in 
teaching. Program A also benefits from a current 
residency program in their clinic system and 
mentorship from an established psychiatry resi-
dency program (program B). However, a new 
program often has the challenge of limited local 
expertise to draw on to lead faculty development 
efforts. There is an additional challenge of estab-
lishing a faculty development program with a 
group of busy clinicians who have limited time to 
meet as a group. Finally, it can be challenging to 
develop teaching skills before there are residents 
to teach.

As there are many potential faculty develop-
ment targets and limited time, it will be important 
for the program director to complete a needs 
assessment that prioritizes topic areas needed for 
resident instruction for first-year residents. The 
program director will want to prioritize the four 
key areas identified by the ACGME for annual 
faculty development (developing faculty as edu-
cators, implementing quality improvement and 
patient safety efforts, delivering high-quality 
patient care, and fostering well-being) as well as 
core instructional activities (e.g., direct clinical 

supervision, assessing Milestone progress, and 
administering clinical skills exams). Another 
important consideration will be asking the fac-
ulty which areas of faculty development they 
think are most important for them to feel pre-
pared for the new residents. Next, the program 
director needs to pick strategies that are realistic 
for the context of the program. Finding a regular 
time to engage in faculty development (e.g., 
monthly faculty meetings) will be important so 
that all faculty develop the skills necessary to 
supervise and teach residents. Utilizing available 
resources, such as local experts, national 
resources, and invited speakers can be an effec-
tive strategy to augment the limited expertise of a 
new faculty group.

This example also illustrates how important 
the program director’s advocacy role is to imple-
ment faculty development and teaching support. 
Understanding that there are faculty concerns 
about time to teach requires discussion with the 
clinical leadership to make sure that clinical 
schedules are adjusted to allow enough time for 
supervision of residents. It is also important that 
faculty have protected time, like extended faculty 
meeting time, to participate in faculty develop-
ment without added burden on faculty. Lastly, the 
program director will want to monitor the impact 
of this faculty development effort on faculty 
engagement and skills, resident satisfaction with 
teaching, and progress in the development of res-
idents’ clinical skills. This evaluation will be 
important as part of the needs assessment for the 
next round of faculty development the program 
director will plan.

Program C is a large, urban, multisite, university- 
based residency with 64 general psychiatry resi-
dents, over 200 faculty members, and 4 main 
clinical sites. There are also about 150 community 
volunteer faculty who provide psychotherapy 
supervision. The program hosts an annual faculty 
development half-day (faculty teaching retreat), 
which has been in-person in the past and virtual for 
the past two years. The retreat uses interactive 
workshops to teach skills as an educator (e.g., 
teaching skills, curriculum development, assess-
ment, giving effective feedback, and Milestones), 
faculty and resident well-being, quality improve-
ment and patient safety, and diversity, equity, and 
inclusion (e.g., racism, microaggressions, foster-
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ing an inclusive learning environment). The pro-
gram director is concerned because only 35–40 
faculty members attend the teaching retreat each 
year. Despite repeated teaching retreat sessions 
about giving feedback, residents continue to 
request more specific and useful feedback on clini-
cal rotations. The Clinical Competency Committee 
(CCC) continues to be concerned about the wide 
range and “grade inflation” of faculty Milestone 
ratings of residents. The program director surveys 
faculty and discovers that they have difficulty find-
ing time or clinical coverage to attend the teaching 
retreat. In addition, they have trouble knowing how 
to fit feedback into their busy clinical day. With the 
support of the department chair, the program direc-
tor makes a plan with each clinical site director to 
provide clinical coverage so that most faculty can 
attend the retreat and works with site directors and 
associate program directors to incorporate 20-min 
faculty development sessions into the site’s faculty 
meeting on a quarterly basis. The program also 
convenes a group to work on a quality improve-
ment project focusing on feedback. This group 
develops a templated, structured feedback app 
designed to help supervisors give brief, focused 
feedback based on direct observation and provides 
practice and feedback in using the app during site- 
based faculty development sessions.

Large and university-based programs like pro-
gram C have several strengths to draw upon in 
planning faculty development. First, many fac-
ulty members are potential faculty development 
teachers and mentors in a variety of topic areas. 
Second, program C’s department may have a 
variety of other educational programs, such as 
psychiatric subspecialty fellowships and pro-
grams for learners in other mental health profes-
sions. This creates the possibility of 
interprofessional faculty development and proj-
ects. Finally, it is also likely that there are rich 
institutional resources available, such as institu-
tional faculty development events, teaching 
scholars programs, teaching academies, and 
medical education departments with expertise in 
curriculum development, instructional design, 
and the use of technology in education.

However, program C has several challenges in 
delivering faculty development. Having a large 
faculty distributed across sites makes it difficult 
to foster a sense of cohesion and build a learning 
community. Faculty members may not know or 
may not even have met colleagues at other sites 
and may feel less motivated to get together for 

faculty development events. Fundamental logisti-
cal issues, such as finding a time for faculty 
development sessions, can be complex, given the 
differing schedules of the considerable number of 
people involved. In addition, routine occasions 
when faculty might come together, such as fac-
ulty meetings or case conferences, may be at dif-
ferent times at each site. Given these challenges, 
the low attendance at program C’s teaching 
retreat is not surprising.

As in a program of any size, needs assessment 
is important for program C to identify core fac-
ulty development content the program wishes to 
deliver and the professional development needs 
of faculty. In this example of a program with an 
existing faculty development program, past par-
ticipant evaluations and the program director’s 
concerns inform the needs assessment, which 
includes a faculty survey to identify barriers to 
attending the teaching retreat, obstacles to pro-
viding helpful Milestones assessment and feed-
back, and faculty preferences about alternative 
ways to deliver faculty development content.

In general, there are key topics that a particu-
lar program’s leadership wants to ensure that all 
teaching faculty members learn about in any 
given academic year. These might include 
national changes in psychiatry graduate medical 
education (e.g., new Milestones) or local issues. 
In program C’s case, high-priority program-wide 
topics are feedback and Milestones assessments. 
The challenge in a large program is to find strate-
gies that maximize all faculty members’ involve-
ment. Perceived professional development needs 
of the faculty may or may not overlap with pro-
gram priorities and may vary at different clinical 
sites or in subgroups of faculty based on factors 
such as work setting and role (e.g., inpatient, con-
sultation-liaison, outpatient, psychotherapy 
supervision) or developmental career stage. 
Especially in a large program, one approach is to 
do needs assessment and faculty development 
programming at the level of these smaller faculty 
groups. This maximizes the chance that faculty 
development will be relevant and lends itself to 
community building, peer mentoring, communi-
ties of practice, and group projects within and 
across sites.
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Institutional support is crucial in ensuring that 
all faculty members can participate in faculty 
development. Faculty may need financial support, 
release time, and clinical coverage to attend fac-
ulty development events. Again, the example of 
program C points out the importance of the pro-
gram director’s advocacy role. Enlisting the aid of 
the chair and the clinical service directors facili-
tated faculty attendance at program-wide and site-
based faculty development events. The department 
chair and clinical site directors must attend faculty 
development events themselves and emphasize 
their importance to their faculty members.

The program can also teach about high- 
priority topics using multiple strategies at the 
same time. For example, in thinking about strate-
gies for faculty development, program C could 
choose to cover topics such as feedback and 
Milestones assessments in different venues, e.g., 
as part of the teaching retreat, at the new site- 
based meetings, and using online modules. The 
program and department could require that each 
faculty member attend or complete at least one of 
these activities each year.

Some issues are longstanding and require cul-
ture change. For example, program C has recur-
rent problems with feedback and Milestone 
assessments. In addition to ensuring that all fac-
ulty participate in one-time events addressing 
these issues, the program can decide that these 
areas require more sustained quality improve-
ment. One approach is to form faculty communi-
ties of practice to work together over time to 
address such problems through cycles of problem 
identification, planning, acting, observation of 
results, and reflection. In this case example, pro-
gram C decided to form such a group focused on 
feedback. Twelve specific tips for creating effec-
tive communities of practice have been outlined 
by de Carvalho-Filho et  al. [65]. Ideally, they 
include support (e.g., a budget, space, technical 
and staff support, protected time), communica-
tion of successes of the group to the broader 
department and institution, and recognition of 
contributions of individual members (e.g., in the 
promotions process and through the publication 
of the process and results). In addition, members 
of communities of practice, or other peer champi-

ons and guides, can help educator faculty to 
accomplish needed behavioral changes (e.g., 
using the new feedback app) by honoring col-
leagues’ current contributions, demonstrating 
how new behaviors build on existing skillsets, 
and providing information and support on an 
individual basis or through faculty development 
events focused on skill acquisition, practice, and 
feedback [69].

Program C will want to evaluate the effective-
ness of its newly implemented faculty develop-
ment strategies through feedback from faculty, 
residents, and the CCC and use evaluation results 
to modify the faculty development program 
further.

 Resources

Programs do not need to start from scratch in 
designing faculty development programming; 
they can instead take advantage of a wealth of 
local and national resources. In this section, we 
discuss a general strategy for identifying such 
resources. In addition, faculty development 
resources for specific topics (e.g., assessment, 
professionalism) are discussed in detail in other 
chapters in this book.

After performing a needs assessment and 
identifying topics, program directors and other 
faculty development planners will want to choose 
educational strategies and then design, imple-
ment, and evaluate the program (see Fig. 23.1). In 
doing this, they can first look for collaborators 
and existing faculty development programs in 
their own department and institution. Consultation 
with educator faculty members within the depart-
ment, other departments, and the institution can 
help in choosing educational strategies, design-
ing faculty development curricula, implementing 
specific teaching methodologies, and identifying 
content experts and instructors. Other depart-
ments may have experience delivering faculty 
development about particular topics, especially 
those mandated by the ACGME, have advice 
about what has worked well, and provide specific 
curricular materials or recommendations for 
speakers. Many institutions host faculty develop-
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ment sessions for faculty across specialties 
focused on promotion, leadership, quality 
improvement and patient safety, educator skills, 
and scholarship. Programs can alert their faculty 
to these opportunities and assess whether they 
need or want to duplicate this content within the 
department. Faculty or staff within the depart-
ment or institution with expertise in instructional 
design, interactive teaching methods, and tech-
nology in education can be excellent resources in 
building curricula and designing individual 
sessions.

Programs can also collaborate with nearby 
GME programs, other educational programs 
within their own or nearby psychiatry depart-
ments (e.g., subspecialty psychiatry fellowships, 
psychology, and social work training programs), 
and nonmedical school university departments 
(e.g., psychology, sociology, public health) 
around specific faculty development topics (e.g., 
diversity, equity, and inclusion, interprofessional 
teamwork, well-being, didactic and classroom 
teaching methods). Remote collaborations are 
also possible. For example, in the first case exam-
ple above, faculty at program A were able to par-
ticipate virtually in the annual teaching retreat at 
program B, which had an established faculty 
development program.

Usually, programs do not need to design de 
novo faculty development programming in 
patient care. Instead, individual faculty members 
conduct practice-based learning activities as part 
of Maintenance of Certification, and departments 
usually sponsor Grand Rounds and clinical case 
conferences. Faculty members can also increase 
their clinical expertise through local and national 
clinical training, workshops, conferences, and 
mentorship. Programs will probably want to 
design specific faculty development in quality 
improvement and patient safety; however, depart-
ments and institutions have ongoing quality 
improvement and patient safety initiatives that 
faculty members may participate in for hands-on 
experience in this area.

In some areas of faculty development (e.g., 
diversity, equity, and inclusion), local content 
expertise may be hard to find. Engaging faculty 
development teachers from across the institution 

and nationally is especially important in these 
cases, as is the consideration of hiring or devel-
oping psychiatry faculty experts. Sotto-Santiago 
et  al. [70] provide a framework for antiracism 
education for faculty development and give 
examples of specific interventions in the authors’ 
institutions. In addition, the ACGME is develop-
ing and curating educational resources about 
diversity, equity, inclusion, and antiracism 
through its ACGME Equity Matters™ initiative 
[71]. These resources promise to be helpful for 
GME programs in designing faculty development 
in this area.

Table 23.1 lists some examples of national 
faculty development resources. National psychi-
atric education organizations such as AADPRT, 
AAP, and the Association of Directors of Medical 
Student Education in Psychiatry (ADMSEP) 
provide annual meeting presentations, programs, 
and resources in faculty development, educator 
skills, and educational scholarship. Importantly, 
these organizations offer national networking, 
community, and mentorship for psychiatric edu-
cators and opportunities to present scholarly 
work. National curricula, such as the National 
Neuroscience Curriculum Initiative (NNCI), can 
be a valuable source of both increased knowl-
edge and state-of-the-art pedagogy. Table  23.1 
also includes national in-person and online fac-
ulty development programs in leadership, schol-
arship, educator skills and innovation, quality 
improvement and patient safety, learner assess-
ment, and diversity, equity, and inclusion. 
Departments can foster the professional devel-
opment of their teaching faculty by informing 
them of such programs, nominating them, and 
providing financial support and time for them to 
attend.

 Summary and Key Points

Developing faculty as successful educators, super-
visors, leaders, scholars, mentors, and role models 
for residents/fellows is essential to the success of a 
graduate medical education program. Faculty 
development is vital to ensuring a safe and inclu-
sive learning environment for all trainees.
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Areas for faculty development include 
domains within the ACGME requirements 
(developing faculty as educators, implementing 
quality improvement and patient safety efforts, 
delivering high-quality patient care, and fostering 
well-being), CLER components, and other areas 
(e.g., clinical supervision, didactic teaching, 
diversity, equity and inclusion, scholarship, and 
leadership). Strategies for faculty development 
can include group versus individual programs, for-
mal versus informal activities, and one-time events 
versus longitudinal programs. Program size and 
resources are important considerations as a pro-
gram director plans for faculty development. There 
are many national resources to draw on as well as 
potential local resources for these efforts.

Program directors can use a continuous qual-
ity improvement approach to conduct a needs 
assessment, choose content areas, select appro-
priate strategies, implement changes, and use 
iterative assessments to evaluate and refine fac-
ulty development efforts. The main barriers to 
faculty development efforts are a lack of funding 
and time. Program directors should collaborate 
with their department chair, service chiefs, and 
other leaders to secure funding, release time for 
faculty, and other needed resources. In addition, 
they can use the results from their needs assess-
ment to help their advocacy efforts, especially if 
there are data on effects on faculty satisfaction 
and retention.
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24Residents as Teachers 
and Educators

Karen Broquet and Arindam Chakrabarty

 Introduction

Preparing residents for their role as teachers and 
educators is a vital part of graduate medical edu-
cation. Residents may teach patients and fami-
lies, medical or other health profession students, 
junior residents, other interprofessional team 
members, and even attending physicians. Nearly 
96% of residents report working with medical 
students [1], and they may spend up to 20% of 
their time teaching [2, 3]. Some surveys attribute 
as much as one-third of medical students’ knowl-
edge to resident teachers [4, 5]. Since residents 
are functioning as teachers, we have a responsi-
bility to equip them with the knowledge and 
skills to do so effectively. Residents also need to 
be able to provide good feedback to faculty and 
the program. A total of 20–74% of residents 
report having received formal training in how to 
teach [1, 6]. Sixty two to seventy three percent of 
psychiatry programs provide residents with for-
mal residents as teachers (RATs) instruction [2, 
7]. Resident as teacher education can range from 
focused training on a skill such as feedback to 
more comprehensive clinician-educator 
preparation.

Preparing residents for their role as teachers is 
an accreditation expectation. For programs in 
which residents teach medical students, stan-
dards set by the Liaison Committee on Medical 
Education (LCME) [8] require that:

• Learning objectives for each required learning 
experience are made known to residents and 
others with teaching and assessment responsi-
bilities in those required experiences.

• Residents who supervise or teach medical stu-
dents are familiar with the learning objectives 
of the course or clerkship and are prepared for 
their roles in teaching and assessment. The 
medical school provides resources to enhance 
residents’ teaching and assessment skills and 
provides central monitoring of their participa-
tion in those opportunities.

The Accreditation Council for Graduate 
Medical Education (ACGME) also emphasizes 
the importance of residents as educators in clini-
cal settings and the community. “Educating 
patients, families, students, residents, and other 
health professionals” is a core competency 
requirement [9]. The ACGME Psychiatry 
Milestones also highlight the educator role. The 
initial Milestones in Psychiatry included a spe-
cific sub-competency of teaching. In the 
Milestones 2.0, the educator role is embedded 
throughout multiple subcompetencies, as out-
lined in Table 24.1 [10].
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The inclusion of residents as teachers of medi-
cal students or junior residents may be driven by 
limitations on faculty time or milestone achieve-
ment [11, 12]. However, residents bring attributes 
to the relationship that make them uniquely suited 
to this role. Residents often work more directly 
with medical students than attendings do, offering 
greater opportunities to find teachable moments, 

directly involve students in patient care, help them 
interpret clinical material, and role model both 
clinical and active learning practices [11, 13, 14]. 
Near peer learning, in which the teachers are 
themselves continuing to learn, is recognized as an 
effective method in health professions education, 
with benefits to learners, resident teachers, and 
institutions [12, 15]. Effective near peer teachers 
do not need to be content experts or professional 
educators [12]. Knowledge is gained actively 
through social interaction in the clinical environ-
ment. Near peer teachers are usually closer in age 
and stage of training and, as a result, may better 
comprehend learners’ needs. Consequently, learn-
ers may be taught at a more appropriate level by 
near peer teachers [12]. Near peer teachers also 
have the advantage of being better situated to rec-
ognize students who are struggling. Students often 
find resident teachers to be less intimidating than 
faculty, increasing their comfort level in asking 
questions. Perhaps most importantly, learners are 
more receptive to feedback when the source is 
closer to them in the hierarchy of the clinical and 
educational team [16]. Residents may actually be 
more attentive teachers by virtue of their develop-
mental stage. Noel Burch described four stages of 
skill acquisition [17]:

• Stage 1 – Unconsciously unskilled: Lack the 
skill and unaware of the lack

• Stage 2 – Consciously unskilled. Aware of the 
skill deficit

• Stage 3  – Consciously skilled. Possess the 
skill but have to purposely think through the 
steps

• Stage 4 – Unconsciously skilled. Possess the 
skills without thinking about it

Because residents usually function in stage 3, 
they are more likely than attendings to verbally 
walk learners though steps of a new task or 
challenge.

The literature suggests that residents enjoy 
contributing to the education of medical students 
and are willing teachers, if given the proper time 
and support in the role [3]. Furthermore, teaching 
stimulates critical thinking and reflection on 
knowledge [18]. Residents report that teaching 
medical students improves their individual clini-

Table 24.1 Psychiatry teaching milestones [10]

Domain/
Subcompetency Milestone Level
PC3: Treatment 
planning and 
management

Supervises treatment 
planning of other 
learners and 
multidisciplinary 
providers

5

PC5: Somatic 
therapies B: Educates 
patients about 
somatic therapies 
including access to 
accurate 
psychoeducational 
resources

Appropriately uses 
educational and other 
resources to support the 
patient and optimize 
understanding and 
adherence

2

Explains mechanisms of 
action and the body’s 
response to commonly 
prescribed drugs and 
other somatic treatments 
(including drug 
metabolism) to patients/
families

3

Explains less common 
somatic treatment 
choices to patients/
families in terms of 
proposed mechanisms 
of action, potential risks 
and benefits, and the 
evidence base

4

Leads the development 
of novel patient 
educational processes or 
materials

5

SBP3: Physician role 
in healthcare systems

Educates others to 
prepare them for 
transition to practice

5

PBLI2:Reflective 
practice and 
commitment to 
personal growth

Facilitates the design 
and implementation of 
learning plans for others

5

ICS2: 
Interprofessional and 
team communication

Communicates concerns 
and provides feedback 
to peers and learners

3

Respectfully 
communicates feedback 
and constructive 
criticism to superiors

4
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cal and intellectual skills [5]. Teaching others 
aids psychiatry residents in preparation for board 
exams, fosters a more empathetic approach to 
learners, and helps prepare them for assuming the 
attending role, whether or not it is in an academic 
practice [19, 20]. Resident as teacher education 
with a strong experiential component fosters 
scholarship and career development [20, 21]. 
Residents who are good teachers are perceived as 
more professionally competent by learners, 
whether or not they actually are [22]. Students 
who have positive experiences with residents and 
perceive resident teaching as high-quality report 
higher satisfaction with their clerkships [23]. A 
study in surgical training programs linked stu-
dent satisfaction with resident teachers to career 
choices in that discipline [24]. Goldenberg et al. 
[25] found that a positive clerkship experience is 
strongly associated with students choosing to 
pursue psychiatry as a career. In fact, nearly 80% 
of students entering psychiatry residency pro-
grams did not plan for this career path when they 
entered medical school [25].

In this chapter, we will discuss common mod-
els for preparing psychiatry residents for their 
roles as educators, which can be used to teach 
residents the basics of how to be a teacher or pre-
pare them for a career as academic or other teach-
ing faculty. We hope to provide a framework to 
inform programs in the development, refinement, 
or assessment of such endeavors. For the purposes 
of this discussion, the term resident will refer to 
those participating in the RATs intervention and 
learner will refer to those who are subsequently 
taught by the residents (typically, but not limited 
to, medical students). Because the RATs literature 
is heavily weighted toward the teaching of medi-
cal students, the ensuing discussion mirrors this.

 Efficacy of Residents as Teachers 
(RATs) Programs

The value of developing effective resident teach-
ers is evident. There is a small but growing body 
of evidence that RATs programs result in a mea-
surable improvement in residents’ observed 
teaching skills, confidence levels, and learner rat-
ings of the clerkship experience. In a 2009 sys-

tematic literature review, Post et al. [26] reported 
on 24 RATs programs across multiple specialties 
and their published outcomes. All but three 
reported improved performance on their desig-
nated assessment instruments, although they var-
ied widely in methodology and outcomes. Of the 
seven randomized controlled studies reviewed, 
five reported a statistically significant improve-
ment in Objective Standardized Teaching 
Evaluation (OSTE) [27–29] ratings of resident 
performance, observed videotaped evaluations of 
the resident, or learner evaluations of the resi-
dent. One study warrants specific mention due to 
its experimental and assessment rigor. Morrison, 
et al. [30] reported on a controlled study of the 
outcomes of 33  second-year primary care resi-
dents who took part in a 13-hour RATs curricu-
lum based on the University of California 
Bringing Education and Service Together (BEST) 
model [31, 32]. Twenty-seven of the participants 
volunteered for the training and six were assigned. 
The BEST curriculum began with a three-hour 
session focused on teachable moments and One 
Minute Preceptor (OMP) skills, followed by 
twice monthly, hour-long sessions over the next 
6  months. Content for the 1-hour sessions 
included role modeling, orienting learners, giv-
ing feedback, bedside teaching, teaching proce-
dures, inpatient teaching, teaching charting, and 
giving didactic presentations. The format 
involved role playing with peers followed by 
feedback by peers or course faculty. One month 
before and 1 month after the course, the partici-
pants and matched control residents were 
assessed via an eight station OSTE. Trained med-
ical students served as the standardized learners 
and rated resident teaching skills. On a pre- and 
post-test comparison, resident ratings in the inter-
vention group improved significantly more than 
the control residents (28.5% vs. 2.7%). On over-
all improvement scores, residents in the interven-
tion group outscored controls by a magnitude of 
2.8 standard deviations overall (p < .001) and on 
each of the 8 subscores individually. On 1-year 
follow-up, intervention group residents demon-
strated a richer understanding of teaching princi-
ples and skills, a more learner-centered approach, 
and a greater enthusiasm for teaching. Outcomes 
for residents assigned to the curriculum equaled 
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those who volunteered. Positive outcomes have 
also been reported using a modified BEST cur-
riculum in an obstetrics and gynecology [33] and 
an institutional/multispecialty [34] RATs 
program.

In a 2021 narrative literature review, Chochol 
et  al. [35] described 20 studies looking specifi-
cally at psychiatry residents as educators of med-
ical students. Two of the studies reported pre- to 
post-intervention improvement in medical stu-
dent performance on shelf exams or interviewing 
skills [36, 37]. The remainder of the studies relied 
largely on self-assessment as well as resident and 
student satisfaction ratings. In general, residents 
who participated in a RATs experience rated it 
highly and reported improved self-confidence in 
their teaching skills. Reported post intervention 
learner ratings of resident teaching skills and 
effectiveness varied from average to high.

 Program Evaluation: Starting 
with the End in Mind

Recognized steps in curriculum development 
include [1] problem identification, [2] needs 
assessment, [3] goals and objectives, [4] educa-
tional strategies, [5] implementation, and [6] 
evaluation and feedback [38]. In building a RATs 
(or any) curriculum, it is helpful to map out the 
anticipated feedback, assessment, and program 
evaluation system in advance. While they are all 
points on an educational continuum, it is impor-
tant to be precise about the differences between 
feedback, assessment, and evaluation. Feedback 
(sometimes referred to as Formative Evaluation) 
is a formative process in which information about 
performance is used to improve performance. It 
helps an individual or course director identify 
areas for improvement and develop specific sug-
gestions for how to achieve that improvement 
[38, 39]. The most effective feedback is based on 
direct observation and occurs relatively close in 
time to the observed encounter or activity. 
Evaluation (sometimes called Summative 
Evaluation) refers to an organized process of 
judgment or appraisal about the quality of perfor-
mance based on predetermined standards or cri-

teria. It occurs after the fact (i.e., at the completion 
the intervention). While Assessment is often used 
interchangeably with evaluation, this refers more 
to individual encounters, instruments, or tools. 
Assessment falls in between feedback and evalu-
ation but is closer to the evaluation (i.e., judg-
ment) end of the continuum.

The evaluation process sets out to judge the 
extent to which goals and objectives are being 
achieved and whether a program is doing what it 
set out to do [40]. Ramani et al. [12] have pro-
vided an example of some common basic goals 
for a RATs curriculum:

• Acquiring the practical skills and knowledge 
about teaching and learning that can be applied 
in their teaching roles

• Applying the evidence and principles that 
underlie effective approaches to teaching and 
learning

• Reflecting on their educational role as a resi-
dent and possible career educator

• Acquisition of educational leadership skills

In considering program evaluation of a RATs 
curriculum, larger program or institutional goals 
may be variable and multifaceted. For example, a 
curriculum may be started or modified to correct 
an identified deficiency such as an LCME or 
ACGME citation or poor clerkship ratings. A 
program may want to improve the overall learn-
ing climate, build on an identified residency pro-
gram aim to train physicians who are skilled 
educators, demonstrate the value of the curricu-
lum to external stakeholders in order to access 
resources or increase prestige, or to engage in 
scholarship and dissemination of outcomes. 
Clarifying this in advance will enable the course 
leadership team to choose the most appropriate 
assessment instruments, train raters or standard-
ized learners as necessary, conduct pre-testing 
and engage the local Institutional Review Board 
(IRB) if needed. A diverse palette of assessment 
tools will provide formative feedback and sum-
mative evaluation to both individual resident 
learners and the program as a whole. Decisions 
regarding the rigor with which the impact of the 
curriculum will be studied should also be made in 
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advance. An ideal approach [26] would be a 
 randomized controlled study utilizing OSTEs 
before and after the intervention as well as 
6–12 months later. To achieve adequate power, an 
intervention group should have about 40 resi-
dents with a similar number of controls. 
Participants should include residents from multi-
ple specialties and training levels. This level of 
outcome measurement is not accessible to most 
training programs. Among psychiatry residency 
programs that provide resident as teacher educa-
tion, only 35% actually utilize formal assessment 
of teaching skills as an outcome measure [2].

A number of published reviews of RATs cur-
ricula and assessment tools [26, 35, 41–43] pro-
vide information about commonly used 
assessment tools. Learners are predominantly 
medical students or, less commonly, junior resi-
dents or residents from a different specialty. 
There is a paucity, at least in the medical educa-
tion literature, of RATs curricula or outcomes 
designed to teach residents how to teach patients 
or interprofessional providers.

Direct Observation Direct observation of an 
encounter by a trained rater using a reliable 
instrument is considered the gold standard in 
assessing individual clinical performance or 
teaching skills [28, 44]. However, this can be 
time- and labor-intensive. A minority of RATs 
programs utilize evaluation of videotaped 
encounters (25%) or OSTE (2–20%) for program 
assessment [7, 26]. Evaluation of videos is most 
often utilized to assess didactic skills. Patterned 
after an Objective Structured Clinical 
Examination (OSCE), an OSTE is a valid and 
reliable instrument [27] which consists of a brief 
simulated teaching encounter utilizing a stan-
dardized learner and sometimes a standardized 
patient. Each encounter has a specific teaching 
objective, such as giving feedback or establishing 
goals and expectations with a learner. 
Performance is rated using a criterion-based 
instrument, with additional feedback provided by 
the standardized learner. This is followed by a 
short period of debriefing and reflection. A well- 
constructed OSTE is a highly versatile and flexi-
ble instrument in that it can provide both 

formative and summative evaluation, and the 
built-in reflective component deepens the teach-
er’s understanding of their performance [28, 45]. 
OSTEs are efficacious for residents and faculty 
[28, 46], so the same OSTE can be utilized for 
faculty development.

Learner Performance We want residents to be 
effective teachers in order to help learners 
improve their performance. Learner perfor-
mance, as measured by knowledge examination 
or direct observation, can be a valuable outcome 
measure. Naji et al. [36] reported a greater pre- to 
post-intervention improvement in medical stu-
dent clinical interviewing skills when registrars 
(residents) received experiential versus didactic 
training in how to teach this skill. A program that 
already uses an OSCE or other observed medical 
student assessment points for clerkship evalua-
tion may be able to incorporate these into RATs 
program assessment. Some, but not all, studies 
have found an association between RATs inter-
vention or student ratings of resident teaching 
and student performance on knowledge examina-
tions [37, 47–49].

Learner Self-Assessment and Evaluations of 
Residents Learner evaluations are the most 
commonly used outcome measures across RATs 
curricula [26, 35, 41, 50] Common examples 
include student or junior resident ratings of indi-
vidual resident teaching skills, aggregate clerk-
ship evaluations (via the Association of American 
Medical Colleges (AAMC) Graduation 
Questionnaire or internal surveys) [51], or learner 
self-assessments. Warren et  al. [52] utilized a 
pre- and post-instrument to assess the efficacy of 
experiential RATs training in didactic presenta-
tion skills of psychiatry residents who provide 
lectures in management of common psychiatric 
presentations to internal medicine (IM) residents. 
This instrument contained a self-assessment of 
IM resident knowledge and confidence in manag-
ing depression and demoralization, alcohol and 
benzodiazepine withdrawal, opiate withdrawal, 
delirium and dementia, suicide risk assessment, 
and decisional capacity. Of these parameters, 
only self-reported comfort level with managing 
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depression/demoralization and decisional capac-
ity significantly improved.

Resident Self-Assessments and RATs Course 
Evaluations The level of RATs course satisfac-
tion by residents, and to a lesser extent, faculty, is 
a popular outcome measure [7, 26, 35]. Despite 
the limitations on physicians’ capacity for accu-
rate self-assessment [53, 54], this remains a com-
monly (15–29%) used secondary outcome 
measure [7, 26, 35]. The limitations of both self- 
assessment and resident satisfaction instruments 
as outcome measures are tempered by the acces-
sibility and ease of administration and, if well 
constructed, can provide valuable program feed-
back. Resident self-assessment, coupled with 
guided debriefing, offers a rich opportunity for 
resident reflection and can impact their perceived 
competence [55]. Resident self-assessment can 
be compared with learner evaluation to provide 
more complete feedback, as medical student rat-
ings of resident teaching skills may be signifi-
cantly higher than residents’ self-ratings [55].

 Curricular Models

RATs curricula vary widely in content, format, 
and duration [7, 12, 26, 35, 41]. Course design is 
limited only by local resources and imagination. 
In designing a new RATs curriculum, there is no 
need to “reinvent the wheel.” A number of helpful 

step-by-step guidelines [12, 41, 56, 57] and cur-
riculum and/or assessment tools are available 
[31, 32, 58–61]. Web-based resources are listed 
in Table 24.2.

Before considering course structure, content, 
or specific learning objectives, it is necessary to 
reflect on the areas in which residents teach in the 
context of program and institutional culture, pri-
orities, resources, and needs. There should be a 
clear understanding of all the different settings in 
which residents interact with learners [12]. At a 
minimum, input should be solicited from direc-
tors of all clinical rotations and the didactic cur-
riculum, as well as medical student education, 
departmental, and institutional graduate medical 
education (GME) leaders. It is important to con-
sider what specific knowledge, skills, and atti-
tudes residents need to be effective teachers in 
their specific workplace environment. The impor-
tance of recognizing larger program or institu-
tional goals was discussed previously.

Once the broad goals, settings, and basic skills 
needed have been established, the curricular design 
team can choose the most appropriate model, struc-
ture, and format. Factors to consider include:

• Will the curriculum be conducted on a pro-
gram or institutional level?

• In what year(s) of training will the curriculum 
occur?

• What length will the curriculum be? (A single 
session or a longitudinal experience)

Table 24.2 Web-based residents as teacher curriculum and assessment resources [32, 58–61]

Peer- Reviewed https://residentteachingskills.ucr.edu/
University of California Riverside Bringing Education & Service Together (BEST) website. Content is 
designed for primary care residents. Contains facilitator guides, lesson plans and slidesets for 8 BEST 
Modules, with teaching videos. OSTE materials are not posted on site, but are available on request
https://www.mededportal.org/doi/10.15766/mep_2374- 8265.10030
Resident-as-teacher curriculum and assessment tool for brief didactic teaching in pediatrics. Content 
is pediatric-specific but contains examples of an OSTE rating form and OSTE training videos for 
raters
https://www.mededportal.org/doi/10.15766/mep_2374- 8265.10001
Resident as teacher curriculum. Non-specialty specific set of 10 text-based modules with focus on 
teaching in busy clinical setting. No assessment materials included
https://www.mededportal.org/doi/10.15766/mep_2374- 8265.10157
An objective structured teaching exercise (OSTE) for physicians employing multisource feedback. 
Three emergency medicine based cases for assessing skills in giving feedback and the one minute 
preceptor. Includes instructors guide and tools for self-assessment and rater evaluation

Not 
peer- reviewed

https://www.uab.edu/medicine/home/residents- fellows/current/cert
University of Alabama School of medicine creating effective resident teachers (CERT) webpage. 
This is a non-specialty specific collection of text-based RATs resources designed for self-directed 
learning. Includes slideshows and other resources for facilitated instruction
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• What learning modalities and formats will be 
utilized?

• Who will teach the curriculum?
• What content will be included?

Will the curriculum be conducted on a 
program or institutional level?
RATs programs for psychiatry residents occur 
more frequently on the program (62%) than on 
the institutional (35%) level [7]. However, insti-
tutional level programs are becoming more 
common [30, 34, 62]. Institutional RATs pro-
grams may take the form of a centrally delivered 
curriculum [30, 34] or a centrally prepared cur-
riculum that is provided to programs to deliver 
onsite [62].

If an institutional RATs curriculum already 
exists, an important consideration is whether it 
will be mandatory for your residents, as it is for 
about three-fourth of institutional programs [7]. 
An institutional curriculum has some advantages. 
A centrally administered program requires fewer 
resources on the part of the residency program. 
Most have some level of small group work which 
requires facilitators and preceptors. This provides 
an excellent avenue for psychiatry faculty to par-
ticipate and collaborate with educators outside of 
the department. A disadvantage of institutional 
programs is that the curriculum is scheduled 
externally and may not fit well with the residency 
program needs or calendar. Institutional pro-
grams are more likely to be a single session, as 
opposed to a longitudinal experience [7], which 
does not provide opportunities for reinforcement 
of curricular concepts. They are more likely to 
utilize large group or workshop formats, as 
opposed to individual supervision. While institu-
tional curricula offer a role-playing component as 
often as program-based curricula, they are much 
less likely to include observed teaching with 
feedback [7]. Institutional curricula are designed, 
out of necessity, to focus on the basic skill sets 
that are common across all specialty training pro-
grams and may not correspond with the day-to- 
day teaching settings for psychiatry residents. 
Even a well-executed single-session institutional 
program is unlikely to meet all the RATs needs of 

a psychiatry program but can function as a foun-
dational educational experience, on which the 
residency program can build or embed into longi-
tudinal clinical or other residency activities [44, 
63, 64]. A longitudinal experience conducted at 
the program level can also provide an environ-
ment to identify and nurture residents who desire 
further educational career development or to par-
ticipate in a formal Medical Educator Track.

In what year(s) of training will the curriculum 
occur?
This decision is driven by when residents are 
expected to assume their teaching roles. RATs pro-
grams are offered at all training levels, although 
they are reported more often in PGY 1 and 2 [7, 
34, 44, 64]. The most common model is to offer a 
RATs program in the latter part of PGY 1 year, to 
prepare residents for their teaching roles in PGY 2 
[34, 44, 64]. Longer residencies are more likely to 
offer RATs experiences beyond PGY 3. For exam-
ple, in psychiatry, more PGY 3 (87%) and 4 (86%) 
residents than PGY 1 (48%) and 2 (71%) residents 
report receiving RATs training [2, 6, 7].

What length will the curriculum be?
Given the complexity of the knowledge and skill 
required to be an effective teacher, the challenge 
for most program directors is identifying enough 
curricular time, rather than devoting too much [2, 
7]. The duration of reported RATs curricula runs 
from 1 hour to 13 weeks [11, 26, 56]. The reported 
mean number of contact hours is 7.6–11.5 [7, 
26]. Among psychiatry programs, contact hours 
range from 0 to 30 [2]. Some level of positive 
outcome has been reported with a RATs interven-
tion as short as 3 hours. More robust measures of 
RATs curriculum efficacy are reported with 
 programs of at least 8–13 longitudinal hours [26, 
30, 34, 44].

What learning modalities and formats will be 
utilized?
Determining the appropriate choice and mix of 
learning modalities is one of the most important 
decisions in RATs curriculum development. 
Although the selection of specific teaching activ-
ities and educational strategies will be refined 
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after the core content and learning objectives are 
determined, decisions about format often need to 
be made well in advance for the purposes of 
scheduling, recruitment of faculty teachers and 
preceptors, etc. The literature contains a wide 
variety of reported learning modalities and for-
mats, as summarized in Table 24.3 [7, 11, 19, 35, 
41, 63–66]. Despite the demonstrated efficacy of 
active and experiential learning in skill acquisi-
tion, over 60% of RATs programs utilize lectures 
or didactics as a primary teaching modality. It is 
unclear from the literature if this refers to full lec-
tures or mini lectures that serve as a prelude to an 
active learning experience. Workshops are uti-
lized 55–75% of the time. Large or small group 
sessions, role play, assigned readings, or use of 
videos are utilized in a quarter to a third of curri-
cula. Psychiatry-based programs are more likely 
to utilize individual or group supervision as a 
learning format than nonpsychiatry programs [2, 
7]. Mann et al. [56] reinforced the value of using 
a variety of teaching and learning modalities such 
as observation, reflection, small group discus-
sions, problem-based learning, and experiential 
learning. Although a number of programs utilize 
written or virtual prework in an effort to maxi-
mize learning and conserve face-to-face time for 
active learning activities [2, 12], there are no pub-
lished reports of RATs curricula conducted in a 

flipped classroom format. Although peer- 
reviewed curricula or published outcomes remain 
sparse, online [32, 58–61] and virtual [67] for-
mats appear to hold potential for effective RATs 
education.

A longitudinal experience with active learn-
ing, reinforcement of key concepts, and opportu-
nities for observed, workplace teaching with 
feedback and reflection is the optimal model [12, 
26, 56]. Whatever the format(s), opportunities for 
goal setting, reflection, and observation and prac-
tice with feedback are vital minimal elements for 
a successful RATs intervention.

Who will teach the curriculum?
The pool of faculty or other educators qualified 
and available to teach in RATs programs varies 
from institution to institution. Program directors 
commonly cite a lack of available faculty as a bar-
rier to the development of RATs curricula [2, 7]. It 
is not necessary for RATs teachers to be master 
clinical educators [12, 68], from the same spe-
cialty as the residents or to be physicians. It is 
necessary for faculty teachers to master and dem-
onstrate the knowledge, skills, and attitudes 
exemplified in the RATs educational objectives. It 
is also necessary that teachers are familiar with 
the various settings, learners, and context in which 
residents are responsible for the education of oth-
ers [8, 12]. In the absence of an evidence- based 
understanding of teaching competencies unique 
to residents [13, 26, 35], the content and skills 
expected in a RATs curriculum generally mirror 
faculty teaching competencies. Professional 
development resources and activities available to 
develop faculty into excellent clinical teachers 
also serve to prepare them to be effective RATs 
faculty. In addition, faculty with strong teaching 
skills and corresponding enthusiasm are primed 
to role model good teaching, engage residents as 
teachers or co-teachers in teaching activities, 
observe them, and provide feedback.

What content will be included?
Decisions about specific content or learning objec-
tives are informed by the clinical settings in which 
residents teach their learners and the learners’ edu-
cational objectives and expectations, and available 

Table 24.3 Resident as teacher formats and learning 
modalities [7, 11, 19, 35, 41, 63–66]

Single 
Session

Didactic Presentation
Workshop
Video/Film
Large group discussion
Small group discussion
Role play with feedback and reflection
Assigned readings
Pre-work (project or materials review)
Standardized learners

Longitudinal Interactive seminar series
Observed workplace teaching with 
reflection
Individual or group teaching 
supervision
Embedded in clinical rotation
Portfolio with reflection
Independent project
Learning experience based on game 
theory (fantasy sports team)
Mentorship
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efficacy data regarding RATs programs. Residents 
who work with medical students or junior resi-
dents in a clinical setting need strong skills in 
establishing a positive learning climate, setting 
expectations, feedback, clinical teaching, and a 
working knowledge of institutional goals and 
expectations for clerkship students. If residents 
complete evaluations for learners, they need basic 
assessment skills. Residents who have an active 
role in the program’s didactic curriculum will also 
need a grounding in didactic and small group 
teaching skills and possibly curriculum design. 
RATs curricula have traditionally been based on 
faculty teaching competencies [13, 26, 35]. Three 
recent studies have explored the concept of what 
makes a great teacher from medical students’ per-
spective [4, 13, 14]. Students place a high value on 
resident behaviors that would fall under the realm 
of learning climate and interpersonal interactions. 
Only one of the three studies reported knowledge 
base to be key to student perception of teaching 
excellence. Skills that are typically correlated with 
performance improvement such as feedback, 
active questioning, and setting expectations are 
valued, but afforded a lower level of importance. 
Themes and behaviors synthesized from these 
studies in order of perceived importance by stu-
dents are included in Table 24.4.

It makes sense to consider existing models and 
modify them according to the program’s needs, 
context, and limitations [56]. Ideally, content will 
include skills that improve learner performance 
and are valued by learners. Modules for the 
demonstrably efficacious BEST curriculum 
include an introduction to clinical teaching 
(including OMP), orienting learners, bedside 
teaching, giving feedback, work rounds and group 
teaching, teaching about procedures, teaching 
charting, and giving lectures [30, 32]. Few pro-
grams with reported outcomes include teaching 
about charting in their content (34,44). Given the 
complexities of documentation in the electronic 
health record, and the risks of residents inappro-
priately carrying forward information, inclusion 
of this content may assume greater benefit to pro-
grams over time. Many, but not all, teaching skills 
are common across specialties. Psychiatry resi-
dents don’t often teach physical procedures but 
may benefit from content on teaching interview-

ing skills or mental status examination. In a 2013 
survey of psychiatry program directors [2], RATs 
content most commonly included feedback and 
evaluation, didactic skills, small group teaching, 
learning theory, and problem- based learning. Less 
ubiquitous content included audiovisual tech-
niques, team-based learning, use of assessment 
tools, evidence regarding teaching skills, and cur-
riculum design. Depending on the resources and 
allotment for curricular time, content for a well-
constructed RATs program might include, in 
order of priority:

Core Content
• Foundational Teaching Concepts and Skills

 – Reflection on residents’ role as teacher
 – Learning climate
 – Teachable moments
 – Role modeling

A safe and positive learning climate is a basic 
necessity for learning and is associated with 
greater patient safety and learner/team well- 
being. The attitudes, actions, and behaviors of the 
teacher are the largest contributor to a medical 

Table 24.4 Resident teaching themes and behaviors val-
ued by medical students [4, 13, 14]

Role modeling
   Organization and time management
   Compassion, integrity, and patient advocacy
   Admitting limitations
Creating a safe-learning environment
   Showing respect for others
   Offering opportunities for safe practice
   Being approachable/open to questions
   Being friendly/establishing rapport
   Fostering teamwork
Focus on teaching
   Taking time to teach/finding teachable moments
   Tailoring to student needs
   Illustrating and repeating key points
   Showing enthusiasm/interest for teaching
Involving learners in patient care
   Giving opportunities for patient ownership
Providing or asking for feedback
Challenging students to learn
   Asking probing questions
Setting expectations:
   Goal-setting, orienting learners (e.g., to a new 

rotation)
   Aligning learners’ goals with available opportunities
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student or junior resident’s experience of a learn-
ing climate. Table  24.5 outlines specific high 
yield steps residents can be taught to foster a 
positive learning climate [69–71]. Identifying 
“teachable moments” involves highlighting the 
right time for discussing a topic when a situation 
of interest is noticed. Learners look favorably on 
residents who effectively use informal or 
unplanned occurrences as opportunities to “teach 
on the fly.” [13] Among medical students, role 
modeling is the single most important attribute of 
good teachers [13, 14]. Role modeling occurs in 
the context of physician–patient relationship, 
healthcare team communication, interaction with 
colleagues, interdisciplinary teams, humanistic 
behavior, application of knowledge, clinical rea-
soning, and many other areas. Successfully man-
aging the dual roles of clinicians and teachers, 
while still learners themselves, allows residents 
to role model time management, efficiency, and 
leadership skills [12]. In addition to teaching 
knowledge and skill, residents model profession-
alism and work ethic for learners [13]. Despite 
the importance of role modeling in learning, 
there is no encapsulated “role model” skill or 

behavior that can be easily taught. RATs content 
usually centers on ensuring that residents are 
aware of the impact of their behaviors and inter-
action with learners, have a level of competence 
in establishment of learning climate and other 
core teaching skills, and have opportunities for 
direct observation of their teaching followed by 
feedback and reflection [12, 30].

• Orienting Learners/Expectations/Goal Setting

In addition to general skills in effective orien-
tation and goal-setting, content should be tied to 
the specific goals, objectives, and expectations of 
the institution or program for students or other 
learners.

• Giving and Receiving Feedback Effectively

Feedback is one of the highest yield educa-
tional tools to help improve performance. 
Learning to give specific, behaviorally based, 
learner-centered feedback is foundational for 
any educator. Relative to other learned teaching 
skills, residents (and faculty) report a higher 
level of interpersonal and attitudinal barriers to 
giving formative feedback. For this reason, the 
feedback section of any RATs course should 
include a reflective and practice-with-debriefing 
component.

• Clinical Teaching Skills

The One-Minute Preceptor (OMP) model has 
been shown to make feedback more specific, cen-
ter teaching toward specific disorders/learning 
issues, allow correct diagnosis, improve instruc-
tor confidence in rating students, and is consid-
ered more effective by students than traditional 
models [72]. Also known as the five (or some-
times six) microskills for clinical teaching [73], 
OMP is the single most widely utilized teaching 
strategy in RATs programs with published out-
comes [26]. See Fig. 24.1.

Relative to primary care residents, psychiatry 
residents may have more difficulty adapting 
OMP techniques in their teaching settings. Brand 
et al. [74] compared the self-assessments of psy-

Table 24.5 Resident as teacher behaviors that promote a 
safe-learning climate [69–71]

Set clear and consistent expectations
Show enthusiasm and interest
Keep learners involved
   Look at them
   Listen to them
   Encourage them to set individual learning goals
   Encourage them to participate
Make introductions, address learners by name
Actively encourage learners to speak up/take risks/ask 
questions
   Reinforce positively when they do (this is key)
Show respect for divergent positions
Avoid ridicule; do n0t interrupt
Be aware of our implicit bias
Provide focused, behaviorally based feedback
Be consistent in interactions and behaviors; even if 
having a bad day, be calm, kind, and patient
Laugh!
Let learners know it is OK to not know something
   State explicitly and role model it!
   Invite learners to discuss their own problems/

limitations/error
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chiatry and family medicine residents and found 
that psychiatry residents rated themselves lower 
in their understanding of their teaching role and 
clinical skills, including use of OMP. They sug-
gest specifically teaching psychiatric residents to 
adapt OMP to psychiatry patient populations and 
treatment settings.

• Learning Theory

Outside of current evidence about the differ-
ent approaches to teaching and the underlying 
principles, data on how much knowledge of 
learning theory a resident teacher needs and 
which theories may be more applicable are scant. 
Residents should be encouraged to explicitly 
think of themselves as teachers and not limit their 
understanding of teaching as an acquisition of 
skills. This can be done by self-assessment, regu-
lar reflection, and examining personal teaching 
and learning styles. Using self-assessment tools 
on teaching perspectives and learning styles tools 
such as the Learning Styles Inventory [75] and 
Clinical Teaching Perspectives Inventory [76] 
may be useful.

• Small Group Teaching

Small group teaching may include inpatient 
rounds, problem-based learning sessions, ambu-
latory or multidisciplinary rounds, or similar 
other settings. A challenge of small group teach-
ing is that the teacher simultaneously facilitates 

learning for multiple learners, who may be from 
different levels of training or from different disci-
plines. Bedside teaching is a specific form of 
small group clinical teaching that takes place in 
the presence of the patient [77]. If faculty utilize 
this teaching approach with residents, it should 
be included in the RATs curriculum.

• Learner Assessment

This should be considered core RATs content 
if residents are responsible for evaluating learn-
ers and should include instruction tied to the spe-
cific instruments utilized by the program and/or 
institution.

• Planning and Delivering Effective Presentations

This generally includes instruction on how to 
deliver a didactic presentation that utilizes effec-
tive use of context, interactive techniques, and 
repetition of key points to maximize audience 
engagement and enhance learning and recall. 
Content may also include instruction on effective 
use of slides.

• Virtual Teaching

A more extensive RATs curriculum might 
include instruction or experiential learning in 
electronic learning modules. Training in virtual 
platforms for delivery of effective teaching is 
increasingly gaining relevance. This might 

• 1. Get a Commitment

• 2. Probe for Supporting Evidence

Diagnose 
Learner Needs

• 3. Teach General Rules/PearlsTeach

• 4. Reinforce what was done right

• 5. Correct Mistakes 
Feedback

• 6. Identify next learning stepsLearning Plan

Fig. 24.1 One Minute 
Receptor [72, 73]
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include content about available technologies, 
videoconferencing software, social media plat-
forms, and their uses and limitation in teaching. 
Techniques to maximize learner engagement and 
interaction in a virtual setting would be useful, as 
well as instruction in how to adapt existing teach-
ing resources for virtual delivery.

Optional Content
• Supervision skills
• Patient education skills
• Teaching psychiatry-specific procedures
• Teaching about charting and documentation 

in the electronic health record
• Leadership skills
• Educational scholarship

 Medical Educator Tracks

While a RATs curriculum strives to impart a 
level of competency in basic teaching skills for 
all residents, a Medical Educator Track (MET) 
aims to develop budding clinician educators. 
Driven by the current and projected shortage of 
physicians, particularly psychiatrists, the num-
ber of psychiatry training programs has 
expanded. Between 2014 and 2020, the number 
of accredited psychiatry programs grew by 43% 
[78]. In addition to the need for a cadre of direct 
supervisors with strong basic teaching skills to 
teach residents clinically and to prepare resi-
dents for their role as teachers, there has been a 
corresponding need for skilled clinician educa-
tors. The concept of a clinician educator has 
been around since the 1980s [79, 80]. The role of 
the clinician educator has historically been 
broadly defined as a clinician whose educational 
focus goes beyond basic teaching skills and 
incorporates educational theory, principles, and 
scholarship into his or her roles and responsibili-
ties. In a 2014 study of Canadian educators, 
Sherbino et al. [68] delineated key competencies 
of the clinician educator for the twenty-first cen-
tury. They define a clinician educator as one who 
participates in clinical practice, applies theory to 
education practice, engages in education schol-
arship, and consults on education issues. They 

further define seven domains of competence and 
one or more core competencies in each domain 
(See Table 24.6) [68].

In addition to more traditional tracks in psy-
chiatry programs, such as those in research or 
community psychiatry, it is becoming common 
for programs to develop a specific MET for 
 residents with an interest in academic psychiatry 
and/or building a career as a clinician educator. A 
track is a training stream to differentiate a resi-
dent experience from the normative resident 
experience. It is more overarching than an elec-
tive and often extends across multiple years. 
Unlike Medical Education Fellowships or 
advanced degrees, tracks do not require addi-
tional years of training. A MET brings value to a 
program in many ways. It creates a pipeline of 
future faculty who enter practice with the skills 
necessary to develop, maintain, and assess curri-

Table 24.6 Domains of competence and core competen-
cies for clinician-educators [68]

Domain Competency
Assessment Designs assessment programs using 

appropriate strategies and 
instruments

Communication Employs effective communication 
strategies to accurately convey ideas 
to learners and colleagues

Curriculum 
development

Applies learning theories and 
adopts best practices to 
systematically design education 
programs
Conducts program evaluations to 
measure impact

Education theory Maintains knowledge of education 
theory, psychology, and principles 
and applies this knowledge to 
education practice

Leadership Leads or implements change in 
educational programs or 
organizations
Administers education programs

Scholarship Contributes to the development, 
dissemination, and translation of 
health professions education 
knowledge and practices

Teaching Effectively uses scholarly teaching 
techniques in the clinical and 
extraclinical environments
Promotes the educational 
development of other faculty

From Sherbino et al. [70]. Used with permission
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cula, provide faculty development, and engage in 
educational scholarship. MET availability can be 
attractive in resident recruitment. It also spot-
lights the importance of teaching skills, curricu-
lar development, and educational scholarship in 
the program or department and provides ongoing 
opportunities to integrate track activities with 
faculty development. MET residents are particu-
larly well suited to serve as teachers and precep-
tors in RATs curricula.

METs take a variety of forms. As a specialty, 
psychiatry has led the way in MET development. 
Some of the first education tracks described in 
the literature were from psychiatry programs 
[21]. In 2019, Friedman et  al. [81] published a 
review of clinician educator tracks in GME. Of 
the 18 separate tracks reviewed, the majority 
were specialty-specific in psychiatry [5], internal 
medicine [3], pediatrics [3], internal medicine 
fellowships [2] with one each in family medicine, 
emergency medicine, and radiology. Two were 
open to all specialties. The average length was 
2 years although there was a high level of vari-
ability regarding the amount of time and work 
required over those 2 years. Most required some 
sort of application and good academic standing 
of matriculants.

The most common curricular foci among 
these tracks were direct teaching skills (94%) and 
educational scholarship (72%). About half 
included curriculum development (56%) and 
leadership skills (50%) in their core content. Few 
(22%) reported a focus on developing skills in 
mentoring and advising and none included 
assessment skills or quality improvement. The 
most common educational strategies utilized 
were didactics (100%), work-based practice 
opportunities (94%), and mentoring (72%). 89% 
required a curriculum development or scholarly 
project.

Regardless of size or content focus, a success-
ful MET is one in which the curriculum and 
learning activities are synergistic with the both 
the skill sets of the MET faculty and the local 
availability of teaching and educational opportu-
nities. To illustrate this, we will describe the 
MET at Southern Illinois University School of 
Medicine (SIU). The SIU MET is young  – it 

graduated its first residents in 2020. The approach 
we chose may not be the best for other programs 
but can serve to outline an approach to MET 
development.

Needs Assessment In some instances, consid-
eration of a MET arises organically in the con-
text of faculty recruitment or development of 
clinician educators. In other programs, it could 
stem from the interests and passion of a single 
educator. Regardless of the stimulus, before 
embarking on a MET, it is wise to gauge the 
level of faculty and resident interest, the avail-
ability of skilled clinician-educator faculty and 
other educational experts, the availability of 
workplace-based teaching and assessment 
opportunities, and most importantly, the level of 
support from department, program, and institu-
tional leadership.

Resources and the Importance of Departmental 
and Institutional Support Chair and program 
director’s (PD) support are vital for a successful 
MET. The most important resource by far is the 
investment of time and energy, not just by track 
faculty but other core faculty who allow MET 
residents to co-teach their seminars and other 
teaching or assessment activities. While it had 
been a departmental priority for many years, the 
formalization of the SIU MET became possible 
only when there was a critical mass of track fac-
ulty with sufficient background and skills in cur-
riculum development and educational 
scholarship. It is imperative that the time faculty 
devote to a MET is recognized and rewarded. A 
small amount of financial support is also helpful. 
SIU MET didactic sessions are open to all resi-
dents and faculty. They generally take place after 
hours with food provided (pandemic permitting). 
Department support also allows each track par-
ticipant to receive textbooks on curriculum and 
career development and support for presenting 
scholarly works at national meetings. SIU MET 
is open to residents in psychiatry, internal medi-
cine psychiatry, and child and adolescent psychi-
atry programs. Strong support from all three PDs 
creates a mechanism for MET residents to judi-
ciously block clinical time to participate in teach-
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ing opportunities and to utilize elective time for 
MET activities and projects.

As described by Friedman [81], most METs 
are based in a single program or department. In 
institutions with multiple GME programs, either 
a departmental or an institutional program is a 
viable option. Because a secondary goal of the 
MET is to increase professional development 
opportunities in teaching and curriculum devel-
opment for psychiatry faculty, we limit the MET 
to training programs within the Department of 
Psychiatry. This allows for more focused curricu-
lar content and delivery. Perhaps more impor-
tantly, MET didactics and other activities can be 
organized around the calendar, teaching activi-
ties, and schedules of faculty and residents in just 
one department, maximizing participation in and 
communication about MET activities.

Even with a departmental or program focus, 
strong relationships with educators across the 
institution will open up a steady supply of 
workplace- based teaching and assessment activi-
ties for MET participants, whether in an under-
graduate medical education (UGME), 
institutional GME, interprofessional, or continu-
ing medical education (CME) arena, and a pool 
of experts for MET didactic sessions. This 
exposes MET residents to an education commu-
nity outside of their home base, bringing a wider 
perspective and fostering networking and collab-
oration. The institution’s Designated Institutional 
Official (DIO) and directors of clinical UGME 
experiences (if applicable) can be very helpful in 
identifying institutional opportunities and needs. 
A seasoned PhD educator from the institutional 
Department of Medical Education (DME) is on 
the SIU MET Steering Committee, bringing a 
valuable perspective to the vetting of MET appli-
cants and mentor assignments.

Educational Objectives and Strategies The 
SIU MET objectives and curriculum are outlined 
in Appendix 1. These objectives were chosen 
because they are core to excellent teaching and 
they are content areas in which SIU has good 
resources in place. They were formulated to be 
achievable within the 2-year length of the track 

and with the expectation that a resident who com-
pletes the MET will have at least a minimal level 
of competence in the core competencies neces-
sary to begin a career as a fledgling clinician- 
educator. Most of the psychiatry-based MET 
programs reviewed by Friedman accepted resi-
dents at the PGY 2 level. PGY 1 and 2 residents 
are welcome and encouraged to attend the MET 
didactic sessions, but we limit full MET partici-
pation to residents PGY 3 or above, and who 
have at least 2 years remaining in their program. 
This ensures that MET residents have experi-
enced a baseline level of normative teaching and 
assessment experiences and have a clear idea of 
where they want to grow.

Consistent with the programs reviewed by 
Friedman et al., the MET is built on the strategies 
of mentorship, experiential learning with reflec-
tion and feedback, focused didactics, and indi-
vidual curricular and scholarly projects. The role 
of mentorship in any sort of trainee development 
is well delineated [82–85]. The relationship of 
the MET resident with their developmental men-
tor, who is a seasoned clinician-educator, is con-
sidered to be the primary educational strategy. 
The developmental mentor helps the trainee forge 
an identity as a medical educator and begin to 
assemble a dossier, shepherds them through their 
curricular and scholarly product(s), and role 
models a successful career as a clinician educa-
tor. We have not yet had to decline acceptance for 
any qualified MET applicant based on the avail-
ability of developmental mentors, but this is a 
potentially limiting factor. The PhD Educator 
member of the MET Steering Committee inter-
views the incoming MET residents about their 
personal goals for the track, preferred learning 
styles, and what they are looking for in a mentor. 
This guides the steering committee in pairing 
matriculants with available mentors.

MET residents are encouraged to participate 
in as many core teaching and assessment activi-
ties as they can in the residency, UGME, and 
institutional GME curricula and in the commu-
nity. Their first experience in any teaching or 
assessment activity is under the tutelage of their 
mentor or another faculty. After that they can 
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perform independently. Thus, the MET is 
viewed institutionally as a value added program, 
as it makes a small but talented number of senior 
residents available for the myriad of UGME, 
institutional GME, and community activities in 
which teachers are needed. Wherever possible, 
we try to tie the didactic sessions to clinical 
teaching activities. The SIU RATs course is 
conducted on an institutional level. Each year, 
MET residents serve as small group preceptors 
for this program. The MET didactic session on 
small group teaching skills serves as preparation 
for this role.

A primary goal of the MET is for participants 
to gain the skills required to design, implement, 
and assess curricula in a scholarly manner. 
Residents are encouraged to choose their curricu-
lar projects early in their MET program, to allow 
time for completion. Frequent communication 
with PDs keeps the mentors apprised of any sem-
inars in the psychiatry residency or child and 
adolescent psychiatry fellowship that are appro-
priate for residents to teach or co-teach. Mentors 
have multiple institutional roles and are aware of 
teaching opportunities throughout the medical 
school. Some MET residents have done multiple 
small curricular projects. Others have designed 
an entirely new seminar series, medical student 
elective, or other curriculum. The only require-
ment is that they must (with one or multiple proj-
ects) work through the six steps of curriculum 
development as outlined by Thomas and Kern 
[38]. Some have begun educational research 
projects unrelated to their curricular work, 
although none have completed these by the time 
of the graduation from the MET.  It is wise to 
decide in advance what level (if any) of peer- 
reviewed dissemination of scholarship via publi-
cation or presentation will be required for 
successful completion of the program. 
Educational scholarship is a key, and sometimes 
rate-limiting, step to a successful career as a 
clinician- educator, and is often quantified in units 
of publications or external, peer-reviewed pre-
sentations. MET residents are strongly encour-
aged to present their work externally, but because 
their projects may not be completed in time for 
an abstract, poster, or workshop submission or 

may not be accepted, we provide a forum for 
local presentation.

Program Assessment As with any curriculum, 
assessing the effectiveness of a MET is a chal-
lenge. In order to gauge meaningful impact on 
participants’ careers and performance as a 
clinician- educator, long-term follow-up is 
 necessary. For acceptance into the SIU MET, 
candidates must agree to follow-up for at least 
10 years after graduation. In Friedman’s review, 
commonly reported or planned outcome mea-
sures included participant satisfaction and per-
ceived increase in knowledge or skills, completion 
and/or dissemination of MET projects, obtaining 
an academic position upon graduation, and schol-
arly productivity after graduation. A handful of 
programs measured impact on resident recruit-
ment or medical student/faculty assessment of 
participant teaching skills, and one assessed con-
tent knowledge of curricular design. None 
included a control group of non-MET residents 
from the same program. It is sensible, at the 
inception of a MET, to consider in advance the 
most important goals of the MET for your pro-
gram and outline the corresponding outcome 
measures to which you will have access.

 Summary and Conclusions

Both the LCME and the ACGME expect pro-
grams to adequately prepare residents for their 
important role as teachers. At a minimum, resi-
dents who work with medical students or junior 
residents in a clinical setting need strong skills in 
establishing a positive learning climate, recog-
nizing how much students look to them as role 
models, setting expectations, giving and receiv-
ing feedback, “on the fly” teaching in clinical set-
tings, and a working knowledge of institutional 
goals and expectations for students or other 
learners. Depending on their teaching roles, resi-
dents may also need skills in assessment and 
didactic and small group teaching. Specific RATs 
content and learning objectives are informed by 
the specific learners and clinical settings in which 
residents teach. A successful RATs curriculum 
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should include training in the One Minute 
Preceptor and include at least 3 hours of contact 
time (preferably 8–13 hours) and have some level 
of pre- and post-assessment. A longitudinal expe-
rience with personal goal setting, active learning, 
reinforcement of key concepts and opportunities 
for observed, workplace teaching with feedback 
and reflection is the optimal model. The estab-
lishment of a Medical Educator Track can pre-
pare interested residents for clinician educator 
careers, aid in recruitment of both residents and 
faculty, increase the pool of talented teachers, 
and highlight the value afforded to education in a 
program. The SIU MET program and curricu-
lum, outlined in this chapter, provide one possi-
ble example for other programs.

 Appendix 1: SIU Department 
of Psychiatry

 Medical Educator Track Manual

 MET Goals and Objectives

Mission and overall goal
In addition to being an outstanding teacher, a suc-
cessful educator must be able to effectively design 
and deliver educational curricula, evaluate learners 
and programs, investigate and disseminate educa-
tional scholarship, and be an efficient administra-
tor and leader of people. The Medical Educator 
Track at SIU SOM Department of Psychiatry is 
designed for residents who are planning or consid-
ering a career in academic psychiatry. It provides 
future psychiatric leaders in education with the 
opportunity to develop the skills they need to excel 
as teachers and as educational administrators, 
scholars, mentors, and leaders.

Objectives
 1. Develop medical education knowledge and 

skills including the following:
 (a) Adult Learning Theory and Styles
 (b) Giving and receiving feedback
 (c) Clinical teaching skills
 (d) Didactic presentation skills

 (e) Small group teaching skills
 (f) Learner assessment
 (g) Curriculum design
 (h) Curriculum and program assessment
 (i) Basics of educational technology/dis-

tance learning
 2. Develop, teach (or co-teach), and evaluate a 

formal curriculum.
 3. Demonstrate expertise in a given area perti-

nent to medical education via the presentation 
or publication of a scholarly product(s).

 4. Begin to identify and develop personal men-
torship and leadership skills and style.

 5. Participate in at least one professional organi-
zation (AAP, AADPRT, ADMSEP) relevant 
to academic psychiatry.

 6. Identify factors, experiences and abilities that 
are associated with successful career advance-
ment in academic psychiatry.

 Met Curriculum
A curriculum is defined as a planned education 
experience. If all goes well, by the end of this 
MET experience, you will have achieved all or 
most of the objectives outlined above. The means 
by which a curriculum’s objectives are achieved 
are known as the educational strategies. Devising 
a good educational strategy requires attention to 
both the content and method of delivery.

The primary educational strategy for MET is 
mentoring, geared primarily toward helping you 
forge an identity as a medical educator and begin 
to assemble a dossier, to shepherd you though 
scholarly product(s) and to role model a success-
ful career as a clinician educator. Because many 
of the objectives are attitudinal and/or perfor-
mance based, other important educational strate-
gies include self-directed learning and lots of 
practical teaching experience, followed by reflec-
tion and feedback. Because it is sometimes more 
efficient (or just more fun) to set aside some time 
to learn about a specific content area together, 
there will also be a number of didactic sessions. 
If you have applied for and been accepted into the 
MET, you have made a commitment to yourself 
and to the program to put time and effort into it. 
We believe the MET objectives are very achiev-
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able, but many of them require some advance 
planning. Please carefully review the section on 
planning and logistics in your Welcome Letter.

Mentorship
You will have a Developmental Mentor to guide 
you through the whole MET experience. It is the 
expectation that you and your Developmental 
Mentor will meet monthly, on average. We under-
stand that sometimes a project may require more 
frequent meetings and sometimes life conspires 
to interfere with a meeting.

Twice per year, you and your Developmental 
Mentor are asked to fill out a Mentoring Guide 
Sheet. This is to help keep you both focused and 
to allow us to gather some data about how our 
MET residents focus their time and energy.

Before your first meeting with your 
Developmental Mentor, we would encourage you 
to read the resources provided in Dropbox on 
how to get the most out of a mentoring relation-
ship. A rewarding mentoring relationship is much 
like any other relationship – it requires a regular 
line of communication about goals and needs, 
ongoing mutual feedback, etc. Each MET resi-
dent will need different things from their mentor 
(see self-directed learning below). We will be 
asking both of you for feedback on the mentoring 
process from time to time, but a yearly form can-
not substitute for ongoing conversation!

You will also have access to a variety of tech-
nical Mentors  – other faculty within the 
Department of Psychiatry or other departments in 
the school to help with specific projects, learning 
issues, or teaching opportunities, or to provide 
expertise and guidance in areas where your 
Developmental Mentor has gaps.

Reflection and Feedback Opportunities
In addition to mentoring, reflection and feedback 
are key educational strategies for the MET expe-
rience. Every 6 months, we ask that you write up 
a formal reflection, reviewing the experiences 
you have had, what you have learned about your-
self as an educator, how this learning is (or will 
be) applied, and your next learning steps. This 
should be about one page or so in length. In addi-

tion, we ask you to reflect on all of your learning 
and teaching experiences and note in your 
Educational Passport or Teaching Activities Log. 
These reflections will be brief and will likely cen-
ter more on cognitive or skill learning.

We encourage you to seek feedback at every 
opportunity, especially on your teaching skills. It 
has been our experience that learners are gener-
ous in sharing their input regarding what has 
been helpful or not helpful for them, especially if 
you follow the principles of a safe learning cli-
mate1 and inform them in advance that you will 
be soliciting feedback. In addition, you can invite 
MET faculty to observe you in your natural clini-
cal teaching habitat or in formal teaching ses-
sions and offer feedback. Faculty are available to 
give you focused feedback on presentation skills 
and on your CV.

Self-Directed Learning
Self-directed learning means that you take pri-
mary responsibility for your learning, identify 
what you need to know (or know how), clarify 
and refine your personal goals and objectives, 
and identify and use the resources and educa-
tional strategies that best help you meet them. It 
also means that you regularly (and accurately!) 
assess your achievements and repeat your learn-
ing cycle if necessary.

Because the number and variety of available 
resources can be a bit overwhelming, we offer 
some resources to help you get started:

• Both you and your Developmental Mentor 
will have a copy of Curriculum Development 
for Medical Education: A 6 Step Approach, 
3rd Edition; Thomas, et  al., Eds. This is an 
outstanding book and we encourage you to 
read it cover to cover!

• You will receive an invitation to a Dropbox 
account for an MET resource library. The 
materials contained here are either classics or 
a reasonable starting point for any given con-
tent area.

1 See Quick and Easy Guide to Creating a Safe Learning 
Environment.
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Didactic Offerings
MET has a specific 2-year rolling didactic cur-
riculum. It looks like this – with the usual dis-
claimer that we reserve the right to change at 
any moment. The shaded areas indicate core 
content that will be addressed yearly. The ses-

sions in this list are all content areas that we 
feel are well delivered in a didactic format, and 
not already a part of the residency training. We 
have flexibility in these sessions, so please let 
us know if you have topic requests.

YEAR 1 YEAR 2

Feedback Challenges Feedback Challenges

Adult Learning Theory and Styles Adult Learning Theory and Styles

Learner Assessment Learner Assessment

Educational technology Educational technology

Curriculum Design – Educational Strategies
(Objectives, Content and Methods)

Leadership Styles and Skills

Problem Based Learning/Tutor Training Team Based Learning

Educational Research/Survey Design Clinical Skills Verification

Conflict Management Miscellaneous/Other

Feedback Basics/Clinical Teaching and One –
Minute Preceptor

Feedback Basics/ Clinical Teaching and One –
Minute Preceptor

 

Please use the Education Passport provided to 
keep track of any and all of your didactic or other 
formal learning experiences during your MET 
participation.

Teaching Opportunities

Clinical teaching
There is no shortage of opportunities to partici-
pate in clinical teaching. As a result, we have not 
built extra clinical teaching experiences into the 
curriculum. We encourage you to stretch your 
clinical teaching wings as much as you can – take 
every opportunity to teach, hone, and expand 
your clinical teaching skills and actively seek 
feedback on your teaching skills.

Didactic teaching
Didactic just means the art or science of teaching. 
Functionally, when we use the term didactic, it 
implies a group of learners gathering in the same 
space and time with one or more folks serving as 

“teachers,” as opposed to bedside clinical teach-
ing. Didactic teaching might involve giving a lec-
ture, facilitating a small group for discussion or 
team-based learning, serving as a  problem- based 
learning tutor, or organizing or delivering a semi-
nar session or series.

One of the important skill objectives for MET is 
to develop, teach (or co-teach), and evaluate a for-
mal curriculum. We encourage you to start thinking 
about this aspect of your MET experience early. 
Identifying opportunities to teach or co-teach takes 
some lead time and scheduling takes some fore-
thought. It is very rewarding to be able to develop, 
deliver, and assess the same curriculum. However, 
you may find that it works out better for you to 
assess, or help teach an existing curriculum, and 
build your development skills on another project.

Please use the Teaching Activities Log pro-
vided to keep track of any and all of your didactic 
or clinical teaching experiences during your 
MET participation.

K. Broquet and A. Chakrabarty
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Scholarly Opportunities
An important skill objective for MET is to dem-
onstrate expertise in a given area pertinent to 
medical education via the presentation or publi-
cation of a scholarly product(s). As with your 
curricular objectives, we encourage to start think-
ing about this early!

What We Ask of You
At various points in your MET journey, we ask 
that you provide us with copies of the following 
materials:

• Your initial and 6-month Mentor Meeting 
Guides

• Your Educational Passport (yearly)
• Your Teaching Activities Log (yearly)
• MET Participant Update forms (as requested)
• Feedback forms on MET experiences, ses-

sions, etc. (as requested)
• Any curricular or scholarly projects you com-

plete (as they arise)
• Follow-up surveys after you leave us to go do 

great things

You are welcome to provide copies of your 
6-month reflections, but we will not require this. 
We do ask that you discuss them with your 
Developmental Mentor, but sometimes knowing 
that others will read your reflection can be a bar-
rier to transformational learning.

We feel that this information can give us a 
good idea of what participants are doing, and 
which aspects of the MET program may need to 
be adjusted. We also recognize that, even though 
MET is voluntary and we will not be keeping 
attendance, a little bit of accountability can be a 
helpful motivator when lives get busy.
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For many psychiatry residency program direc-
tors (PDs), the idea of teaching patient safety 
(PS) and quality improvement (QI) is often 
considered somewhere on the continuum of a 
major challenge to boredom. This can be due to 
lack of understanding, previous experience, or 

lack of education in these areas, as well as per-
ceived increased administrative and clinical 
workload burdens imposed by regulatory agen-
cies without accompanying value—the prover-
bial “checking the box” or “unfunded mandate.” 
All physicians would agree, however, that safe 
and quality patient care are their goals, and 
training residents to provide such care is a top 
priority for PDs. How, then, is this dichotomy 
resolved?

The purpose of this chapter is to guide and 
assist psychiatry residency PDs in the overall 
approach to and management of PS/QI train-
ing. The content is intended both for the sea-
soned PD looking to refresh program 
curricular content and for the new PD who 
may be looking for where to begin the pro-
cess of PS/QI curriculum development. 
Inspiring a positive attitude and framework 
for PS/QI, i.e., developing the culture in the 
program’s faculty and residents, is the prin-
cipal goal and contributes to the PD’s and the 
program’s legacy. Additionally, the effects of 
program mission and size are considered. 
While PS/QI theory and science are founda-
tional throughout, practical information is 
the main focus. Resources for further read-
ing and study are provided.
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 Why PS/QI in Psychiatry Residency 
Training?

Relative to other comparable industrialized 
democracies, the US healthcare system has the 
highest rates of medical, medication, and lab 
errors [1]. Annual deaths due to medical errors in 
US hospitals have been estimated to be as high as 
~400,000 [2]. Though there is a lot of contro-
versy about that number, more conservative esti-
mates in the tens of thousands [3, 4] are still 
unconscionably high. Unfortunately, mental 
health care in the United States mirrors the larger 
healthcare system with regard to patient safety. 
Marcus et al. [5] found that across all Department 
of Veterans Affairs (VA) inpatient psychiatry set-
tings nationally, approximately 20% of patients 
experienced a medical error, including medica-
tion errors (highest rate), adverse drug events, 
falls, and assaults. Not all medical errors lead to 
injury or death. But, even one “bad” outcome, 
such as inpatient suicide, can be devastating to 
patients, families, those who participate in their 
care, the overall community, and the institution’s 
or facility’s reputation. Medical errors are gener-
ally not due to uncaring or incompetent medical 
personnel. There are inherent systems issues that 
contribute to adverse outcomes of care. By prac-
ticing and teaching PS/QI, residency programs 
have the opportunity to improve safety margins 
now while preparing graduates to lead these 
efforts in the future. In so doing, many lives can 
be saved, needless suffering can be prevented, 
and healthcare dollars spent due to medical errors 
can be reduced for generations to come. It is a 
far-reaching legacy for PDs and programs that 
are worth building.

Similarly, by most indices, the quality of 
health care in the United States is low. A seminal 
study by RAND indicated that about 50% of the 
health care delivered in the United States did not 
conform to best practices [6]. Compared to other 
developed countries, the U.S. healthcare system 
has the highest mortality rate due to conditions 
amenable to health care [7], lowest life expec-
tancy at birth [8], high rates of preventable hospi-
talizations, and longer wait times for a first 
available appointment [9]. If anything, the US 

healthcare system performs even more poorly 
with respect to mental health care. The United 
States has the highest death rate due to mental 
health and substance use disorders, and nearly 
35% of people with serious mental illness do not 
receive treatment [10]. Despite these quality lim-
itations, the United States spends more per capita 
on healthcare than any other nation [1]. Relatively 
low quality combined with high cost translates 
into low value. Engaging residents in learning QI 
methodologies will help bridge the quality chasm 
in US health care. Embedding continuous QI 
(CQI) in the residency program’s design will not 
only serve as a powerful model for residents but 
also will lead to better educational programs.

Looking back over the past two decades, it is 
clear that the 1999 Institute of Medicine report, 
“To Err is Human” [4] and the subsequent 
“Crossing the Quality Chasm” series [11] trig-
gered a sea change in US health care. These 
reports highlighted the prevalence of patient 
deaths and injuries due to preventable medical 
error and the profound and troubling gaps 
between actual and best practices. The subse-
quent public discourse galvanized the PS and QI 
movement in the United States and led to multi-
ple high-profile, ongoing initiatives across all 
levels of health care and throughout society. 
Parallel reforms ensued in medical education. In 
2013, the Accreditation Council for Graduate 
Medical Education (ACGME) initiated the Next 
Accreditation System (NAS) [12], which includes 
the Clinical Learning Environment Review 
(CLER) program [13]. CLER encourages teach-
ing hospitals to engage residents in priority 
domains, one of which is patient safety. In addi-
tion, the ACGME Common Program 
Requirements evolved to require all programs to 
teach PS/QI (see Table 25.1).

 Patient Safety and Quality 
Improvement Curriculum

Given the public mandate to improve quality and 
safety and new regulatory requirements, many 
institutions have developed PS and QI curricula 
for resident physicians. Systematic reviews in 
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http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx
http://www.ihi.org/resources/Pages/Tools/Visual-Management-Board.aspx
https://intermountainhealthcare.org/about/transforming-healthcare/hdi/atp/atp-overview/
https://npsf.digitellinc.com/npsf/
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2010 and 2015 identified a total of 33 published 
curricula in graduate medical education (GME) 
[14, 15]. These and subsequent studies have 
found a high degree of variability in the quality of 
these curricula. The poor alignment between resi-
dent PS/QI education and health system PS pro-
cesses has especially been noted [16]. Both 
systematic reviews and other published reports 
have identified multiple barriers to the sustain-
ability of these PS/QI curricula, including inade-
quate protected time for trainees and faculty, lack 
of faculty expertise, and insufficient opportuni-
ties to engage in meaningful institutional PS/QI 
activities [14, 16, 17]. Nevertheless, a consensus 
has emerged around key features and best prac-
tices, including integration across all years of 
training, emphasizing experiential learning that 
addresses authentic problems and is aligned with 
the clinical service in which the residents oper-
ate. Didactics should be interactive and provided 
just-in-time to facilitate the application of the 
foundational science and the development of 
robust schemas. The preponderance of the PS/QI 
education ideally should be part of daily clinical 
practice [18], with didactics serving as founda-
tional or supplemental to clinical education. 
Learning skills is more effective and likely long- 
lasting, and measuring outcomes is more compel-
ling to learners if done as part of the clinical 
experience rather than in the classroom.

 What Are PS and QI, and What Is 
the Difference Between Them?

Patient safety (PS), in short, is a discipline aimed 
at recognizing, reducing, and preventing risks, 
medical errors, and harm to patients [19] by using 
system sciences to identify sources of error and 
to design processes that are less prone to error. 
Quality improvement (QI) uses process improve-
ment sciences and strategies to improve care in 
the various dimensions of quality, including 
effectiveness, efficiency, patient- and family- 
centered, timeliness, and equity. Common strate-
gies include standardization of processes and 
providing structure (e.g., culture and leadership) 
to reduce variations in care that can lead to medi-

cal errors [20]. While distinct, PS and QI are 
highly complementary, and PS is often consid-
ered a dimension of quality. Consider the follow-
ing example. A suicide attempt on the inpatient 
unit is recognized, reported through an incident 
report system, and then investigated using a sys-
tem’s approach to error analysis (e.g., root-cause 
analysis, see below), which identifies several 
sources of error in the procedure for constant 
observation of high-risk patients; this is 
PS. Subsequently, a team of diverse unit stake-
holders proposes an action plan for changing the 
faulty procedure, makes an intervention on the 
unit, and iterates several “PDSA” cycles (Plan- 
Do- Study-Act; see next section) of measuring 
and adapting the change; this is QI. In practice, 
the boundaries of these disciplines may overlap: 
PS can include making interventions, and QI can 
involve investigating sentinel events. They share 
a systems focus and an overall goal to improve 
the care and health of patients, communities, and 
other populations.

A full literature review of PS/QI is beyond the 
scope of this chapter, but there are seminal stud-
ies and reports that serve as the foundation for 
knowledge in this area. Two, in particular, that 
are often referenced and that should be the basis 
for all learning in PS/QI are the Institute on 
Medicine’s (now the National Academy of 
Medicine) To Err is Human [4] and Crossing the 
Quality Chasm: A New Health System for the 
Twenty-First Century [11]. The former sheds 
light on medical errors as a significant cause of 
patient death; the latter calls for a complete rede-
sign of the healthcare delivery system to improve 
care and reduce or eliminate these unnecessary 
deaths. PDs, program and department PS/QI 
leadership, and residents should have at least 
some familiarity with these reports.

 PS/QI Design Principles

Both PS and QI are based on scientific principles 
of taking clinical process observations, making a 
prediction based on those observations, designing 
a means to test that prediction, analyzing the data/
outcomes of the test, and drawing  conclusions, 
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often only to generate more questions and start the 
whole process over again. In QI, this is called the 
Plan-Do-Study-Act (PDSA) Cycle, described by 
W. Edwards Deming and Walter A. Shewhart. It 
has been used for over 100 years for continuous QI 
efforts. PDSA is a simple and organized means of 
testing a change and improving practice processes 
(see Table 25.1). It is analogous to the scientific 
method (Hypothesis-Testing/Experimentation-
Analysis Theory), also often thought of as a cycle. 
A big difference between PDSA and the scientific 
method is that in PDSA tests of change are often 
done in rapid succession without concern for con-
trolling all the variables or reaching statistical sig-
nificance. Unlike basic and clinical science studies 
that may take months, years, or even decades to 
complete, PDSA cycles are meant to have small 
sample sizes and be completed in rapid succession 
to fine-tune clinical processes. This is a “just-in-
time” endeavor where multidisciplinary process 
improvement teams work interactively to test and 
implement change that can impact patient care 
relatively immediately.

As already noted, PS/QI learning is best when 
experiential in nature. While a didactic curriculum 
is helpful and provides the theoretical basis, there 
is no substitute for learning by doing. Residents 
and other learners must move beyond proposals of 
what they might do to actual implementation. At a 
bare minimum, simulation can be used, especially 
in the early stages of learning. Still, it is important 
to get residents participating in a real review of 
clinical performance and practice habit data, par-
ticipating in adverse event reviews, and perform-
ing meaningful QI projects [21–23].

Providing residents with their own practice 
habit data is valuable, but having easy access to 
such data in a usable and digestible format is 
challenging for training programs. Good advice 
for PDs is to invest some time in finding out who 
can get these data to residents on a regular basis. 
“Adopting” (keeping very close contact and a 
good relationship with) the risk manager, quality 
officer, or information technology/electronic 
medical record (IT/EMR) specialist who can 
assist is very helpful. Getting invited to meetings 
where such data are regularly discussed, and 
inviting other faculty and residents to attend, can 

be eye-opening. Hospitals are constantly collect-
ing a plethora of data via the EMR and other 
means, so there is plenty to data mine.

Two examples of practice habit data are 
instructive. First, in 2019, as part of their National 
Patient Safety Goals, the Joint Commission 
(TJC) began requiring a validated suicide risk 
screening and assessment for psychiatric hospi-
tals [24]. One of the authors’ general psychiatry 
programs began using the Columbia Suicide 
Severity Rating Scale (CSSR-S) and Suicide 
Assessment Five-Step Evaluation and Triage 
(SAFE-T) at admission and discharge. With the 
help of IT personnel, a weekly report was gener-
ated from the EMR and reviewed by the depart-
mental quality officer, who would send an e-mail 
every Monday to all psychiatrists, including resi-
dents and fellows, about their compliance with 
the completion and accuracy of these items. 
Constructive feedback was given as needed, 
especially initially, but as physicians showed 
improvement, more and more positive praise 
could be given. Many physicians, especially the 
residents, were pleased and actually said they 
looked forward to the e-mails. With time, the 
departmental quality officer began to train the 
chief and other senior residents to review these 
reports and provide weekly feedback, allowing 
for greater resident participation in QI and basic 
administrative and leadership work. For the last 
10 of the 12 months since this process was put in 
place, the 95% completion goal has been met or 
exceeded. As a second example, in collaboration 
with the nursing supervisor, a psychiatric hospi-
tal assistant medical director (also teaching fac-
ulty from the above program) gave similar regular 
reports on compliance with seclusion and 
restraint requirements, including the timing of 
writing orders and notes. This was done approxi-
mately monthly, also via e-mail, with detailed 
feedback on what went well and what needed 
improvement. Similar to the CSSR-S/SAFE-T 
project, chief and senior residents were incorpo-
rated into the process. Though ongoing, overall 
improvements have been noted including lack of 
citation during a recent TJC survey.

Getting residents involved in QI projects is an 
important part of PS/QI learning. It is highly rec-
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ommended to have residents work in teams 
instead of individually. This provides experience 
and learning about the importance and role of 
teamwork, and it gives the PD valuable informa-
tion about residents’ professionalism, interper-
sonal and communication skills, and other 
important competencies. One way to do this is to 
form teams with a resident from each PG year. 
Pairing the team with a faculty mentor(s) is also 
vital. One approach that can be helpful in terms of 
mentoring is to have a psychiatrist and a non- 
psychiatrist “faculty” as co-mentors. The latter 
could be a psychologist well versed in developing 
surveys or a nurse manager on the unit most 
affected by the possible project outcomes who 
can help guide the residents along the way. 
Another idea is to have the second mentor be a 
less-experienced faculty member who needs more 
experience with PS/QI and is interested in being a 
future QI project mentor. The junior faculty mem-
ber can learn both from the residents and the more 
seasoned faculty mentor. Individual resident QI 
projects are discouraged because, for example, in 
a large program, the number of projects can 
become unwieldy and may result in little to no 
relevant outcomes as the availability of mentors 
and resources could be outstripped. Some resi-
dents also request to do individual projects, trying 
to avoid working in teams, defeating many of the 
tenets of PS/QI. At the very least, an individual 
resident should be teamed up with other personnel 
such as nurses, risk managers, social workers, or 
pharmacists for their QI projects.

When deciding on the focus of resident QI 
projects, PDs should also look to the hospital, 
clinic, or health system needs. Obviously, there 
are many problems to be solved in the healthcare 
arena, but there is precious limited time and 
resources. It is important to align PS/QI efforts 
and projects with those of the clinical learning 
environment (CLE) [18, 23]. Most health sys-
tems, hospitals, or facilities have PS/QI goals. 
These goals (e.g., reduction of central line infec-
tions) may not always align with psychiatry, but a 
quick discussion with the Chief Quality Officer 
(CQO) or Chief Medical Officer (CMO) may 
help to delineate what could be useful to the over-
all enterprise. Improving physician communica-

tion with patients, for example, is a goal that 
crosses specialties and may be one that could be 
worked on in a particular psychiatric service such 
as consultation liaison. If the program is affiliated 
with a standalone psychiatric facility, a discus-
sion with the facility’s leadership could lead to 
fruitful projects as well. This would likely be a 
very welcome conversation.

One thing to keep residents focused on is pro-
ducing outcome data from their QI projects. 
Residents frequently get caught up in spending a 
lot of time planning and researching the back-
ground for their projects (the P of PDSA) but 
very little time doing and studying (the D and S 
of PDSA). This may be due to uncertainty and 
anxiety about performing their tests due to lack 
of experience. Reminding residents of the need to 
produce outcomes that can impact patient care 
and setting frequent deadlines to review their 
projects and the output is very important. It is 
helpful to request assistance from program coor-
dinators to send out reminders and assist the PD 
or their designee with tracking. Reminding resi-
dent QI teams, including their mentors, to spend 
approximately equal time in each part of the 
PDSA cycle can help.

There are many questions about the best way 
to teach PS/QI.  Should it be taught longitudi-
nally, say one hour or one afternoon per month 
throughout residency, or in more concentrated 
blocks, say in a 4–12  week block each year? 
There is also the question of whether PS/QI 
should be introduced early in training versus 
later. Some psychiatry programs wait until the 
PG-3 year, for example, because they feel that the 
residents have gotten a lot of clinical experience 
“under their belts” by then and can understand 
the intricacies of the healthcare system. Also, the 
PG-3  year in psychiatry is most often all 
outpatient- based, so it is much easier to block 
schedules to allow for concentrated PS/QI learn-
ing and practice, which is near impossible in the 
PGY-1 and -2 where residents are on block 
 inpatient and C/L rotations. Longitudinal vs. 
blocks, and early vs. late? All have pros and cons.

Longitudinal experience has the advantage of 
keeping the material “alive” throughout training so 
it is not learned and easily forgotten as it could be 
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with a concentrated block. The drawback is that it 
can take a long time to get to the finish line and 
runs the risk of being “diluted” by other curricular 
content. Sustaining momentum over a long haul 
can also be difficult, both for teachers and resi-
dents. Optimal timing of concentrated blocks can 
be hard to determine. It has to be remembered that 
not all residents are at the same educational mile-
stones level at the same time. They may not have 
had the same rotation experience, so some may 
easily absorb the material while others struggle.

More and more, it is recommended to incorpo-
rate PS/QI education from “day 1” [25]. It has to be 
remembered that the CLE (e.g., the hospital) needs 
residents to be ready to participate and even lead 
PS/QI endeavors as soon as possible. Residents 
will need lots of “practice” in PS/QI before they 
graduate. Waiting until PGY-3 or − 4 may be too 
late. Ultimately, PDs must decide based on what is 
right for their program and available resources, but 
it is important to keep these insights in mind.

One way to make PS/QI a part of daily prac-
tice is to add sentinel/major patient safety event 
reporting into every handoff. Figure  25.1 illus-
trates a list of psychiatry sentinel events that resi-
dents should learn to recognize, report, and 
incorporate into verbal and written handoffs. One 
of the authors’ program initially created this tool 
out of a need to ensure communication of such 
events “up the chain” to leadership. It creates a 
quick and efficient visual in handoffs for ease of 
review by PDs and other faculty to give feedback 
and support. Also, if the PD/faculty are aware of 
a major safety event, and it is not reported in the 
handoff tool, the discrepancy can be clarified 
with the resident, and more teaching can occur.

Making PS/QI relevant, efficient, and fun 
(REF, for short) is a brief but easy mnemonic to 
remember how to think about, develop, and carry 
out all aspects of PS/QI curriculum and learning 
activities. “Relevant” refers to the importance of 
teaching content that is pertinent and applicable 

Sential Events During Shift

Death

Suicide/attempted suicide

Elopement from the facility to the outside

Any serious assault that requires a patient to be sent out for care/follow up

Significant patient assaults towards staff

Significant patient assaults towards other patient(s)

Facility issues (fire, flood, utility outage)

Falls, with serious injury

Serious adverse medication/treatment events

High profile events

New onset and/or unanticipated medical issues that require send out/follow up
care or transfer to higher level of care (e.g. ICU)

3

None

None

None

None

None

None

None

None

None

2

1

Fig. 25.1 Sentinel event handoff tool
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to the clinical care of patients. It should not be 
too abstract. “Efficient,” in terms of time, refers 
to considering the hectic schedules and limited 
time for study that all physicians, especially 
trainees, face. Consider 10–15  minute teaching 
sessions instead of 1–2 hour sessions. Remember 
that the human attention span is limited. “Fun” is 
the icing on the cake. Not all subjects are equally 
as entertaining, but inserting some humor and 
enthusiasm into the topic can aid learning and 
keep learners willing to come back for more. The 
next time there is a need to develop a PS/QI, or 
any other learning activity, REF is a quick mne-
monic to focus efforts.

 “PDSA Your Way” to PS/QI 
Curriculum Design

As noted previously, the PDSA Cycle is a model 
for CQI efforts and is often used to teach resi-
dents and facilitate QI projects. PDs can use 
PDSA both to teach residents and in curriculum 
design. They can Plan and test (Do) a single 
learning session, review and assess the outcomes 
of that learning session (Study), then decide what 
to do next based on those outcomes (Act), for 
example deciding to repeat the session in the next 
academic year but move it to July instead of 
December. We suggest starting with a small proj-
ect to learn the process.

 Getting Started

Getting started with PS/QI curriculum design is 
the first hurdle for many residency PDs. The first 
piece of advice is to just start. The old clinical 
adage, often applied in geriatric medicine and 
psychiatry, “start low and go slow,” can be sound 
advice. One of the biggest mistakes any educator 
can make is to be overly ambitious in curriculum 
design, especially in an area that may be unfamil-
iar or not a forte. The authors have heard a further 
adaptation: “start low and go slow…but go (all 
the way)!”. To apply “start low and go slow…but 
go!”, consider beginning with a single session as 
discussed above, such as a clinical simulation or 
lecture, review resident feedback and evalua-

tions, assess their learning, then build from there. 
It is important to just keep moving forward with 
PDSA cycles and refrain from getting stuck in 
the P phase.

A great session to help get started is the 
Institute for Healthcare Improvement (IHI) “Mr. 
Potato Head” activity (see Table 25.1). This is an 
interactive, hands-on team exercise that can be 
done with faculty and residents. It is a PDSA 
cycle simulation. It also teaches great skills like 
using run charts to plot and follow QI project and 
process data. The IHI also offers the “coin spin-
ning” activity (see Table 25.1) as an alternative 
for learning PDSA cycles. It is highly recom-
mended to do this as early as possible in the aca-
demic year to get even interns thinking about PS/
QI. All levels of residents (and faculty mentors) 
can be trained initially, with only interns trained 
in subsequent years. Alternatively, the Mr. Potato 
Head activity can be done at the beginning of the 
PG1 year and Coin Spinning at the beginning of 
the PG2 year as a refresher on PDSA.

Another great way to teach PDSA is to have 
residents (and faculty) do their own personal 
improvement projects (see Table 25.1, IHI). This 
exercise allows the individual learner to develop 
their own project that can be applied to their per-
sonal or academic life. For example, perhaps they 
want to stay fit. By doing this exercise, they can 
develop their own SMART (Specific-Measurable- 
Achievable-Relevant-Timely) [26] goal such as 
“to be running 3 miles 3 times per week by 
September” and track their progress. This can be 
a great way to incorporate well-being into a PS/
QI curriculum. An academic goal might be “to 
review 5 PRITE questions weekly from August 
1-September 30.”

It should be noted that several institutions 
require that all residents participate in a certain 
number of the IHI Open School’s PS/QI courses 
(see Table 25.1) during onboarding or early in the 
PG-1 year. Some recommended courses to start 
with are PS101 (Introduction to Patient Safety), 
PS102 (From Error to Harm), PS104 (Teamwork 
and Communication in a Culture of Safety), 
QI102 (How to Improve with the Model for 
Improvement), and QI103 (Testing and 
Measuring Changes with PDSA Cycles). Some 
programs and institutions require physicians to 
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complete the Basic Certificate in Quality & 
Safety of which the preceding courses are a part. 
For those PDs looking to build or refresh their 
didactic curriculum, these basic certificate 
courses could go a long way toward that effort.

Another applicable adage is “don’t reinvent 
the wheel.” The above examples from IHI are 
instructive because they are already developed 
and available for free online to teaching faculty 
and trainees. Many excellent resources, including 
published PS/QI curricula, are available for use 
by residency PDs (see Tables 25.1 and 25.2). 
Some are specific to psychiatry (Table  25.2) 
while others are for more general concepts like 
PDSA (e.g., IHI; see Table 25.1).

 Model QI Curricula

We highlight several QI curricula in Table 25.2. 
Arbuckle et  al. (2013), Reardon et  al. (2011; 
2018), and most recently Ridout et  al. (2020) 
have described comprehensive PGY-3 QI curri-
cula that include experiential and didactic learn-
ing. Example projects are provided. Resident 
knowledge, confidence in, and product output 
(successfully completed projects) for QI perfor-
mance were significantly improved. Reardon 
et al. (2020) have also updated their original cur-
riculum and made it available in MedEdPortal 
(see Table  25.1). Ewins et  al. (2017) provide 

Table 25.2 Literature resources (with PubMed links) for PS/QI curriculum development

Reference
A novel experiential quality improvement training program during residency improves quality improvement 
confidence and knowledge: a prospective Cohort Study.
Ridout SJ, Ridout KK, Theyel B, Shea LM, Weinstock L, Uebelacker LA, Epstein-Lubow G.
Acad Psychiatry. 2020;44(3):267–71. https://doi.org/10.1007/s40596- 020- 01184- 2. Epub 2020 Jan 21. PMID: 
31965515
A quality improvement curriculum for psychiatry residents.
Reardon CL, Hafer R, Langheim FJP, Lee ER, McDonald JM, Peterson MJ, Stevenson J, Walaszek A.
MedEdPORTAL. 2020;16:10870. https://doi.org/10.15766/mep_2374- 8265.10870. PMID: 32051851
Continuous quality improvement for psychiatry residency didactic curricula.
Benson NM, Vestal HS, Puckett JA, Taylor JB, Hogan C, Smith FA, Beach SR.
Acad Psychiatry. 2019;43(1):110–3. https://doi.org/10.1007/s40596- 018- 0908- 4. Epub 2018 Apr 10. PMID: 
29637515
A curriculum for residents to develop successful quality improvement projects.
Reardon CL, Creado S, Hafer R, Howell-Little E, Langheim FJ, Lee ER, McDonald JM, Peterson MJ, Walaszek A.
WMJ. 2018;117(2):79–82. PMID: 30048577
Delivering on the promise of CLER: a patient safety rotation that aligns resident education with hospital processes.
Patel E, Muthusamy V, Young JQ. Acad Med. 2018;93(6):898–903. https://doi.org/10.1097/
ACM.0000000000002145.PMID: 29384750
Training in quality improvement for the next generation of psychiatrists.
Ewins E, Macpherson R, van der Linden G, Arnott S.
B J Psych Bull. 2017;41(1):45–50. https://doi.org/10.1192/pb.bp.115.051409. PMID: 28184318
QI-on-the-Fly: continuous faculty development to enhance patient safety teaching and reporting.
Roy MH, et al. J Grad Med Educ. 2016;8(3):461–2. https://doi.org/10.4300/JGME- D- 15- 00716.1. PMID: 27413467
Improving the completion of Quality Improvement projects amongst psychiatry core trainees.
Ewins L, Macpherson R, van der Linden G, Arnott S.
BMJ Qual Improv Rep. 2015;4(1):u205682.w2554. https://doi.org/10.1136/bmjquality.u205682.w2554. eCollection 
2015. PMID: 26734408
Training psychiatry residents in quality improvement: an integrated, year-long curriculum.
Arbuckle MR, Weinberg M, Cabaniss DL, Kistler SC, Isaacs AJ, Sederer LI, Essock SM.
Acad Psychiatry. 2013;37(1):42–5. https://doi.org/10.1176/appi.ap.11120214. PMID: 23338873
A didactic and experiential quality improvement curriculum for psychiatry residents.
Reardon CL, Ogrinc G, Walaszek A.
J Grad Med Educ. 2011;3(4):562–5. https://doi.org/10.4300/JGME- D- 11- 0008.1. PMID: 23205210
Quality education: a pilot quality improvement curriculum for psychiatry residents.
Sockalingam S, Stergiopoulos V, Maggi J, Zaretsky A.
Med Teach. 2010;32(5):e221–6. https://doi.org/10.3109/01421591003690346. PMID: 20423249
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Table 25.3 Key features of a model patient safety rotation

Feature Description
Learning 
goals

Differentiate key concepts such as medical error, near miss, and adverse event.
Appreciate the role of error analysis in systems improvement.
Utilize patient safety tools, such as the timeline, fishbone, and smart action plan to identify 
contributing factors to an adverse event.
Write and present a report that rigorously analyzes the underlying causes of an adverse event, 
determines whether medical error contributed, identifies possible opportunities for improvement, 
and proposes corrective actions as necessary.

Engage 
foundational 
concepts

Watch IHI Patient Safety video modules:
   QI 102: The Model for Improvement: Your Engine for Change
   PS 100: Introduction to Patient Safety
   PS 101: Fundamentals of Patient Safety
   PS 102: Human Factors and Safety
   PS 104: Root Cause and Systems Analysis
Read 6 selected patient safety articles on complex adaptive systems, root cause and error analysis, 
human factors, and culture of safety.

Apply and 
practice

Conduct a mock root cause analysis of a prior adverse event at Zucker Hillside Hospital with 
emphasis on creating a fishbone diagram and smart action plan. Feedback provided by preceptors.

Learn by 
doing 
authentic task

Complete a special review on a current, actual adverse patient safety event and present at special 
review committee meeting. Iterative feedback and supervision provided on draft written and verbal 
reports.

Assessment 
for learning

Formative feedback:
   Oral feedback on mock root cause analysis exercise from chief resident.
   Oral and written feedback on written special review report from chief resident and faculty 

sponsor.
   Oral feedback on special review presentation from chief resident and/or faculty sponsor.

Assessment of 
learning

Knowledge exam (MCQ and short answer essays), faculty evaluation of quality of report and 
presentation.

Adapted from Patel et al. [21]
Abbreviations: IHI indicates Institute for Healthcare Improvement, QI quality improvement, PS patient safety

advice on developing resident QI projects at vari-
ous levels of training. Sockalingam et al. (2010) 
describe a pilot longitudinal QI curriculum span-
ning PGY2–4. An interesting take on CQI is 
Benson’s (2019) approach to revising general, 
not just PS/QI, didactic curricula for psychiatry 
which illustrates the use of QI in curriculum 
design and overall program process improvement 
and management. All of these are excellent 
resources for psychiatry residency PDs looking 
to implement or refresh QI curricula in their own 
programs (see Table 25.2 for all references).

 Model PS Curricula

While QI and PS overlap and can be taught 
simultaneously, it is recommended that programs 
have a dedicated PS component to their PS/QI 
curriculum. A pair of systematic reviews of pub-
lished PS/QI curricula [14, 15] found that while 

many of the 33 curricula included PS content in 
their didactics, only some had interactive peda-
gogy (e.g., case discussion or small group activi-
ties), and only seven had PS experiential learning 
components (e.g., participating in a formal root 
cause analysis (RCA) for the hospital). Four 
studies described curricula that were mandatory 
for all residents, and only one of those was for-
mally aligned with QI or PS processes of the hos-
pital (i.e., residents participated in ongoing, 
official hospital safety processes). In fact, no 
study described a curriculum that simultaneously 
was (1) required of all trainees in the program, 
(2) included an experiential PS component, and 
(3) formally aligned with the sponsoring hospi-
tal’s quality and safety program. Finally, only 
two of the curricula with experiential PS compo-
nents assessed resident knowledge and behavior 
changes with a measure other than self-report.

Patel, Muthusamy, and Young designed and 
implemented a PS rotation (see Table  25.3) for 
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second-year psychiatry residents that incorpo-
rated many of the principles discussed above 
[21]. The rotation was two weeks long (100% 
time) and required for every resident. The rota-
tion had three components: engagement with 
foundational science, practice applying the sci-
ence (simulation), and demonstration of compe-
tence through completing an actual RCA (for 
more on RCA, see section “Partnering for 
Success”).

Through asynchronous didactic learning, resi-
dents engaged with the foundational concepts by 
completing four online modules from the IHI and 
reading selected articles that highlighted key PS 
topics: root cause and systems analysis, complex 
adaptive systems, human factors, and culture of 
safety. These didactics allowed for engagement 
with the foundational concepts just before the 
practical component. This just-in-time feature 
supported the integration of formal and experien-
tial knowledge, essential to developing compe-
tence [27]. To facilitate the application of the 
concepts (i.e., skill-building), each resident per-
formed a mock RCA that included the construc-
tion of a timeline, fishbone diagram, and 
corrective action plan from a prior adverse patient 
event. The chief resident provided the residents 
with constructive feedback.

These activities prepared the resident for the 
key part of the rotation: performing a “special 
review” of an actual, recent adverse event that 
required an official hospital investigation that 
otherwise would have been performed by a nurse, 
nurse practitioner, or attending physician. 
Consistent with workplace learning theory, com-
pleting actual, authentic work promotes further 
skill development and the satisfaction that stems 
from a meaningful contribution to the workplace 
[22]. Partnering with nursing, the quality depart-
ment, and other disciplines, the resident investi-
gated and prepared a written analysis of the 
adverse event with iterative feedback from the 
faculty sponsor and the chief resident. Once the 
written report was finalized, the resident prac-
ticed their formal oral presentation with the fac-
ulty sponsor and chief resident, who provided 
real-time feedback. Lastly, each resident submit-
ted the written report, presented findings orally to 
the hospital’s Special Review Committee, and 

participated in subsequent interprofessional 
deliberations about whether any corrective 
actions were necessary. The faculty sponsor or 
chief resident, both of whom sat on the commit-
tee, gave the resident constructive feedback 
immediately after their final presentation.

When evaluated by residents, faculty, and 
patient safety leaders, this rotation had very 
promising outcomes. Residents demonstrated 
enhanced interest in future PS work and substan-
tial knowledge gains. The quality committee 
members rated the quality of the resident written 
reports as better than those performed by faculty. 
And, most importantly, the residents’ reports and 
subsequent participation in corrective actions led 
to meaningful changes to patient care and the 
hospital environment. Of course, a two-week 
block rotation such as this must be combined 
with QI and strategic return to PS over the course 
of the residency to ensure that the activities are 
not “one and done” or “perfunctory” and that 
residents continue to grow their skill as well as 
their appreciation for the importance of PS/QI.

 Partnering for Success

Sage advice is that no PD can be expected to be 
an expert in all aspects of PS/QI or to create and 
deliver the entire curriculum. When possible, it is 
important to partner with relevant stakeholders. It 
is important to remember that the institution, hos-
pital, and department have a vested interest in the 
success of training programs in this area. Their 
reputation for safe and quality patient care in 
general and based on regulatory body quality 
measures is at stake.

PDs should always look to their Graduate 
Medical Education (GME) office and Designated 
Institutional Official (DIO) for guidance and 
resources. There are Accreditation Council for 
Graduate Medical Education (ACGME) institu-
tional requirements for PS and QI, and the spon-
soring institution (SI) must partner with programs 
to meet their own ACGME requirements. Some 
GME offices and DIOs may have more resources 
than others, but the DIO can often point PDs in 
the right direction. Some SIs offer a standardized 
PS/QI curriculum for all their training programs. 
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Many institutions and hospitals have quality 
offices and officials (e.g., Chief Quality Officer 
or CQO) as well as risk managers who are often 
very well versed in PS/QI, and again have a 
vested interest in the success of this training.

Looking within, a PD should work very 
closely with their chief of service, department or 
division quality and safety officer, and/or depart-
ment chair for direction and resources. These 
individuals may have relevant expertise, but if 
not, they can be a great resource for determining 
next steps. For example, are there other faculty 
members who have relevant PS/QI expertise, 
experience, or at least an interest in learning 
about and teaching these subjects? Perhaps this is 
an associate program director (APD), site direc-
tor, or someone who could be given a title (e.g., 
Director of PS/QI training) and protected time 
(or other incentives) to develop PS/QI 
curriculum.

The PS/QI curriculum does not have to be 
solely taught by physicians/psychiatrists, though 
it is highly recommended to have a physician/
psychiatrist leader in this area for modeling to 
faculty and residents. Nurses often have signifi-
cant background and training in PS/QI.  Risk 
managers, who may or may not be nurses, are 
employed by hospitals and can often provide rel-
evant training to residents and also serve as rich 
resources for PS/QI data.

PDs can also look to other psychiatry PDs 
around the country (such as via the American 
Association of Directors of Psychiatric Residency 
Training [AADPRT], see Table 25.1), other spe-
cialty and subspecialty programs and faculty 
locally, regionally, or nationally to provide men-
toring, share curricular resources, or just gener-
ally commiserate. The latter is just as important 
because knowing that one is not alone in strug-
gling to develop PS/QI curriculum and culture 
can be very helpful and calming.

One example of sharing curriculum is to part-
ner with other programs, within or outside psy-
chiatry (e.g., emergency medicine), to do mock 
or actual RCAs (see Table 25.1). RCA is a com-
prehensive and systematic review of an event to 
uncover all the possible systems and process 
causes and determine action plans to prevent 
future such events. A mock RCA is a simulated 

RCA that may focus on a realistic but made-up 
(can be an amalgam of more than one example 
case) sentinel (e.g., patient suicide) or near-miss 
(e.g., patient prescribed but not given a wrong 
medication) event. Although actual events are 
often preferable because they are real and cannot 
be brushed off as “not important because they did 
not really happen,” mock events when carefully 
crafted can be powerful teaching and learning 
tools and lower the inhibitions often felt during 
review of actual events that may elicit feelings of 
shame and blame (even though they should not).

If your program has any ACGME survey areas 
of low compliance, citations, or areas for 
improvement (AFIs) related to PS/QI, it should 
not be a source of panic. It can be a powerful tool 
to strongly motivate the institution/DIO and 
department chair to provide support and 
resources, including funding. The PD, APD, 
other faculty, and residents (e.g., chief residents) 
can benefit from training courses. Buy-in by 
leadership, institutional and departmental, is 
important to allow protected time and financial 
support for such courses.

 Faculty Development

Faculty development in PS/QI is of paramount 
importance for training programs to ensure opti-
mal patient care and meet an ACGME require-
ment. Per ACGME CPR II.B.2.g)(2), faculty 
must receive annual faculty development in PS/
QI.  PDs should document such training, which 
can be as simple as having a training session on 
the PDSA cycle or RCA, or review of practice 
habit data, for example, during a regularly sched-
uled faculty meeting. Whenever and wherever the 
majority of the faculty are gathered, it is a great 
time to do faculty development. It does not have 
to be an hour-long session. Even a brief 15- minute 
session can be a start and go a long way. See 
Chap. 23 for a discussion of formats for faculty 
development.

For PDs, APDs, or other program faculty who 
are interested in gaining added or more advanced 
training in PS/QI, there are many opportunities. 
Programs affiliated with universities may have 
access to graduate-level (and sometimes online) 
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certificates in risk management and programs 
affiliated with large healthcare systems and/or 
hospitals may have access to institutional PS/QI 
courses. The Association of American Medical 
Colleges (AAMC) offers Teach for Quality 
(Te4Q) that provides faculty development to 
effectively teach PS/QI to residents and other 
learners. As noted above, IHI offers its basic cer-
tificate and continuing education/faculty devel-
opment courses in PS/QI.  Another resource is 
Intermountain Healthcare training courses. 
Faculty who have gained experience and other 
education and training in PS/QI can also become 
board certified (by examination) in Medical 
Quality by the American Board of Medical 
Quality or in Healthcare Quality and Management 
by the American Board of Quality Assurance and 
Utilization Review Physicians. These are just a 
few examples (see Table 25.1) for further PS/QI 
training for faculty.

 Assessment of and for Learning

Assessment is integral to success for a PS/QI cur-
riculum, just as it is a core feature of the QI pro-
cess itself. Only by assessing residents—their 
mastery of key concepts and skills, the quality of 
their PS/QI projects, the outcomes in their patient 
care—can we know if learning has been effective. 
Just like with a QI-driven change to a clinical pro-
cess, only the assessment of valid outcome mea-
sures can justify the cost and effort required to 
make and sustain the changes in curriculum and 
culture needed for excellence in PS/QI. Assessment 
should be longitudinal, and it should be integrated 
into the curricular plan at every step.

Miller’s pyramid of assessment [28] is fre-
quently cited and used as a guide to assessing the 
clinical competence of a medical trainee. The 
sequence progresses from cognitive to behavioral 
assessment, starting with knowledge (the trainee 
“knows”) and competence (the trainee “knows 
how”) and advancing to performance (“shows 
how”) and finally action (“does”). Foundational 
knowledge (“knows”) is, as ever, the most straight-
forward level to assess; a simple multiple- choice 
question test or short answer essays will usually 
suffice to prove mastery of basic facts. The second 

level of competence (“knows how”) is demon-
strated by applying knowledge to interpret data 
and make a plan, as is commonly tested by clinical 
supervisors with “what if” questioning. A stan-
dardized assessment of “knows how” requires the 
use of a structured tool to grade learner responses 
to a vignette-based exam—see the Quality 
Improvement Knowledge Application Tool 
Revised (QIKAT-R), described below. Miller’s 
third level, performance (“shows how”), involves 
assessing practice with direct observation. This 
can be accomplished by simulation, such as a stan-
dardized patient encounter, mock RCA, or con-
structing a timeline, fishbone, and/or process map 
from a paper case, and with a standardized grading 
tool like the Quality Improvement Proposal 
Assessment Tool (QIPAT- 7) (see below). Finally, 
the pinnacle of the pyramid is action (“does”), 
which represents the assessment of routine prac-
tice in the CLE. Assessment at this level ideally 
measures the processes and outcomes of an actual 
PS/QI project —did the learner’s action lead to a 
meaningful difference in patient care? Such out-
comes can be supplemented by relevant multi-
source feedback of the learner such as faculty 
assessment of the quality of the RCA (using a 
rubric). Miller’s pyramid of assessment reminds 
us of this spectrum, because the trade-off between 
ease and reliability (at the bottom of the pyramid) 
and validity (at the top) makes no level of assess-
ment sufficient on its own.

A useful tool for assessing learner competence 
with QI concepts is the QIKAT-R [29]. The 
learner is presented with a series of three scenar-
ios, each illustrating a systems-level quality 
problem, such as a lack of standardized order sets 
or an overly complex admission process. For 
each scenario, the learner is prompted to propose 
an aim, a measure, and a change (aligned with 
IHI’s Model for Improvement; see Table 25.1) to 
address the quality concern. The grader evaluates 
each written response with nine yes/no judg-
ments (e.g., the measure captures a key process 
or outcome), resulting in a maximum total score 
of 27 over the three scenarios. Scenarios have 
been published specific to psychiatry and are 
available in AADPRT peer-reviewed model cur-
ricula (see AADPRT website in Table  25.1, 
Arbuckle et al. and Reardon et al. references in 

J. A. Hobbs et al.



419

Table 25.2) and available scenarios can easily be 
modified to better match the local context. 
Because of the written format, simple grading 
rubric, scoring 0–27, and ease of customizability, 
the QIKAT-R can be part of a pre-post or serial 
assessment during a longitudinal QI course. 
Similarly, programs can use short answer ques-
tions to assess PS knowledge. One example with 
a grading rubric has been published for psychia-
try [21]. In addition, the National Patient Safety 
Foundation has a multiple-choice question 
knowledge examination that can be purchased 
(see Table 25.1).

Other structured tools are available to assess 
the quality of a QI project charter, which is a docu-
ment outlining the rationale and plan for a QI proj-
ect. The creation and presentation of a project 
charter is essential to the process of QI, so course 
directors need to deliver both formative and sum-
mative feedback on this product. One such tool is 
the Quality Improvement Proposal Assessment 
Tool (QIPAT-7) [30]. The reviewer of a QI pro-
posal uses this tool to assign scores in six domains. 
The reviewer must have a degree of QI expertise, 
as the scores are chosen from a Likert scale 
anchored on whether each domain meets, fails to 
meet, or exceeds expectations for a QI proposal. In 
addition to the Likert scales, each item has a com-
ment box to prompt reviewers to justify their rat-
ing or provide additional detail. This tool is useful 
when residents are presenting their QI project pro-
posals, perhaps to a mixed audience including the 
course director, the PD, service leaders, and hospi-
tal administration. It can be used formatively or as 
a basis for a final summative evaluation.

One form of assessment of a resident’s mas-
tery of PS/QI is measuring their routine use of 
safe and high-quality practices in their own 
workflows. This can be accomplished via chart 
audit tools such as performance in practice (PIP) 
resources. The journal Focus has published sev-
eral PIPs for psychiatry over the last several years 
[31–34], the most recent for care of the patient 
with schizophrenia [35]. Typically, residents 
would review five of their charts and complete a 
guided comparison of their patient care to the 
evidence base and practice guidelines. Once 
completed, any gaps in the provision of care, 
such as failure to document a suicide risk assess-

ment, would be the focus of an improvement plan 
for future care such as determining a validated 
risk assessment and incorporating it into the note 
template. In this way, assessment drives learning, 
as residents become motivated to reduce gaps 
between what they do and what should be.

A comprehensive assessment plan includes 
evaluation of the curriculum itself. Time and 
effort are precious in a residency training pro-
gram, so any new (or, for that matter, legacy) cur-
ricular component should prove its worth. One 
model for program evaluation commonly used in 
medical education is the Kirkpatrick model [36] 
which distinguishes four levels of learner out-
comes that should be assessed in order to fully 
evaluate a training program. The four levels of 
outcomes are reaction, learning, behavior, and 
results. At the level of “reaction,” a PS/QI train-
ing program might demonstrate that learners are 
more favorably inclined towards PS/QI, that they 
more readily endorse the value of the disciplines. 
Reaction level data could be easily gathered with 
a survey, although care should be taken to encour-
age candor given that “the right answer” may be 
obvious, and such surveys should be anonymous 
and aggregated. Examples of such surveys can be 
found at the Agency for Healthcare Research and 
Quality website [Surveys on Patient Safety 
Culture (SOPS)], see Table  25.1). The second 
and third Kirkpatrick levels of program evalua-
tion (“learning” and “behavior”) correspond well 
to the learner assessments used for Miller’s cog-
nitive and behavioral layers, respectively. The 
tools described above can be presented in aggre-
gate to demonstrate learning and behavior change 
in the learners over the course of the curriculum. 
Finally, the top Kirkpatrick level of “results” 
should assess change in the residency, the hospi-
tal, the patients, or any other broader community 
that might feel the downstream impact of resi-
dents’ learning and PS/QI projects. Like the 
Miller pyramid for learner assessments, the 
Kirkpatrick hierarchy of program evaluation 
guides us to start with easily accessible impact 
and build up to the most important outcomes. 
Table  25.4 shows how one program used the 
Kirkpatrick Model to evaluate its PS rotation.

Assessment and evaluation are important not 
just because they (hopefully) produce evidence 
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that a training program is effective but also 
because their presence in the curriculum is a use-
ful incentive to motivate effort. Most physicians 
(residents and faculty alike!) are sensitive to 
incentives like “grading,” even when a grade is 
not actually tied to other consequences. A well- 
designed assessment turns “teaching to the test” 
(and learning for the test) into an efficient, desired 
outcome. In this way, assessment can simultane-
ously be “of learning” and “for learning.”

 Creating a Culture of Patient Safety 
and Quality

A culture of patient safety and quality is abso-
lutely necessary for optimal clinical care. Such a 
culture is one where all members of the treatment 
team regardless of position, education, experi-
ence, and background feel safe to speak up when 
there is concern for patient safety or quality. 
There is a true sense of team and trust.

As discussed in the opening of this chapter, 
the “hidden curriculum” can undermine efforts to 
create or sustain such a culture. Negative under-
tones and reactions to PS/QI efforts, including 
training, can become internalized by learners at 
all levels. One example is that a new quality mea-
sure (e.g., metabolic monitoring for antipsychot-
ics) is introduced into the inpatient psychiatric 
service. Every time an antipsychotic is ordered 
for a patient, an alert “fires” in the EMR requiring 
the psychiatrist to order laboratory testing, such 
as a lipid panel, to screen for metabolic syn-
drome. The attending psychiatrist might blurt out 
in the physician workroom where residents and 
medical students are present, “I don’t have time 
for this, and since when does a stupid computer 
get to tell me how to practice medicine…I went 
to medical school; the computer didn’t!” The 
attending may be late for clinic and pressed for 
time; any other day, they would likely agree that 
metabolic monitoring is very important for their 
patient’s care, but it’s too late, the negative mes-
sage has possibly already been passed to trainees 
that metabolic monitoring and clinical decision- 
support software in the EMR are a waste of time 
or “bad.”

Of course, everyone has bad moments or days 
in medical practice. Modeling a culture of PS/QI 
is, however, extremely important. Minimizing 
the “hidden curriculum” is important. Creating a 
clinical and training environment where psychia-
try residents and other trainees can feel safe to 
speak up when they are concerned about a 
patient’s safety is crucial. Trainees often already 
feel “less than” in the training setting given their 
lower level of experience. Absolute trust is vital 
for them to feel empowered to bring their con-
cerns to the attending or team. PDs, faculty, and 
department leadership must model important 
behaviors such as saying “I don’t know,” admit-
ting when they have made a mistake, and asking 
other team members for their input and really lis-
tening to them.

Transparency (e.g., openness about operations 
and administrative decision-making), as much as 
possible, is also key. This can be modeled by the 
way in which the department and residency train-
ing program are run and managed. Leadership 
meetings with faculty and residents where lead-

Table 25.4 Kirkpatrick model of program evaluation 
applied to a patient safety rotation

Kirkpatrick 
level Description Study measures
Level 1 Learner 

satisfaction
Post-rotation survey, 
Likert scale (1–4; no 
value, minimal 
value, some value, 
significant value)

Level 2a Changes in learner 
attitudes and 
perceptions

Pre- and post- 
rotation short answer 
questions

Level 2b Gains in learner’s 
knowledge

Pre- and post- 
knowledge 
assessment

Level 3 Changes in 
learner’s behavior

Patient safety (or 
quality) committee 
members rate the 
quality of the 
resident’s written 
and oral reports

Level 4a Organizational 
changes in relation 
to identified gaps

Action steps taken 
by special review 
committee based on 
resident report

Level 4b Benefits to 
patients

Outcomes such as 
improved assessment 
of suicide, reduced 
seclusion and 
restraint, reduced 
falls etc.…
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ers promote transparency and willingness to lis-
ten are an important means of modeling. David 
Marquet, author of Turn the Ship Around! talks 
about having certifications, not briefings, during 
meetings [37]. For residency training, there 
would be a bottom-up approach where there is 
more talking from residents who feel safe to 
speak up about concerns or problems, program 
leadership listens more than talks, and all come 
to a mutual decision instead of just being told 
what to do and assuming everyone will just fol-
low suit.

Tackling program problems and concerns as 
well as all aspects of program operations using 
the above and various other PS/QI principles is a 
great way to teach PS/QI and create a culture of 
safety. Using process mapping, failure mode and 
effects analysis (FMEA), fishbone diagramming, 
RCA methodology, and PDSA to work through, 
process, action plan, and make decisions for the 
program can be great ways to model PS/QI prin-
ciples (see Table 25.1). This approach also must 
be reflected at the hospital and institutional lev-
els, i.e., be enterprise- and health system-wide, to 
be ultimately successful. The leadership and phy-
sicians must buy in and participate in a culture of 
safety. Having a similar and pervasive “language” 
and methodology of safety and quality are criti-

cal. It does not work to have the Dean/DIO/PD 
developing PS/QI content that is not aligned with 
what the Chief Executive Officer (CEO)/hospital/
clinical services are doing. Mixed messages are 
very difficult for trainees to understand.

Another way to develop a culture of safety is 
to make PS/QI a daily habit of resident and fac-
ulty practice. Some concrete ways of doing this 
are to redesign daily teaching rounds to highlight 
PS/QI. For example, faculty can start off rounds 
by asking the team about any events overnight, 
asking if a patient safety (incident) report was 
filed (working as a team to do so if not done 
already), reviewing the handoff tool for relevant 
insights, ensuring all team members who want to 
speak can do so, and discussing possible action 
plans for preventing such events for a particular 
patient during their hospitalization or others in 
the future. Developing instructive but brief cases 
to discuss during team rounds that illustrate PS/
QI principles for the team can also be helpful. 
Haggerty Roy et al. in their “QI-on-the-Fly” (see 
Table 25.2) put this process into successful action 
and can provide further guidance and examples. 
One of our authors sends a weekly “Tuesday’s 
Tip for Quality and Safety” e-mail that provides 
education and reminders about various aspects of 
PS/QI (Fig. 25.2).

Fig. 25.2 Tuesday’s tip e-mail message example
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As alluded to above, part of any culture is a 
common language. Talking openly and often about 
PS/QI and its principles, using the vocabulary of 
PS/QI science, are means to facilitate the develop-
ment of a safety culture. “Cross-training” in PS/QI 
in all aspects of resident teaching can help with 
retention of terminology. For example, RCA meth-
odology can be employed in patient case confer-
ences. Faculty facilitators might say, “Let’s think 
about all the possible reasons this patient did not 
adhere to our prescribed medication regimen” or 
“What communication lapses may have occurred 
that led to the patient becoming agitated?” Even in 
psychotherapy supervision, faculty can ask resi-
dents to do a modified fishbone diagram depicting 
relevant psychosocial stressors, significant sup-
porters and non- supporters, and environmental 
factors that are potential “root causes” of affect, 
behaviors, or defense mechanisms.

Developing and maintaining a culture of 
safety requires motivation of the team. The con-
cepts of the coach, team captain, or cheerleaders 
from sports may come to mind as figures who can 
lead, “champion the cause,” and stimulate enthu-
siasm. Developing faculty and resident champi-
ons for PS/QI is frequently utilized to invigorate 
the clinical team. PDs must be on the lookout for 
faculty and residents who seem to have a pen-
chant for PS/QI.  Those with even the slightest 
appetite for PS/QI can be encouraged and further 
trained. Junior faculty and residents with inter-
ests in academic psychiatry careers, especially 
those who may not be as inclined towards more 
traditional research pathways, should be intro-
duced to PS/QI (and training in these areas) as a 
track to academic promotion and job prospects,.

To solidify the culture of safety, recognition 
and incentives are very important. They serve as 
reinforcers of desired behaviors. Recognition can 
be as simple as a “shout out” in a meeting for a 
job well done to improve patient safety. One pro-
gram gives monthly “Quality and Safety Star 
Awards,” sending out an e-mail (with a promi-
nent and consistent background) to the teaching 
faculty and residents stating the action or behav-
ior that led to the nomination by peers, faculty, or 
staff. The awardees are also featured in the 
department monthly newsletter. At the end of the 

academic year, during the annual “awards day,” 
certificates are given to each monthly awardee as 
a reminder of their good work and reinforcing the 
PS/QI culture. Nominating faculty and residents 
for institutional PS/QI awards is also a means to 
recognize and elevate PS/QI culture and show-
case the program’s work to others. One of the 
authors sponsors a QI rotation in which PGY-3 
residents present their projects (including data 
from at least one PDSA cycle) to hospital and 
department leaders and at the annual hospital QI 
poster day. This provides both recognition and a 
platform that motivates residents.

Many academic (and private) institutions 
have incentives for PS/QI in their compensation 
plans. Teaching faculty should be encouraged to 
review the parameters for such incentives as 
reminders that PS/QI work can enhance their 
earning power for what is typically thought to be 
uncompensated busywork. Additionally, PS/QI 
work more and more can fulfill clinical, educa-
tion, service, and scholarly requirements for aca-
demic promotion (e.g., from assistant to associate 
professor). Meeting quality measures that lead to 
increased insurance reimbursements, developing 
and publishing peer-reviewed curricula and clin-
ical findings, grants, and honors and awards 
related to PS/QI may all be essential elements of 
successful promotion packets for clinical 
faculty.

Finally, to create a culture of patient safety 
and quality, the most important thing is to just get 
started and take first steps. As Churchill said, 
“Perfection is the enemy of progress.” Just as 
PDSA cycles are intended to be relatively rapid, 
PDs should try various means, small at first, to 
create their safety culture, get residents and fac-
ulty involved, and determine what aspects to 
adopt, abandon, or adapt.

 Special Considerations for New, 
Smaller, or Community-Based 
Programs

Some might ask, “Well this is all fine for larger, 
well-resourced programs and institutions, but 
what about brand new, small (including subspe-
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cialty fellowships) or community-based pro-
grams that may not have direct access to all the 
resources and expertise of an academic health 
system?” One thing that the COVID-19 pan-
demic has taught residency programs is that 
expertise is a virtual video call away. Faculty 
experts can provide didactics, quality case con-
ferences, and collaboration on QI projects from 
anywhere there is an internet connection.

Generally, larger programs with abundant 
resources, interest, and experience with QI are 
more likely to be able to foster a culture where QI 
projects can succeed. In contrast, it has been 
shown that smaller programs struggle to imple-
ment QI projects due to lack of a “QI Champion,” 
having a “nothing will ever change” philosophy, 
lack of QI education, lack of QI experience in 
leadership, and lack of implementation of the 
PDSA cycle [38]. Although they may struggle, 
programs exhibiting some or all of these deficien-
cies may still have successful QI projects.

In smaller programs, rather than trying to take 
on large, system-wide issues in an organization 
that has not participated in many (if any) QI ini-
tiatives, it would be more productive to start 
small (remember “start low…”) and increase 
awareness from there. There are multiple models 
and approaches for QI, with much overlap. In 
addition to the PDSA improvement model, other 
approaches are Total Quality Management, Six 
Sigma, and Lean. Choosing any of these models 
would be useful for the new or small program as 
they provide an established framework to follow 
for continuous improvement and a plan for exe-
cution once you have identified the area for 
change. The Six Sigma model was first intro-
duced at Motorola, and its main focus is to 
decrease defects or mistakes in a process. The 
Lean model was first introduced at Toyota and its 
main focus is to improve outcomes by decreas-
ing wastes of time or resources in a process. In 
the past, these strategies have been combined to 
form Lean Six Sigma which synergistically uses 
strategies of both models with Six Sigma focus-
ing on process consistency (i.e., decreasing vari-
ability or defects) and Lean focusing on flow 
between those processes (i.e., eliminating 
waste).

A brief summary of the Lean model imple-
mentation in healthcare systems can be found in 
the New England Journal of Medicine Catalyst 
article “What Is Lean Healthcare” [39]. IHI has 
written white papers comparing Lean and the 
IHI’s quality improvement model [40] and pro-
viding information on Lean implementation 
strategies in health care [41]. A more in-depth 
look at the implementation of these strategies 
across an entire healthcare organization can be 
found in the book On the Mend written about 
Lean implementation at ThedaCare [42]. For 
example, a team at a psychiatric hospital reduced 
the time to first appointment for new outpatients 
from 28 days to less than 3 days through system-
atic removal of bottlenecks in the process [43]. 
No additional clinical resources were necessary. 
Similarly, the same group applied Lean and 
patient safety principles to improve outpatient 
transfers leading to significant improvement in 
the proportion of acute patients identified and 
seen soon after the handoff [44].

The Lean model provides methods of improv-
ing organization through visual management strat-
egies. Visual management strategies are techniques 
used to communicate important information 
clearly, succinctly, and visually in the workspace. 
Often these strategies employ color coding and use 
information displays, signs, or labels instead of 
relying on written manuals or auditory instruc-
tions. The idea is to be able to process a large 
amount of information at a glance or to better 
understand a set of production steps based on a 
quick visual assessment. These visual manage-
ment strategies might be a good starting point for 
programs new to QI as the visual nature could help 
others intuitively understand the implementation 
of the visual strategies and, more generally, the QI 
process. In turn, this might inspire others working 
in smaller programs to start their own QI projects.

One way to implement a visual management 
strategy is by setting up a visual management 
board to track outcomes (see Table 25.1, IHI). An 
example of a visual management board would be 
having a central bulletin board that tracks an out-
come in the clinic over time (e.g., percentage of 
patients being screened with PHQ-9 or vaccina-
tion rate in the clinic population). The idea is that 
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the board would be in a central location for all 
employees to see. The outcome being tracked 
would be visually displayed with different colors 
coding different achievement levels, or a figure 
showing the percentage of completion towards a 
goal. In new or smaller programs, these visual 
strategies are sure to capture others’ attention and 
allow them to see the power of QI in real time by 
tracking the changes on a visual management 
board.

When considering implementing QI projects 
at smaller programs, despite the difficulties, there 
are possible benefits to be found as well. For 
example, there are likely fewer and consistent 
staff. This should allow the PDSA cycle to take 
place more rapidly. If a culture of QI can be fos-
tered and an open exchange can be created, areas 
for improvement could likely be found quickly. 
This open exchange would allow staff to voice 
their suggestions for patient care improvement.

This open exchange is also a part of CLER 
Pathways to Excellence guidelines that QI proj-
ects be “interprofessional” and “aligned and inte-
grated with the clinical site’s priorities for 
sustained improvements in patient care” (see 
Table 25.1, ACGME). In helping residents select 
projects, it is best to find one with an interprofes-
sional team approach and high clinical priority as 
these align with the ACGME requirements [45]. 
Furthermore, QI projects are often seen as iso-
lated endeavors thus not promoting sustainable 
change as residents often are only in training at 
their locations for a limited period of time. 
Instead, if an interprofessional team-based 
approach is taken, these projects could lead to 
lasting change not only because they would be 
implemented for longer periods of time but also 
because others would have ownership/creator-
ship of these projects. Moreover, working in a 
smaller or subspecialty program might more eas-
ily lend itself to collaborating in an interdisci-
plinary setting.

In subspecialty fellowships, the short amount 
of time in training may be an issue for consider-
ation. Most trainees should have completed a QI 
curriculum during their previous training thus 
allowing the focus to be less didactic and more on 
implementation. However, abbreviated curricula 

have been developed such as the “SAFE QI” 
which was implemented for training programs 
lasting 2 years [46].

 Summary and Future Directions

Teaching PS/QI to residents is critical to the 
overall management of a successful psychiatry 
residency program. Improving PD and faculty 
readiness, enthusiasm, and effectiveness as teach-
ers of PS/QI are and will continue to be major 
goals of psychiatry (and related training) pro-
fessional organizations. Since 2019, AADPRT 
has been working with the Program Director in 
Patient Safety and Quality Improvement (PDPQ) 
Educator’s Network, a collaboration among 
the ACGME, the Organization of Program 
Director Associations (OPDA), and Project 
ECHO (Extension for Community Healthcare 
Outcomes), to develop, model, and evaluate resi-
dent and fellow engagement in PS/QI. AADPRT 
continues to work with the PDPQ to bring more 
and enhanced opportunities for PD and faculty 
development in PS/QI to psychiatry programs 
across the nation using a virtual platform. The 
hope is to bring expertise, connection, and 
enjoyment to PS/QI training and practice so that 
psychiatry residency PDs can leave a legacy of 
PS/QI culture, teaching, and ultimately safe and 
quality patient outcomes for which they can be 
proud.
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26Research and Scholarly Activity 
During Psychiatry Residency 
Training

Nina Vanessa Kraguljac, Irena Bukelis, 
and Soumya Sivaraman

 Definition of Scholarly Activities 
in Residency

 Definition of Scholarship 
and Scholarly Activities

Boyer postulated in a seminal publication in 1990 
that “it is time to move beyond the old ‘teaching 
versus research’ debate and give the familiar and 
honorable term ‘scholarship’ a broader, more 
capacious meaning, one that brings legitimacy to 
the full scope of academic work” [1]. Furthermore, 
Boyer suggested that scholarship serves four dis-
tinct, yet overlapping, functions which have 
informed the concept of scholarly activities:

 1. The scholarship of discovery (publications 
based on original research or the development 
of scholarly books and book chapters)

 2. The scholarship of integration (professional 
development workshops, literature reviews, or 
presentations of research at scholarly 
conferences)

 3. The scholarship of application (research 
grants, the development of centers for study 
or service; research projects that address 
issues of local, state, or other need; prepara-

tion of documents such as briefs, manuals, or 
other publications based on research for the 
good of the community)

 4. The scholarship of teaching (publication of 
findings in a pedagogical journal or presenta-
tion at a conference)

It is important to note that the general medical 
education literature differentiates scholarship and 
scholarly activities [2]. Scholarship suggests that 
the work done must advance knowledge in the 
field and be accessible in a format that others can 
build upon (e.g., publication). Building upon this 
conceptual framework, scholarly activities are 
defined as the application of a systematic 
approach to a question or project in a specific 
domain [3]. However, scholarly activities do not 
necessarily have to result in advancement in the 
field [4]. Therefore, it has been argued that pro-
gram requirements should be focused on an 
expectation of scholarly activity rather than 
scholarship, as a mandate for scholarship could 
pose significant challenges for residency pro-
grams [5].

 Integrating Scholarly Activities 
in Residency Training

Participation in scholarly activities is an important 
part of graduate medical education and teaches 
residents to develop habits of inquiry as a continu-
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ing professional responsibility [6]. It has been sug-
gested that it is not the primary goal of graduate 
medical education to teach all residents how to do 
research or get them all involved in research proj-
ects, but that residents should be taught skills that 
allow them to critically appraise the literature and 
practice evidence-based medicine [7]. These skills 
include conducting a targeted literature search, 
critically appraising the medical literature, and 
applying medical research to clinical scenarios. 
There are diverse opportunities for scholarly activ-
ity, including case studies, literature reviews, 
teaching conferences, quality improvement proj-
ects, as well as research projects.

 ACGME Program Requirements 
for Scholarly Activities

The ACGME states that “Medicine is both an art 
and a science. The physician is a humanistic sci-
entist who cares for patients.” Scholarly activities 
are a common program requirement for program 
accreditation across all medical specialties. In 
this context, the scholarly approach is defined as 
a “synthesis of teaching, learning, and research 
with the aim of encouraging curiosity and critical 
thinking based on an understanding of physiol-
ogy, pathophysiology, differential diagnosis, 
treatments, treatment alternatives, efficiency of 
care, and patient safety.” In other words, resi-
dency programs are expected to advance resi-
dents’ knowledge of the basic principles of 
research, including its application to patient care 
[8]. The ACGME mandates that training pro-
grams demonstrate resident and faculty scholarly 
activity, as well as an inquiry of scholarship. 
Training programs are expected to allocate ade-
quate educational resources to facilitate resident 
involvement in scholarly activities. While some 
faculty members are responsible for fulfilling the 
traditional elements of scholarship through 
research, integration, and teaching, all faculty 
members are responsible for advancing residents’ 
scholarly approach to patient care.

The ACGME requirements provide a frame-
work for creating, synthesizing, teaching, and 
applying new knowledge while nurturing an 

environment of inquiry [2]. Of the six core com-
petencies, practice-based learning and improve-
ment and systems-based practice address using 
scientific evidence to improve patient care. 
Practice-based learning and improvement require 
residents to investigate and evaluate their own 
patient care and improve upon it after appraising 
and assimilating scientific evidence. Systems- 
based practice requires that residents show an 
awareness of and responsiveness to the larger 
context of health care and are able to use system 
resources to provide optimal patient care.

While the ACGME indirectly defines what a 
scholarly activity is based on accreditation report-
ing requirements, it is important to note that the 
ACGME has not given specific guidance as to 
how scholarly activity requirements should be 
fulfilled and has not established a specific cur-
riculum for scholarly activities.

 Importance of Scholarly Activities 
in Residency

Takahashi and colleagues found that a majority 
of residents reported that participation in a 
research activity is a worthwhile experience [9]. 
Participation in scholarship enhances analytical 
and critical thinking skills [10] and facilitates a 
greater understanding of the medical literature 
and increasing comfort with evidence-based 
medicine. This ultimately results in improved 
patient care.

It has also been shown that overall satisfaction 
with a residency program can increase with par-
ticipation in scholarly activities [9]. In addition, 
greater scholarly activity productivity is associ-
ated with choosing an academic career [11] and 
increased subsequent fellowship opportunities 
[12, 13].

 How to Design a Scholarly Activity 
Rotation/Curriculum

Scholarly activities should fall under one of the 
four components of scholarship [1]: scholar-
ship of discovery [2], scholarship of integration 
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[3], scholarship of application, and [4] the 
scholarship of teaching [14]. ACGMEs pur-
poseful vagueness in the requirements allows 
programs the necessary flexibility to structure 
the scholarship activities based on the programs 
strengths [15]. However, the potential downside 
to this approach is that individual residency 
programs must interpret the requirement and 
have the option of operationalizing their pro-
gram scholarly activities in a large number of 
ways [16]. Medical educators are faced with the 
difficult task of implementing curricula and 
supporting residents through their scholarly 
experiences [17]. Unfortunately, the literature 
on best practices for scholarly activities for 
psychiatry residency programs is limited. 
However, successful curricular initiatives from 
nonpsychiatry residency programs can inform 
creating successful scholarly curricula for psy-
chiatry residents.

 General Considerations for Designing 
Scholarly Activity Curricula During 
Residency

Design of a formal scholarly activity curriculum 
should account for program resources and indi-
vidual resident interests. When implementing 
and updating a curriculum, it is important to con-
duct a needs assessment [18], to develop goals 
and objectives, and to design a robust mechanism 
for evaluating the usefulness of the curriculum. A 
written policy should be developed that outlines 
ACGME defined scholarly activities, describes 
requirements of scholarly activities, and stipu-
lates if participation is a requirement for program 
graduation. Adopting a universal language with 
clearly defined outcomes in order to reach the 
goals encompassing all domains of scholarship 
can help facilitate implementation of scholarly 
activity curricula.

 Elements for a Scholarly Activity 
Curriculum During Residency

Scholarly activity curricula vary widely and can 
include didactics, workshops, lecture series, and 

seminars. Protected time for residents to partici-
pate in these activities also diverge across pro-
grams [17], where some programs do not offer 
dedicated time for scholarly activities while other 
programs provide variable amounts of protected 
time. A meta-analysis by Wood and colleagues 
emphasized the need for having a supportive cul-
ture of resident scholarship as an important first 
step in incorporating scholarly activity into a 
residency program. Availability of protected 
time, a defined research curriculum, and dedi-
cated mentors were determined to be crucial fac-
tors in successful implementation of scholarly 
activities during residency training [17].

A model adopted by a family medicine pro-
gram [19] showed that having an individual edu-
cation plan (IEP) for each resident increased 
scholarly output within 15 months of implemen-
tation. A parallel model in psychiatry involves 
having the residents submit to the training office 
an area of interest for their scholarly activity by 
the end of PGY-I.  The training office then 
matches individual residents with a faculty advi-
sor who can guide them through the process of 
completing a scholarly activity. Typically, the 
faculty mentor helps develop an IEP for the resi-
dent including learning objectives, elective expe-
riences, focused educational activities, and plans 
for operationalizing the scholarly activity. In this 
way, each resident is committed to their IEP, set-
ting them up for future success.

 Types of Scholarly Activities

Many programs have residents participate in 
research projects to fulfill their scholarly activity 
requirements. However, not all programs have 
the resources to support research or have research 
faculty. If there is a resident who wants to do 
research in a community-based or rural residency 
program that does not have the necessary research 
support, off site rotations or collaboration with 
regional universities can be explored. Visiting 
faculty from other centers can be involved as 
mentors [20]. Alternatively, residents can get 
involved in nonresearch scholarly activities like 
quality improvement projects [21] or teaching 
curriculum development.
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In 2010, the council of residency directors for 
emergency medicine recommended the creation 
of a separate scholarly track for each resident 
based on their area of interest. Here, clear goals 
and objectives were developed for each track, 
matching track topics with faculty expertise, pro-
tecting time for both faculty and residents to 
complete scholarly work, and providing adequate 
mentorship for the residents. This approach 
encourages residents to develop an area of exper-
tise during residency training, giving them skills 
that would lend themselves to future faculty posi-
tions and academic careers [22, 23].The schol-
arly tracks can include research, administration, 
and education but some also focused on clinical 
areas like global medicine or disaster medicine to 
name a few. For psychiatry, this approach could 
be modified to include tracks focused on psycho-
therapy, cultural psychiatry, community psychia-
try, or curriculum development. Programs can 
consider [1] having preplanned tracks that resi-
dents could choose from or [2] having a system 
where each resident can customize their own 
scholarly curriculum that follows them through-
out residency training.

 Scholarship Committees

Another approach to encourage scholarship 
within residency programs is the creation of a 
scholarship committee consisting of faculty who 
are tasked to act as mentors and provide oversight 
of resident scholarly. Scholarship committees 
foster faculty and resident cooperation, promote 
academic growth, and encourage accountability 
for all involved [24]. The committees can pro-
mote available resources for scholarly activities 
in an ongoing manner, orient residents to a tar-
geted set of scholarly projects, strategically 
engage program faculty, and systematically 
embed scholarly activity into pre-existing institu-
tional and program infrastructure [25].

Specifically, scholarship committees can help 
residents identify a project and mentor to ensure 
that the resident is meeting the project milestones 
[16]. It has been suggested that the chair of a 
scholarship committee should have formal 

research training to help guide residents and fac-
ulty with project selection and with structuring 
the didactic portion of the curriculum [16]. 
Scholarship committees can facilitate success by 
creating and updating shared databases of schol-
arly activities, including a listing of projects that 
residents could work on, and tracking project sta-
tus and deadlines [24].

 Considerations for Scholarly 
Activities for New Residency 
Programs

It is important for new programs to consider the 
ACGME requirements when designing their 
scholarship curriculum [26] as well as tailoring 
the curriculum to the institutional strengths and 
weaknesses. A community-based residency pro-
gram might focus scholarly activity on quality 
improvement/patient safety initiatives focused on 
the needs of the hospital system or local clinical 
psychiatric community, while a large academic 
medical center may have offerings in bench or 
clinical research, such as clinical trials. Meeting 
scholarly activity requirements can be perceived 
as taxing by new residency training programs 
[27]. Furthermore, program citations by the 
ACGME are often related to deficiencies in 
scholarly activities [28]. It has been demonstrated 
that newly accredited programs can avoid unnec-
essary institutional deficiencies in scholarly 
activity by developing a structured scholarship 
curriculum [27] that is tailored toward institu-
tional strengths.

 How to Measure Output of Resident 
Scholarly Activities

The ACGME scholarly activity form (described 
in detail below) is designed to provide numerical 
summaries of scholarly activities for both faculty 
and residents. It is important to note that this 
descriptive approach to measuring scholarly 
activities [29, 30] disregards the level of the fac-
ulty or resident contribution to a project and the 
significance of the scholarly product.
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 Using a Point System to Measure 
Resident Scholarly Activities

A standardized objective evaluation of resident 
participation in scholarly activities is challeng-
ing. Scoring or point systems, specifically 
designed to comprehensively evaluate scholarly 
activities of residents, have been proposed as a 
possible solution [31, 32]. There are several rea-
sons why a point system can encourage produc-
tivity in scholarly activities. It has been 
demonstrated that implementation of a point sys-
tem can significantly increase the chances that a 
resident will successfully present and/or publish 
scholarly projects [32, 33]. Further point systems 
may reduce resident uncertainty about what 
deliverables count toward scholarship require-
ments [34].

Given that scholarly activities can be broadly 
defined, a well-developed point system can 
ensure that residents are treated equally by 
accounting for the fact that different scholarly 
projects require different amounts of resident 
effort. It has been suggested to weigh scholarly 
projects with respect to complexity, significance, 
and degree of resident involvement [31]. In this 
context, a relative weight or score can be assigned 
to specific deliverables. For example, residents 
can earn points based on [1] first vs co-authorship 
[2], journal impact factor [3], projects that have 
multiple residents involved, and [3] for repeated 
presentation of the same project [31].

The following are the common types of schol-
arly activity that are credited using point 
systems:

• Submission of a grant for intramural or extra-
mural funding

• Submission of an manuscript presenting origi-
nal data

• Submission of a systematic review or 
meta-analysis

• Submission of a research protocol
• Submission of a manuscript describing a case 

series or case report
• Publication of a book chapter or section
• Publication of a letter to the editor in a peer- 

reviewed journal

• Publication of an abstract
• Oral or poster presentation at a regional, 

national, or international conference
• Participating in a quality improvement or 

patient safety project
• Writing an IRB proposal
• Creation of an online teaching tool
• Creation of a simulation case for a simulation 

curriculum
• Publication for the lay public, such as newspa-

per articles on medical topics
• Participation on a national committee
• Instructor of a medical student course or facil-

itator for an education workshop

Finally, point systems enable programs to bet-
ter gauge scholarly productivity, allowing resi-
dency programs to quantitatively assess the 
effectiveness of new educational initiatives 
designed to facilitate resident engagement in 
scholarly activities [31].

 Reporting of Scholarly Activities 
to the ACGME

Programs report resident and faculty scholarly 
activity in detail on WebADS© every year on the 
Annual Program Evaluation (APE) for the 
ACGME. In addition, the ACGME reviews items 
from the resident/faculty survey regarding schol-
arly activities. The residency review committee 
(RRC) of the ACGME then utilizes all those 
reports to assess each residency program’s com-
mitment to scholarly activities from an accredita-
tion standpoint and issues citations for any 
identified deficiencies. The process of program 
accreditation and review is discussed in detail 
elsewhere in this book. Programs must demon-
strate accomplishments in at least three of the fol-
lowing domains to meet the ACGME program 
requirements [15]:

• Research in basic science, education, transla-
tional science, patient care, or population health

• Peer-reviewed grants
• Quality improvement and/or patient safety 

initiatives

26 Research and Scholarly Activity During Psychiatry Residency Training



432

• Systematic reviews, meta-analyses, review 
articles, chapters in medical textbooks, or case 
reports

• Creation of curricula, evaluation tools, didac-
tic educational activities, or electronic educa-
tional materials

• Contribution to professional committees, edu-
cational organizations, or editorial boards

• Innovations in education

Metrics of scholarly activity are assessed for 
the residency program as a whole in 5-year inter-
vals by the RRC to assess the effectiveness of the 
program for creating a scholarly environment.

 Documentation of Scholarly 
Activities for Faculty and Residents

Programs are expected to document the follow-
ing elements of scholarship of faculty:

• Peer-reviewed funding
• Publications of original articles
• Presentations at meetings
• National committees and/or educational 

organizations

The faculty template for scholarly activities in 
the last academic year includes four slots for 
PubMed© IDs of articles published, a numerical 
summary of conference presentations (abstracts, 
posters, presentations given at international, 
national, or regional meetings), a numerical sum-
mary for presentations given, invited materials 
developed, and work presented in non-peer 
reviewed publications, the number of chapters or 
textbooks published, the number of grants for 
which the faculty member had a leadership role 
(PI, co-PI, or site director), a yes or no answer for 
active leadership in national medical organiza-
tion or membership on editorial boards for peer 
reviewed journals, and a yes or no answer for 
organization of a seminar, conference series, 
course coordination for any didactic training 
within the sponsoring institution. It is important 
to note that faculty presentations including lec-
tures or grand rounds at the home institution 

count toward these scholarly activities [35]. If 
core faculty members do not report an average of 
at least one scholarly activity in at least two of the 
seven categories of performance indicators per 
year (each peer-reviewed journal article and grant 
counts as one point), ACGME may select a pro-
gram for added scrutiny and a shortened review 
cycle.

Interestingly, there are no specific require-
ments for program directors in terms of scholarly 
activities, other than maintenance of the schol-
arly environment. Scholarly activity in the form 
of publications by psychiatry residency program 
directors has been documented to be relatively 
low, although it is unclear what challenges may 
limit the ability of program directors when it 
comes to scholarly publications [36].

The common program requirements only 
state that residents must participate in scholar-
ship. The resident template for scholarly activi-
ties does not include a section for presentations 
given, materials developed or work presented 
in non-peer reviewed publication, or a section 
about active leadership in a national medical 
organization or membership on editorial boards. 
Instead of leadership roles on grants, residents 
are asked if they participated in a funded or 
nonfunded basic science or clinical outcomes 
research project. Residents are also asked if 
they gave a presentation of at least 30-minutes 
duration within the sponsored institution rather 
than asked if they organized a seminar, confer-
ence series, or course within the sponsoring 
institution.

 A Scholarly Activity Monitoring Tool

One tool for monitoring faculty and resident 
scholarly activity in the previously completed 
academic year is the use of PubMed© IDs for 
publications, which commonly leads to report-
ing errors [37]. PubMed© IDs often are flagged 
by the ACGME because the publication date is 
outside of the acceptable date range for report-
ing scholarly activities (the previous academic 
year). This issue with date range was reported to 
occur in about 18% of submitted ACGME ADS 
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entries [37]. In addition, manual checking of 
individual PubMed© IDs is laborious and sub-
ject to human error.

The Henry Ford Emergency Medicine pro-
gram has developed an automated tool that offers 
a free service for the graduate medical education 
community that screens all PubMed© IDs and 
significantly reduces reporting errors [37].

 Barriers to Successful Resident 
Scholarly Activities

 Structural Barriers

Residency programs are reported to struggle to 
successfully integrate scholarly activities into the 
overall structure of the program [38]. Structural 
barriers cited include clinical service demands 
[30, 39], limited funding dedicated for resident 
scholarly projects, insufficient numbers of fac-
ulty mentors, and limited faculty time [30, 40]. 
Efforts to increase the breath of mentors available 
to residents through faculty development session 
and outreach to other departments or institutions 
may help mitigate these barriers [29]. It is per-
haps not surprising that non-university programs 
are more likely to report a lack of faculty mentors 
and faculty time as major barriers to resident 
scholarship [29, 41, 42]. Graduate medical edu-
cation experts acknowledge that community- 
based programs may experience greater 
difficulties in planning and implementing schol-
arly activities for their residents due to availabil-
ity of fewer resources [25]. As such, GME experts 
have called for pragmatic planning strategies 
geared toward addressing increasing scholarly 
activity expectations by the ACGME. For exam-
ple, customized scholarly activity planning tools 
(e.g., systematic needs assessment forms, annual 
resident project checklists, scholarship commit-
tees) can help facilitate development and prog-
ress of resident scholarly activities. Providing 
residents with protected time for scholarly activi-
ties increases the likelihood of success for indi-
vidual projects and conveys that the residency 
leadership truly values scholarship [43].

Availability of structural support for resident 
scholarly activities, like financial support for 

scholarly projects, access to a research coordi-
nator, access to a data analyst or software sup-
port, or availability of a medical editor, also 
varies widely across programs [44]. Providing 
residents with assistance in research design, 
queries, and project selection have shown to be 
effective tools to help residents with time man-
agement [27] and ultimately increase the likeli-
hood for success in completing scholarly 
projects. Availability of these resources has 
been identified as critical for success of resident 
scholarly activities. It is recommended for pro-
gram directors to negotiate a commitment with 
their department chairs and institution to pro-
vide these resources [45].

 Functional Barriers

While psychiatry residents generally acknowl-
edge that scholarship is important in informing 
clinical practice, only a small proportion of resi-
dents are enthusiastic or very enthusiastic about 
participating in research [46]. Residents’ lack of 
understanding regarding the intent of scholarly 
activity requirements is considered a significant 
barrier to productivity. It has been shown that it is 
important for the program to clearly communi-
cate the clinical relevance of a scholarly activity 
requirement [47] and convey that scholarship is 
an educational process intended to move them 
toward a goal, and not the goal itself [34].

Uncertainty about scholarly activity expecta-
tions can add to learner anxiety and impede per-
formance in scholarship during residency [34]. 
Clarifying the process of scholarship by clearly 
describing the logistic process, the mechanics of 
scholarship and codifying expectations can help 
alleviate these anxieties. Residents may also per-
ceive a lack of control in establishing mentor 
relationships [47]. In this context, hosting men-
torship “mixers” or matching residents with fac-
ulty mentors can help facilitate successful 
scholarship. Another factor creating uncertainty 
is a lack of clear accountability as well as achiev-
able expected outcomes in scholarly activities 
[46]. In addition, it is important to address prob-
lematic planning expectations of resident schol-
arly activities. A summary list of problematic 
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expectations commonly encountered in residents 
at different project planning stages was summa-
rized by Wisniewski and colleagues [48]. By 
establishing realistic expectations, potential mis-
steps that typically impede scholarly activity pro-
ductivity can be avoided.

Finally, a disconnect between resident and 
program perceptions about scholarly activities 
during residency has been reported [49] and can 
lead to resident dissatisfaction. Interestingly, pro-
gram directors more strongly believe that all resi-
dents should be involved in scholarly activities, 
while residents more strongly believed that they 
should have protected time for scholarly activi-
ties [49]. Residents also more commonly felt that 
they already have sufficient training to complete 
a scholarly project, whereas faculty mentors felt 
that most residents were inadequately trained in 
research [50]. Furthermore, residency program 
directors more commonly perceive the lack of 
structural support such as funding or statistical 
support as major barriers for successful participa-
tion in scholarly activities [29], but this is not as 
commonly perceived by residents.

 How to Increase Scholarly Activity 
Productivity During Residency

It is crucial for programs aiming to increase 
scholarly activity productivity to have necessary 
resources available to support scholarly activi-
ties. However, the mere availability of resources 
to support scholarly activities alone does not 
guarantee increased productivity. It is crucial to 
develop meaningful mentorship and resource 
allocation that inspires continued involvement of 
faculty and residents in scholarly activities [51]. 
Development of a formal strategic plan in col-
laboration with the department and institution 
aimed at creating a framework for increasing 
scholarly activities can be an effective tool in this 
context [52].

Most programs do not provide compensation 
for faculty involvement in scholarly activities 
[53], despite data demonstrating that faculty 
incentive plans taking scholarly work into 
account have been shown to increase scholarly 

productivity [54]. It has been suggested that fac-
ulty scholarly activity could be measured either 
in contact hours or as relative value units. 
Addressing faculty productivity is important, as 
it has been shown that increased faculty commit-
ment results in increased scholarly productivity 
of residents [55].

A systematic review of the literature found 
that interventions to increase resident participa-
tion in scholarly activity are universally positive 
in their effects [56], but increasing tangible prod-
ucts of scholarship such as publications are more 
difficult to attain. Protected time, a formal 
research curriculum, specialized research tracks, 
and dedicated research training directors were 
the most commonly described factors that have 
been associated with increased resident scholarly 
activity productivity [56]. However, for optimal 
results, it may be necessary to provide increased 
structure and rigor using multiple approaches.

For example, establishing a “roadmap to fin-
ishing a scholarly activity” has been shown to 
significantly increase scholarly productivity [57]. 
Here, the authors developed a handbook for ready 
access to guidelines for scholarly activities and a 
13-step list of goals and accomplishments with 
corresponding deadlines. Since implementation 
of this program, resident publications more than 
doubled.

Several programs found that hiring an experi-
enced medical editor assigned to work with fac-
ulty and residents in developing written material 
can significantly increase scholarly publications 
of residents [55]. Ideally, the editor is responsible 
not only for monitoring progress of all 
 manuscripts from initial draft to publication but 
also to promote their revision and resubmission 
after rejection and provide advice on strategies 
for improving manuscripts and ensuring that they 
are revised and resubmitted in a timely fashion.

Others have shown that resident-led initiatives 
can be powerful tools to increase resident schol-
arly productivity. Resident peer leaders allow 
residents to overcome the uncertainty barriers to 
scholarly activities [58]. Peer-driven mentorship 
has been shown to be able to change residency 
culture and attitudes toward scholarly activity 
[59]. Specifically, direct and visible peer leader-
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ship has been reported to increase resident inter-
est and enthusiasm in scholarly activities [60]. 
Another interesting peer-led initiative improving 
resident scholarly engagement has recently been 
described. Here, a team of resident curators cre-
ated a monthly digest that reviewed psychiatry 
research articles published in peer-reviewed jour-
nals and provided concise summaries of results 
and findings, directed primarily at an audience of 
psychiatry residents [61]. This initiative had a 
significant positive impact on the self-reported 
resident learning environment as well as resident 
interest in scholarly activities and research.

Finally, strategies using positive reinforce-
ments like a transparent reward system have 
shown to stimulate scholarly activities and 
increase productivity [62, 63]. For example, the 
University of Missouri Otolaryngology program 
developed a point system for scholarly activities 
inspired by faculty performance-based compen-
sation models and assigned a monetary reward 
per point to go toward the residents allowable 
educational expenses [62]. The authors found 
that scholarly productivity significantly increased 
and suggested that incentives are seen as strong 
drivers to motivate participants toward achieving 
desired performance measures. Another training 
program developed a dual incentive model where 
residents logged scholarly activities on a web 
interface that assigned points and ranks in rela-
tion to their peers in real time. Points could later 
be redeemed in a weighted cash lottery. Within 2 
years of implementation of this system, scholarly 
productivity increased by over 50% [63]. Some 
programs have implemented less elaborate 
reward systems like annual institutional resident 
research competitions or provision of financial 
support for residents who have competitively 
accepted abstracts at regional or national meet-
ings to attend [45].

 Creating a Resident Research Track

Physician-scientists with dual training in research 
and clinical work are widely recognized as those 
best positioned to translate basic science discov-
eries into clinical advances [64, 65]. However, 

recruiting and retaining a suitable and adequate 
workforce of psychiatric researchers has been 
challenging [66, 67]. This is particularly unfortu-
nate as the progress in molecular biology, neuro-
imaging and other new technologies has made 
psychiatric disorders tractable problems. A dedi-
cated research track integrates the unique devel-
opmental needs of research-oriented residents, 
provides them with a formal and systematized 
environment that prepares them for an academic 
career [68], and reduces the time to attaining in 
independence by bridging the gap in research 
training that typically occurs during general resi-
dency training. Key components of a formal 
research track include personalized career devel-
opment through mentoring, a didactic curricu-
lum, and hands-on research training. Participation 
in this type of program has shown to have a posi-
tive impact on resident research activity and fac-
ulty involvement [17, 69], improves satisfaction 
with residency training, and increases the likeli-
hood that residents will chose a career path as 
physician-scientist [70]. For any program that 
contemplates offering a formal research track, it 
is important to ensure that the institutional cul-
ture does not have an alternative focus, that ade-
quate resources are available and that the program 
is designed to maximize trainee success [71]. 
However, little literature is available that pro-
vides evidence based and practical guidance for 
residency programs wishing to implement a dedi-
cated research track in their program. Here, we 
aimed to review the evidence and provide practi-
cal guidance for a number of questions that are 
relevant when designing a resident research track 
(Box). In the following paragraphs, we will high-
light general considerations that guide decision- 
making and discuss practical implementation 
based on an example psychiatry resident research 
track, the UAB Psychiatry Supporting Training of 
Emerging Physician-scientists in Psychiatry 
(STEPP) program.

 Establishing a Research Track

Core residency training requirements mandated 
by the Accreditation Council for graduate medi-
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cal education (ACGME) consist of 4 years of 
clinical training, but residency programs retain 
significant autonomy in allocating time for addi-
tional training experiences and educational 
opportunities [71]. Approximately 25% of all 
ACGME accredited programs describe a formal 
research track on their website [71], with widely 
varying time available for research. Data sug-
gests that exposing and engaging psychiatry resi-
dents in research as early as possible in training is 
a key factor for promoting future research inter-
est [72]. Many programs offer increasingly more 
time spent doing research as their training pro-
gresses [70] and most redirect electives toward 
research time. To minimize the perception of 
inequality, it is important to ensure that adminis-
trative responsibilities and call schedules are 
evenly distributed for residents who do and do 
not participate in a research track [70]. Some pro-
grams extend the overall length of the residency 
training, while others have all core requirements 
fulfilled by the end of PGY-IV.  The National 
Institute of Mental Health (NIMH) recommends 
that the total length of the residency training pro-
gram will not be extended for research track 
residents.

The STEPP program is structured in a way 
that allows the resident to spend progressively 
more time in research activities over the course 
of the program, while continuing their clinical 
training. The program permits a total of up to 
14 months of research time, with research rota-
tions beginning in the PG-II year. Research time 
(2  months in PGY-II, 2  months in PGY-III, 
10 months in PGY-IV) may be scheduled as a full- 
time rotation during specific months, or part-time 
interspersed with clinical training, depending on 
the nature of the research project (for an example 
schedule, see Fig.  26.1). Importantly, the total 
length of the residency training program is not 
extended for research track residents.

 Administration of a Research Track

It is imperative for any well-functioning research 
track to ensure that adequate resources are avail-
able to ensure trainee success [71]. Many research 

track programs are primarily financially sup-
ported by their institution. In this case, having a 
research infrastructure with accessible mentors is 
essential along with a critical mass of research 
activity [70, 73]. Resident research projects are 
often supported by the resident’s mentors, which 
are typically expected to have adequate grant 
funding to finance the trainee’s proposed project. 
An alternative way for small programs to tap 
available clinical research resources is to seek out 
opportunities for interdepartmental or interinsti-
tutional collaboration to provide an adequate 
environment for research track residents [74].

The National Institute of Mental Health offers 
a “Research Education Program Supporting 
Psychiatry Residents (R25)” that facilitates the 
development of research-oriented physician- 
scientists who are prepared to conduct research 
in scientific areas that fulfill the objectives of the 
NIMH Strategic Plan. The program provides sig-
nificant financial support for a period of 5 years 
and can be renewed. Applications are solicited 
once a year, and funding decisions are made 
based on a competitive process. Currently, 11 
universities have their resident research tracks 
supported by NIMH.  In addition to Research 
Education Program grants, the NIMH also offers 
administrative supplements to existing research 
grants for MD/PhD trained residents to continue 
mentored research during residency. 
Unfortunately, this mechanism does not extend to 
research-oriented residents with substantial 
research experience who do not hold a PhD 
degree.

Very little is known about the optimal admin-
istrative structure of a resident research track. 
While appointing a dedicated research training, 
director has been found to be important for the 
overall success of the program [75], only limited 
information is available for best practices on the 
organizational structure of a research track. One 
possibility is to form an executive committee that 
works together with the program director and 
provides overall programmatic guidance [76].

The STEPP training director, a physician- 
scientist who is actively involved in translational 
research in psychiatry is responsible for the over-
all scientific and administrative leadership of the 
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program with the assistance of the executive 
committee. The executive committee consists of 
two senior physician-scientists and a junior phy-
sician scientist faculty in the department, as well 
as one STEPP resident representative (the resi-
dent serves as liaison between the program and 
trainees, is elected by the peer-cohort and 
appointed for 1 year). Additional support for 
oversight of trainees and monitoring of their 
progress is provided by the UAB Physician 
Scientist Development Office. External guidance 
and critical review of the program is provided by 
the advisory committee. The advisory committee 
consists of three experts in neuroscience and in 

the training of postdoctoral trainees and research 
track residents from other departments and insti-
tutions. All administrative and oversight activi-
ties are supported by one of the program 
coordinators of the General Psychiatry Residency 
Program (Fig. 26.2).

 Recruitment Strategies

Programs can use the National Resident Matching 
Program (NRMP) to identify residents for their 
research track. This program allows to differenti-
ate between different tracks in the same program 
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Fig. 26.1 Example rotation schedule for a STEPP resi-
dent. Red colored text depicts blocks of times that are pro-
tected for mentored research. Black colored text depicts 
clinical blocks. In accordance with ACGME program 
requirements for graduate medical education in psychia-
try, clinical training includes no less than 2 months of pri-
mary care [medicine], 2 months of neurology, 6 months of 

inpatient psychiatry, 12 months of organized continuous 
outpatient experience, 2 months of child and adolescent 
psychiatry, 2  months of consult-liaison psychiatry, 
1 month of geriatric psychiatry, 1 month of addiction psy-
chiatry, and 1 month of emergency psychiatry. Experiences 
in community psychiatry and forensic psychiatry are cov-
ered in their outpatient months
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and designate a specified number of positions to 
a research track. This allows the program to cre-
ate a separate rank order list for research track 
applicants [76]. Should slots go unfilled, these 
positions will revert back to the general residency 
program. This approach typically works best 
when the aim is to identify candidates who 
already have a substantial research experience 
and are already committed to a career as a physi-
cian scientist.

Because opportunities for research training 
offered to premedical and medical students are 
often too brief to allow the trainee to make 
informed career decisions [77], this avenue of 
recruitment may overlook candidates that have a 
less substantial research experience. Supporting 
research training among non-PhD psychiatry 
residents is critical in expanding the pipeline, as 
only approximately half of the physician- scientist 
workforce in psychiatry have a dual MD/PhD 
degree [65]. Providing multiple on-ramps for 
research track candidates allows greater opportu-
nities to identify trainees with a less substantial 
research experience [77] that consider a research- 
oriented career.

There is a vast variety as to the timing of when 
programs formally appoint their residents to a 
research track. Some appoint residents before the 
start of their training, others have a formal appli-
cation process that is open to residents already 

enrolled in the general psychiatry residency pro-
gram, some have a blended approach [76].

STEPP has established two complementary 
avenues to recruit candidates for our research 
track: (a) identify candidates during psychiatry 
residency recruitment prior to entering the resi-
dency program through NRMP and (b) identify 
candidates in the PG-I year of their general psy-
chiatry residency training. A request for formal 
applications to the STEPP program is e-mailed 
by the training office to residents each year in 
October. Applications must include a curriculum 
vitae of the resident, a statement of interest 
including a statement of short- and long-term 
research career goals, a letter of support from the 
residents’ prospective mentor, and an outline of 
the proposed research project. Applications are 
reviewed by the executive committee, who give 
their recommendations for acceptance to the 
research track training director. Selection of can-
didates is based on the candidate’s good stand-
ing in the general residency program, their 
research potential, their research mentor, and the 
quality of the research statement. Applicants who 
are not accepted to the STEPP program will be 
given the opportunity to meet with a member of 
the executive committee to discuss how the appli-
cation can be improved and to be encouraged to 
resubmit their application throughout the year. 
Appointments of residents to the research track 
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Scientist Development 
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typically begin on July 1  in the PG-II year, to 
coincide with the start of the academic year.

 Program Components

Most programs offer educational courses and 
seminars to enhance the hands-on research expe-
rience of research track residents. This often 
includes a seminar series for research track resi-
dents with varied frequency and courses on bio-
statistics, as well as evidence-based medicine 
[64, 78]. Additional enrichment activities com-
monly offered include career mentorship and 
focused networking opportunities [76]. Research 
track residents are typically also required to pres-
ent their research findings in local settings, such 
as a departmental research day [76, 78], and are 
encouraged to publish their research in peer- 
reviewed journals [75, 76, 78].

Overall Components STEPP residents receive 
comprehensive research training by participating 
in didactic coursework and other learning oppor-
tunities outside the laboratory. They obtain 
knowledge in (a) ethics/ responsible conduct of 
research, (b) biostatistics and study design, (c) 
career development/ leadership, (d) communica-
tion of research findings, (e) scientific writing, 
and (f) individualized coursework specific to the 
field of study.

Mentorship The program faculty are selected 
based on academic excellence, appropriate fund-
ing, mentoring experience, and commitment to 
resident research. All mentors are asked to be 
prepared to commit a minimum of 3 years to the 
program; primary mentors must commit to be 
involved during the entire period of the resident’s 
participation in STEPP. By the start of PGY-II, 
the STEPP resident, primary mentor, and execu-
tive committee will have worked together to iden-
tify three additional faculty members that will 
form the individual mentorship team. The STEPP 
training director serves as ex officio member on 
all resident mentorship teams to ensure their 
success.

Research Project The primary mentor works 
with the STEPP resident to identify a suitable 
research project and oversees all project activi-
ties. The appropriate selection of an initial proj-
ect that has a high likelihood for success and 
publication is crucial. Ideally the project is rela-
tively small in scope, like a secondary data anal-
ysis or a review paper which can be completed in 
4–6  months [78, 79]. Mentors are expected to 
assist the resident in preparing abstracts and 
talks for regional and national scientific meetings 
and assist in developing publishable manuscripts 
for submission to peer-reviewed journals.

Dissemination of Research Findings PGY-III 
and PGY-IV STEPP residents are required to 
present their research project in poster format 
during the annual UAB Psychiatry Research 
Symposium [78]. We require STEPP residents to 
submit an abstract to a national meeting in their 
final year of residency training. PGY-IV residents 
will be required to present their research at 
Grand Rounds, giving them an opportunity to 
learn how to communicate their research findings 
to a mixed scientific and clinical audience. All 
STEPP residents are encouraged to have at least 
one first author peer-reviewed publication by the 
completion of PGY-IV [78]. Residents with a sub-
stantial prior research experience and high 
research productivity during their residency may 
also be encouraged to develop grant applications 
in their final year of residency.

Career Development We invite program faculty 
to discuss important considerations for residents 
interested in a career as a physician-scientist. 
These topics include: (a) The mentor–mentee 
relationship, (b) How to determine a realistic 
scope for a research project during residency 
training, (c) common misconceptions about 
working in an academic environment and a 
physician- scientists’ lifestyle, (d) academic pro-
motion within the institution, giving a clear time-
line for an actual academic career path [80], (e) 
Given the reality that extensive debt burdens can 
limit the ability of young physicians to choose 
careers in research [67, 81], we invite junior and 
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senior researchers to educate residents on finan-
cial and lifestyle issues. The Friday STEPP 
lunches also serve as platform for residents to 
present “practice runs” of presentations of their 
work at local and national conferences. Peer 
feedback will be an essential component of these 
practice runs. Finally, we offer a workshop 
focused on planning for career transitions after 
residency. This workshop covers a broad range of 
topics, including how to search for available 
positions, how to respond to job advertisements, 
how to craft an effective curriculum vitae and 
research statement, how to prepare for a job 
interview, and what skills are needed to success-
fully compete for a postdoctoral or faculty 
position.

 Evaluation of the Program

A successful research track should incorporate 
needs assessments, clearly defined learning 
objectives, and evaluation methods [10]. 
Evaluating the impact of a program is an impor-
tant tool to help institutions and organizations 
tailor their efforts to support and grow this type 
of initiative [82]. Quantitative metrics including 
the number of grants, patents, contracts, peer- 
reviewed publications, and job titles are com-
monly used when measuring outcomes [83].

Ongoing evaluation of all aspects of the 
STEPP program is a critical element. The evalu-
ation plan includes both formative and summa-
tive evaluation procedures, with collection of 
both quantitative and qualitative data, and is a 
joint effort by the executive committee, the advi-
sory committee, and the Physician Scientist 
Development Office. Each year, recruitment sta-
tistics and applicant feedback will be recorded. 
Residents and mentors evaluate the program 
annually. At the completion of their training, 
each STEPP resident is asked to participate in an 
exit interview to review their experience with 
mentors and didactic components, address 
strengths/weaknesses of the STEPP program, 
and suggest recommendations for improvement 
of the program. We maintain a list of STEPP resi-
dents who have graduated for at least 10 years 

after completion of the program. Alumni of the 
STEPP program are contacted annually and are 
asked to describe their current employment and 
research funding. We educate current STEPP 
residents on the importance of participating in 
follow-up efforts, regardless of what career deci-
sion they will ultimately have made [78]. We also 
conduct a PubMed© search to assess research 
productivity expressed as number of peer- 
reviewed publications and a search of the NIH 
RePORTER database to evaluate which individu-
als have gone on to receive funding to conduct 
research. Results are tabulated and updated 
annually, which will permit us to determine to 
what extent our STEPP residents go on to be pro-
ductive physician-scientists. Ultimately, these 
concrete indicators of success are the “yard-
stick” by which we measure our success.
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27Considerations for Rural Training 
Programs

Arden D. Dingle and Lessley Chiriboga

 Introduction

The recent public health crisis has made clearer 
the overwhelming need for mental health ser-
vices in all areas of the United States and has 
exacerbated mental health disparities in rural 
regions. Ninety-seven percent of the United 
States is rural based on federal definitions and 
home to approximately 19% of the country’s 
population [1, 2]. Rural America has lacked phy-
sicians of all specialties for decades, limiting 
access to appropriate health care for many indi-
viduals and populations [3–8]. While insufficient 
numbers of physicians is not the only reason for 
healthcare inadequacies in these regions, it has 
been an important one. For years, there has been 
a growing concern about rural healthcare across 
multiple entities: governmental, professional 
associations, community organizations, physi-
cian specialty societies, other allied health pro-
fessionals, and also the general public. The 
government is the major funder of graduate med-
ical education with the perspective being that 
physician training should serve the greater good. 
A number of local, regional, and national initia-

tives that have attempted to improve and supple-
ment the rural physician workforce have had only 
modest success. A consistent approach with evi-
dence of positive results has been providing med-
ical students and physicians with innovative 
rural-based training experiences, hoping that 
exposure will increase the likelihood of contin-
ued practice in these settings [9–21].

Bolstering the psychiatry workforce and 
improving mental healthcare in a rural region are 
not the only reasons to start a psychiatry resi-
dency though they are compelling to those living 
in the area or responsible for the program. Other 
reasons to create this type of training are to: (1) 
provide clinical education designed to address 
the unique characteristics and needs of an area’s 
population; (2) educate generalist clinicians who 
can manage all types of health problems with 
limited access to specialists; (3) develop a setting 
in which the program, faculty, and residents 
become integral members of the local commu-
nity in a way that is not possible in larger urban/
suburban places; and (4) create a milieu for indi-
viduals who prefer smaller programs and regions 
for training and practice. There is some informa-
tion on rural training for physicians in psychiatry, 
though it is limited; most of the available litera-
ture on rural training is related to primary care 
and other non-psychiatric specialties [20–46]. 
This chapter covers the major considerations 
when creating, implementing, and overseeing a 
rural psychiatry residency or incorporating rural- 
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based tracks into an existing residency program. 
Much of the material is covered in more detail 
elsewhere in this book, so this chapter will 
emphasize those aspects of training specific to 
rural psychiatry residencies and tracks. Though 
the discussion will focus on general psychiatry 
residency training, the topics reviewed are rele-
vant to any of the psychiatric subspecialties as 
well as training in other medical specialties.

 Overview

Residency programs, especially in psychiatry, 
can seem challenging to develop and maintain in 
rural environments due to the apparent lack of 
basic required elements for reasonable educa-
tional experiences. A natural tendency when cre-
ating residency programs is to begin by 
identifying the existing infrastructure, personnel, 
and other resources within the chosen environ-
ment and use that information to determine the 
program development plan. However, a more 
productive and innovative approach can be to 
start with determining the ideal educational pro-
gram for the type of psychiatrist desired for the 
region, then using this information to determine 
how to best create and implement the desired 
training. Having a vision that is inspiring from 
educational and community perspectives gener-
ally helps with recruiting supporters and allies. 
This strategy leads to developing a training pro-
gram that not only provides the educational and 
clinical basics but can also be pioneering and 
inventive. After determining what resources are 
available, an important next step is to ascertain 
what else is needed for the residency program, 
the community, as well as determining additional 
allies and supporters. Another key element of 
designing a successful program is identifying the 
community’s unique characteristics, strengths, 
needs, and possible partners. It is beneficial to 
reach out to as many potential collaborators as 
possible, aiming to reach a number of entities 
representing distinct components of the commu-
nity in order to learn their perspectives, needs, 
and desires. Many individuals and organizations, 
as well as those involved in physical and mental 

healthcare, often are very interested in improving 
the mental health of their community and can 
offer unexpected, valuable contributions. Local 
entities tend to be the most invested. However, it 
can be surprising to see the number of individuals 
and organizations interested in the development 
of training programs, both regionally and nation-
ally. An often-neglected component of this pro-
cess is to learn about and understand the influence 
of the history and culture of the region on pro-
gram development, as well as becoming knowl-
edgeable about prior similar projects and their 
outcomes. Mentorship and information from oth-
ers who have developed similar programs else-
where can be indispensable. These elements of 
planning and implementation generally are 
accomplished simultaneously. Having a fair 
amount of common sense, an interest in under-
standing how systems of all types work, noting 
the roles and responsiveness of those working 
within them, together with the motivation for and 
vision of improvement across multiple spheres is 
invaluable.

It is key to decide what kind of psychiatrist the 
program wants to produce and how these desired 
characteristics produce practitioners who can 
work within and contribute to the community 
even while trainees. In addition to being a com-
petent general psychiatrist, consider what other 
qualities are important in program graduates, 
what the program considers essential, and what 
the community wants and needs. Deciding upon 
these criteria early and with enough detail pro-
vides a framework for developing educational 
programming, finding faculty, selecting resi-
dents, and implementing relationships with com-
munity partners. Also, starting the process with 
the desired outcomes in mind provides a founda-
tion for determining the specific experiences the 
residents need to have and how the training activ-
ities can be organized. Being able to explore the 
community with this type of vision helps com-
munity members understand how the training 
program will be contributing and how they could 
participate. Rotating within local programs that 
assist individuals with housing, food, employ-
ment, and childcare can be integral components 
of residents learning about the lives and environ-
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ments of their patients. Being embedded in com-
munity outreach teams can help residents better 
appreciate some of the challenges faced by 
patients and families that complicate their health 
care. Working with public health and environ-
mental agencies can promote residents’ compre-
hension of environmental impacts on overall 
health as well as mental health and how physi-
cians can participate in community improvement 
efforts.

Creating or modifying graduate medical edu-
cational training programs that meet community 
needs, attract desirable applicants, while also pri-
oritizing essential, core aspects of physician 
practice can be difficult. Most residencies rely on 
traditional Graduate Medical Education (GME) 
federal funding through the Centers of Medicare 
and Medicaid Services (CMS), which is tied 
closely to hospitals, often limiting the educa-
tional opportunities that can be provided. 
Utilizing additional financing such as local, state, 
and other national funding can provide supple-
mentary options. Varied funding allows the use of 
facilities other than hospitals, creating a range of 
potential partners and training experiences. Many 
states have initiatives to fund residencies, includ-
ing psychiatry programs, with the goals of 
addressing workforce shortages and retaining 
medical students to improve the health care of the 
population. There is dedicated federal funding 
for rural residencies, with psychiatry frequently 
considered primary care for the purposes of this 
assistance [28, 30, 47, 48]. These types of fund-
ing can provide flexibility to implement innova-
tive programming that enhances training and 
addresses community needs, producing psychia-
trists who are integrated into communities while 
targeting health disparities and those in need. The 
funding can also support educational activities 
that are attractive to resident applicants, such as 
longitudinal psychotherapy rotations, school or 
court consultation, integrated care activities, 
community agency immersion, and public health 
experiences, making it more likely these resi-
dency candidates will consider a rural training 
program. Being able to articulate how the pro-
gram will use the funding and how the supported 
activities will further the funding entity’s aims 

can be persuasive in obtaining and maintaining 
funding to support program activities and person-
nel, especially for state and local agencies. 
Having a strategic plan that starts with the initial 
core training program and deliberately includes 
future goals such as expansion of training slots, 
types of services, and forms of training such as 
specialization and subspecialty fellowship pro-
grams helps potential donors and funding agen-
cies understand the program’s planned trajectory. 
Identifying and providing metrics that demon-
strate desired outcomes provides key information 
regarding program value and justifies continued 
support. Being in an area or institution that quali-
fies physicians for loan repayment also is helpful. 
It is often possible to become eligible for loan 
repayment, especially in mental health since 
most rural areas are significantly underserved. A 
list of useful websites is provided in Table 27.1.

 Special Considerations

 Community/Program Management

Educational programs and their participants in 
smaller regions ideally become integrated, core 
components of their communities. Residents and 
the program faculty not only provide psychiatric 
care, they also have opportunities to be leaders 
within the community, participate in a range of 
community activities, demonstrating physician 
leadership in and outside of the healthcare sys-
tem[49]. However, working in rural communities 
can be complicated and may impact physician 
wellness. Active involvement in the community 
can mean a heightened level of scrutiny both in 
and outside of work that may take some adjust-
ment for both residents and faculty. Not only will 
residents and faculty probably frequently have to 
interact with patients and families outside of 
work, they may also be easily identifiable as the 
local psychiatric care providers, with expecta-
tions to be available to provide advice and care 
and be on their best behavior at all times. Also, 
being a physician, particularly a psychiatrist, in a 
healthcare shortage area, can often mean longer 
hours, with finite resources, constant requests for 
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help, and few colleagues[50–61]. Being very 
explicit and methodical in addressing these 
issues, both the benefits and challenges, in all 
stages of program planning and execution, 
including recruitment, is essential. Providing 
adequate education to understand and deal with 
these issues is crucial as well as having support-
ive and available mentors. Residents and faculty 

can learn to thrive in these environments,  learning 
balance and boundaries, while being active com-
munity members and leaders.

All residency programs are dependent on the 
systems they work within, and it can be a delicate 
balance between the priorities and needs of all 
involved, which at times may not be the same. In 
addition to clearly and consistently communicat-
ing, being able to effectively negotiate as described 
elsewhere in this book, is advantageous. 
Relationships with people within the system and 
community can help with program resources, 
since the community and involved organizations 
can appreciate the need to support the training 
program. However, it can be complicated when 
educational and community needs are not aligned 
and satisfying training requirements means not 
fulfilling clinical needs within the region. Small 
town professional relationships can feel remark-
ably personal and often it can be difficult for com-
munity partners to understand and accept the 
importance of prioritizing training requirements. 
For example, it can be frustrating that residents 
can only care for limited numbers of patients, 
especially early in training due to the importance 
of teaching basic psychiatric knowledge and 
skills. Furthermore, residents require a significant 
amount of time for education that does not involve 
direct patient care. Preserving educational quality 
and implementing program changes and improve-
ment are much easier when the residents primar-
ily rotate on services that are not totally dependent 
on the residents for clinical care unless they are 
specific rotations designed for resident learning 
(i.e., resident training outpatient clinic).

Maintaining consistently positive community 
relationships is key to having adequate continu-
ing support and resources for the program. It is 
essential to have and consistently share an under-
standable vision for the program that emphasizes 
the benefit for the region overall. Continuing to 
involve and communicate on a regular basis with 
those interested in and connected to the residency 
helps promote transparency and trust. Having 
community advisory groups, stakeholder meet-
ings, newsletters, program updates, and other 
similar events maintains connections and helps 
all involved understand program and educational 

Table 27.1 Resources and websites for rural residencies

Health Resources & services administration, rural 
health, https://www.hrsa.gov
Federal governmental site with information on funding, 
data, and training resources
Substance Abuse and Mental Health Services 
Administration, rural health/ mental health,  
https://www.samhsa.gov
Federal governmental site with programming and 
funding information related to mental health care, 
including rural initiatives
Rural graduate medical education,  
https://www.ruralgme.org
Information and resources on rural residency program 
development and maintenance
Rural health information hub, RHIhub,  
https://www.ruralhealthinfo.org
Information and resources related to rural health
The RTT collaborative, https://rttcollaborative.net
Information and resources on rural health professions 
education and training
National Rural Health Association,  
https://www.ruralhealthweb.org
Information, resources, and advocacy related to rural 
health issues
Rural prep, https://ruralprep.org
Scholarship and evidence-based practices for rural 
primary care practice
National Rural Health Resource Center,  
https://www.ruralcenter.org
Information and resources to improve rural health
Rural community toolbox,  
https://www.ruralcommunitytoolbox.org
Resources to address substance use
State and tribal government websites
Information and resources on specific state and tribal 
programs and initiatives for rural areas
National Professional Organization Websites
Information and resources on medical and psychiatric 
care and education, some specific for rural practice
AMA, https://www.ama- assn.org
AAFP, https://www.aafp.org/home.html
APA, https://www.psychiatry.org
AACAP, https://www.aacap.org
AADPRT, https://www.aadprt.org
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priorities. Becoming acquainted with and making 
a consistent effort to provide program updates to 
those involved in  local, regional, and state gov-
ernments independent of asking for funds can 
provide the groundwork to clearly demonstrate 
program value. Including the expectation that a 
core program value is interacting with and edu-
cating the community, makes the program visible 
and conveys its worth in a range of settings. 
Activities such as faculty and resident participa-
tion in wellness, prevention, and early interven-
tion events such as health-related fairs, 
presentations to the lay population, and school 
visits can be very helpful. The ideal vision for the 
program involves growth, both in numbers and 
retention of physicians and also in the types of 
care available. Development of fellowships, spe-
cialized experiences within the residency, and 
collaboration with additional local agencies can 
help the community understand the long-term 
plan. A main component of the vision should be 
realistic goals and expectations for workforce 
improvement. Determining the desired number 
of practicing psychiatrists for the region within a 
time frame can help the program and community 
partners set goals and strategies for the retention 
of graduates, understanding that keeping all grad-
uates in the area is unlikely. Aiming to retain 
25–50% of the graduating residents is generally 
achievable and allows for the gradual expansion 
of and support for more psychiatrists within the 
community. Embedding experiences in the resi-
dency, which can directly lead to future practice 
within the region, can demonstrate benefit to the 
community as well as create additional learning 
opportunities. Advancing services in both tradi-
tional and innovative ways such as adding psy-
chiatrists to the county health early intervention 
team can add value to the community. 
Additionally, it is important to start planning for 
possible faculty opportunities for graduates so 
that the program can expand.

 Recruitment

In the last decade, psychiatry has become a more 
desired specialty for medical students. With the 
increasing number of medical students currently 

graduating each year, psychiatry residencies now 
uniformly fill their slots and can be more selec-
tive in choosing applicants. For regional, less 
prominent programs, the pressure to ensure all 
positions are filled is lessened with an increased 
ability to emphasize the type and quality of the 
residents accepted, with a focus on applicant fit 
with the program. In psychiatry, like the rest of 
the medicine, there are programs nationally 
known due to being prominent in the field as well 
as another set in geographically ‘desirable’ loca-
tions. These programs receive many applicants 
and struggle less with having a competitive field 
of applicants who are likely to rank them highly. 
The rest of the psychiatry residencies are regional 
programs which often attract medical student 
interest based on an applicant’s personal reasons 
to be in the region or the concern about not 
matching into a position. For these programs, 
choosing who to interview can be challenging 
due to limited slots and needing to select appli-
cants who will seriously consider training at the 
program and practicing in the region following 
graduation. These programs also can have more 
difficulty ‘selling’ themselves due to varying lev-
els of specialized, tertiary experiences, less expo-
sure to experts and psychiatric subspecialties, 
and perceived limitations of the environments. 
Rural psychiatric residencies can find these issues 
especially daunting. To be successful in a rural 
environment, residents need to possess certain 
qualities, especially if a major program goal is 
retention after graduation. Rural residents need to 
like living in smaller communities and find satis-
faction in being effective clinicians in systems 
with limited resources of all types. Having clear 
criteria for screening, interviewing, and selecting 
applicants for the program can make recruitment 
more manageable and successful. It can be par-
ticularly useful to identify the characteristics of 
physicians generally and psychiatrists specifi-
cally who practice in the community. These com-
monalities might inform criteria for applicants, 
especially in terms of identifying those who are 
likely to choose rural training and likely to remain 
to practice. There is some literature on character-
istics of physicians who practice in rural environ-
ments. Relevant variables have included being 
from a rural area, having family ties in an area, 
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participating in a medical educational program 
with a designated rural component, having 
employment opportunities for domestic partners, 
having educational resources for children, being 
able to access local clinical coverage, having 
access to local training opportunities, being 
 integrated as a key member of the community, 
and having a stable, reasonable income[62, 63]. 
Getting the perspectives of physicians in the area, 
community partners, and other key stakeholders 
is invaluable since they can provide first-hand 
information on what drew them to the region and 
why they stayed. It also can be informative, 
though it may not be possible, to learn what led 
practitioners to leave the area so those issues can 
be improved.

To be appealing to applicants, the program 
needs to articulate and demonstrate the advan-
tages of training in the program with how it 
stands out from other similar programs. It is help-
ful to identify the appealing characteristics of the 
region in terms of daily living as well as recre-
ational activities. However, over emphasizing the 
benefits of the region can lead to attracting resi-
dents who prioritize their personal lives outside 
of work; thus, necessitating a delicate balance 
during recruitment. It is also common for rural 
programs to have smaller class sizes, with partici-
pants and faculty interacting frequently and in the 
course of time knowing each other well. However, 
emphasizing the benefits of working with spe-
cific individuals at the program can cause diffi-
culties if they leave. Identifying and promoting 
what is unique and different about the residency 
program itself can help with attracting applicants 
and identifying those who would be the best fit. 
Possible approaches include identifying clinical 
populations within the region that may be differ-
ent than other areas of the country, programming 
related to rural-based care, and other aspects of 
the program such as opportunities for integrated 
care, working with patients and providers within 
primary care environments, and providing pre-
ventive care and early invention. As mentioned 
previously, having funding that is flexible and 
can be used to develop needed community-based 
experiences can help with resident and faculty 
recruitment as well as with meeting population 

needs. Broadening the pool of applicants to con-
sider those who may not be included if using tra-
ditional screening metrics can allow the 
identification of individuals who will be compe-
tent physicians and could be a good fit for a rural- 
based residency. Factors such as time since 
medical school completion, standardized exami-
nation scores, number of years in an urban set-
ting, or limited rural experience need not 
eliminate a candidate if there are other strengths 
present. Applicants can be reviewed based on 
program criteria for interest in community work, 
commitment to working with underserved popu-
lations, and desire to live in a less urban setting. 
An effective supplement to the traditional appli-
cation process is to request that applicants write a 
brief statement describing their specific interest 
in the program and region. Another effective 
recruitment strategy can be scheduling regular 
meetings during the clerkship rotations for medi-
cal students connected to the residency, such as 
students at affiliated or nearby medical schools. 
Learning the motivations of medical students 
who rotate in a rural environment may be useful 
in developing strategies to attract these students 
and others to train in a residency in the region.

 Faculty

Identifying and recruiting an informed and moti-
vated group of individuals to teach across all 
aspects of the curriculum is crucial and should be 
incorporated early in the planning and develop-
ing of the curriculum. While many of the faculty 
need to be psychiatrists, casting a wide net and 
considering practitioners from other specialties 
and disciplines can yield individuals who con-
tribute meaningfully. For instance, licensing 
boards and certification entities can provide use-
ful information about who practices in the region 
including physicians and practitioners from other 
disciplines such as psychology, nursing, and 
social work. Asking professional organizations, 
local providers, and community institutions for 
recommendations can all be effective strategies 
to find interested teachers and faculty. Individuals 
actively teaching at local educational institutions 
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may also be able to contribute. In many regions, 
physicians and other practitioners are eager to 
contribute to and benefit from a structure that 
identifies their capabilities, interests, and facili-
tates their involvement. Faculty can contribute by 
developing curricula, teaching in clinical or 
didactic settings, and by providing services such 
as mentorship. In general, successfully involving 
community-based practitioners works best if 
their faculty roles are connected to their current 
clinical activities, which generally means having 
them teach clinically and helping them modify 
their clinical activities to incorporate education. 
If faculty work for an institution, arranging at an 
institutional level how to incorporate teaching 
and supervision while maintaining clinical priori-
ties is key. Then, involved faculty can be sup-
ported within their system and teaching does not 
become a competing demand, minimizing expec-
tations that can be perceived as burdensome or 
interfering. Examples include creating the 
required descriptive paperwork (e.g., goals and 
objectives) at the program level and having 
community- based faculty review and approve the 
content; having them complete necessary paper-
work according to their preference and transcrib-
ing the documents into the electronic system later 
if necessary; and having faculty participate in 
committees scheduled around their clinical 
schedule only when required and meaningful. 
Determining what would be incentivizing and of 
value in terms of compensation for faculty time 
and effort is crucial. Often practitioners do not 
need monetary rewards and appreciate regular, 
informal, and formal acknowledgement of their 
contributions, access to information systems such 
as libraries, and assistance with lifelong learning 
activities.

Having time and support to be involved in 
teaching didactics works better for all individuals 
and leads to superior teaching content. While 
having psychiatrists participate in didactic teach-
ing is essential, other disciplines can significantly 
contribute. For example, many librarians are 
trained to teach evidence-based medicine, psy-
chologists and other mental health practitioners 
can teach psychotherapy, and those trained in 
public health can assist with topics relevant to 

that field. Videoconferencing is a resource to 
facilitate distance learning, especially in hybrid 
didactic programs. For example, there are indi-
viduals willing to teach lectures or courses long 
distance. Some programs have been able to share 
didactics and other programs have been able to 
participate in other institutions’ educational pro-
grams, such as grand rounds. Online resources 
are expanding with many now easily accessible 
and can be used as the foundation for, or instead 
of, local in-person courses. It is helpful to have 
the perspective that most competent, motivated 
general psychiatrists can teach residents effec-
tively on a range of topics, particularly with the 
wealth of material available online[64]. Often the 
main benefit of faculty development on education 
with community faculty is demonstrating to them 
that they have enough knowledge and skill to 
teach trainees. Developing relationships with 
academic entities, both medical schools and other 
types of institutions, can be beneficial in terms of 
providing access to individuals and resources that 
can contribute to both the clinical and didactic 
curricula [65].

 Scholarly Activity

All physicians are expected to be scholars, 
engage in lifelong learning to improve their 
knowledge and skills, and apply new learning to 
clinical care and other aspects of physician prac-
tice. There is a tendency to consider a narrow 
type and scale of activities (e.g., grant-funded 
original research and peer-reviewed publications) 
as scholarly. However, scholarship in most resi-
dencies, especially community-based programs, 
is primarily about teaching residents how to 
understand, utilize, and engage in a variety of 
scholarly activities with faculty. These accom-
plishments can include quality improvement 
projects, journal clubs, presentations, and curric-
ulum development. Obtaining meaningful par-
ticipation in scholarship by physician faculty and 
residents in community-oriented training pro-
grams requires a program structure that provides 
clear and reasonable expectations, mechanisms 
to support learning the necessary skills, and the 
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time to work on scholarly projects. Considering 
the need for support of scholarly activities when 
obtaining initial and ongoing program funding is 
important. Developing scholarship opportunities 
for faculty and residents in a community-based 
program with a limited number of physicians 
requires protected time, resources, and must have 
a broad concept of scholarship to be successful 
[66–68].

To have faculty participate in scholarly activi-
ties, it is best to incorporate these endeavors into 
their clinical practices and interests. While there 
are many components to physician scholarship, a 
particular emphasis for practitioners is on indi-
vidual and systems quality improvement to 
ensure high quality patient care. Physicians rou-
tinely participate in quality improvement, educa-
tion of others, and self-improvement; these 
activities are a form of scholarship. Helping fac-
ulty members be inquisitive, curious, and investi-
gative can be achieved by providing them a 
structure to explain activities that qualify as 
scholarly as well as facilitating their involvement 
in relevant program activities. One approach is 
focusing on resident-driven scholarship with 
direction from core program faculty and involve-
ment of community physicians to a degree that is 
compatible with their other activities. Core pro-
gram faculty tend to have more time, resources, 
and applicable expertise for mentoring and guid-
ance. Additional options include developing rela-
tionships with other institutions with expertise 
and resources such as larger medical schools, 
other academic institutions, healthcare facilities, 
and governmental entities with relevant projects 
that residents can participate in.

Faculty development can be considered a 
component of scholarship with the goal of physi-
cian self-improvement in all realms of physician 
practice, including clinical care, administration, 
outreach, and education. Generally, faculty are 
more motivated and participatory if faculty devel-
opment activities are directly connected and rel-
evant to the faculty member’s practice and if they 
can be incorporated relatively easily into the fac-
ulty’s schedule and time commitments. Many 
useful and easily adapted models have been 
developed that focus on clinical teaching such as 

The Triangle Method, MiPLAN, One Minute 
Preceptor, apprenticeship, narrative medicine, 
and storytelling [69–73]. It also is helpful to 
identify desired topics for which residency- 
related training can be incorporated, for example, 
providing continuing medical education (CME) 
activities on a clinical topic and adding a brief 
overview on how to teach the subject to a resi-
dent. Taking advantage of digital resources and 
the ability to provide educational activities online 
and long distance is essential given the easy 
accessibility for participants as well as the much 
broader scope of expertise and topics available 
virtually[74].

 Technology

As the COVID-19 pandemic has revealed, tech-
nology can be vital in providing health care as 
well as providing a forum for educational activi-
ties. While the debate continues about the degree 
to which technology should be used for patient 
care and residency training along with the impact, 
if any, on the quality of care and training, tech-
nology clearly can be used effectively and effi-
ciently. Prior to the pandemic, technology was 
used for rural patient care and education, though 
in a more circumscribed fashion. With resource 
limitations and constraints in most rural commu-
nities, the use of technology for a portion of rural 
training activities is commonplace, particularly if 
the faculty and residents are not based in the 
community. A key consideration when planning 
for the use of technology for education and 
patient care is how its use fits with the overall 
program aims and organization. Much of patient 
care, particularly in psychiatry, can be provided 
with a synchronized audio and visual connection 
online. While there are numerous benefits, tech-
nology has the potential of complicating the 
achievement of certain program goals, such as 
integration and involvement in the community. 
Most residency programs provide telepsychiatry 
services, often to rural communities, some as a 
rural training track [75]. While providing these 
services certainly improves access to care, it does 
not help with program goals relating to physician 
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integration into the community. Given the 
increasing ease of using telepsychiatry to provide 
care, it is vital for program leadership to recog-
nize and be able to communicate the criteria that 
should be used to determine which patient care 
activities trainees must do in person and which 
can be accomplished online [76]. In-person activ-
ities, especially in rural settings, are more expen-
sive and labor intensive so the rationale for doing 
them needs to be solid and convincing for all 
involved. Hybrid models can be effective in 
which the format varies depending on the resi-
dent’s level of training, the setting, and the ser-
vice being provided. However, given the multiple 
goals related to rural residencies, especially as 
related to physician retention and community 
involvement, the use of technology to provide 
care should be carefully reviewed and 
integrated.

Similar issues exist for the use of technology 
to support didactic teaching. In addition to the 
acquisition of knowledge, many didactic and 
non-clinical teaching sessions are structured to 
provide opportunities for the residents to interact 
interpersonally, in less pressured situations, and 
form an identity as a member of the resident 
group. Using too many long-distance experts or 
online materials for self-study may convey the 
message that the program faculty are inadequate 
or that this aspect of the program does not have to 
be provided by the program faculty. By viewing 
residents as individuals who should be motivated, 
self-driven learners, the faculty function as facili-
tators of resident learning rather than being 
responsible for determining and delivering all 
necessary content and information. Online mate-
rials and curriculum can be employed to provide 
a foundation for self-study or a course which then 
can be built upon with in-person activities. A pro-
ductive approach is to view the faculty as profes-
sionals who can help the residents learn the 
relevant psychiatric topics throughout the resi-
dency and consider the distant individuals as 
experts who can be used to supplement the clini-
cal and didactic curriculum by providing special-
ized knowledge and experience. The best use of 
technology may be as a supplemental medium, 
enhancing other components of the program.

 Case Example

In 2017, a new psychiatry residency was started 
at the University of Texas Rio Grande Valley 
School of Medicine (UTRGV SOM) [77]. The 
program goals were to develop training specifi-
cally targeting the unique needs of the Rio Grande 
Valley Texas border community as well as to sys-
tematically integrate the biological, psychologi-
cal, and social elements of psychiatry throughout 
the residency in close collaboration with other 
disciplines. The Rio Grande Valley (RGV) is a 
region characterized by a long history of a neigh-
boring and interdependent relationship with 
Mexico with shared families, traditions, values, 
activities, and businesses. Most of the population 
are immigrants, both documented and undocu-
mented. It also is one of the most economically 
disadvantaged regions of the country and has a 
population with significant chronic disease bur-
dens. It is designated as rural/partially rural, a 
High Needs Geographic Health Professional 
Shortage Area for mental health, and resident 
physicians are eligible for federal and state loan 
repayment [78]. Prior to this program, no psy-
chiatry residencies existed in the RGV. Regional 
hospitals are primarily private, for-profit; and a 
select few have inpatient psychiatric units. Public 
institutions include a state psychiatric hospital, a 
community mental health system, and Veterans 
Affairs (VA) outpatient centers. A small number 
of psychiatrists and other mental health practitio-
ners in the area are in private practice. UT Health 
Sciences Center at Houston School of Public 
Health (UTHSPH) runs outreach programs 
emphasizing community research, prevention, 
and early intervention for chronic disorders, 
including mental health conditions.

To map community needs, assets, and 
resources, the program director (PD) reached out 
to RGV providers, institutions, and leaders. A 
planning group with broad community represen-
tation developed program structure and content 
with a mission to create an educationally sound 
training that utilizes community strengths, 
addresses community needs, prioritizes collabo-
ration, and produces competent psychiatrists 
focused on underserved areas within border 
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 communities and providing care for individuals 
not qualifying for existing services. Design prin-
ciples included (1) integration: physicians should 
learn from and work closely with a range of dis-
ciplines and specialties; (2) teamwork: medicine 
is a team activity; (3) continuity: trainees learn 
best from longitudinal experiences; (4) primary 
care: psychiatrists should be competent in basic 
outpatient medicine; (5) psychotherapy: psychia-
trists should be skilled at psychotherapy; (6) 
advocacy: physicians should understand and nav-
igate systems of care; (7) service: physicians 
should understand and be a part of the commu-
nity they practice in; (8) academics: physicians 
should incorporate scholarship into practice; (9) 
core skills: physicians need to be competent in 
communication and technology use; and (10) 
prevention: physicians should be knowledgeable 
and skilled at prevention/early intervention. A 
priority was creating psychiatrists who are com-
fortable and effective working with a population 
significantly characterized by its rural, agricul-
tural roots and proximity to the border with com-
plicated cultural and socioeconomic influences.

CMS funding was not obtained because the eli-
gible facilities had inadequate educational infra-
structure and faculty with limited flexibility to 
alter their traditional model of care. By choosing 
to support educational experiences with non- 
federal funding, the program was freed to focus on 
developing and implementing mission- consistent 
experiences with the ability to incorporate non-
income generating, non-hospital-based activities 
which were educationally sound and community 
relevant. Funding was obtained through Texas 
residency initiatives, Medicaid waiver program, 
legislative funding, state stipends, and private 
grants. Texas has developed significant state-based 
funding resources for new residency training 
through Medicaid Waiver programming in collab-
oration with the federal government as well as pro-
viding added funding through the state educational 
oversight agency. The psychiatry departmental 
chair was awarded a private foundation grant that 
included support for educational activities, and the 
PD received funding from the state office of men-
tal health to support greater resident involvement 
in public mental health facilities. There was a 

deliberate decision to locate all program clinical 
activities within existing community institutions 
with modifications as necessary to provide the 
desired educational experiences. This approach 
ensured that program personnel, finances, and 
other resources were focused on education; only 
activities which could not be provided by these 
agencies (e.g., didactics) were run by the resi-
dency/department. Unless funding for residents 
was already in place (i.e., VA), sites were not asked 
to pay for resident time and effort since other 
financing was available; there was a systematic 
accounting of the in- kind contributions being 
made which clearly demonstrated the monetary 
resources the clinical sites were providing. Based 
on early results with the program, additional state 
and private funding was acquired.

Key program components included are as 
follows:

• All rotations were in part-time, half-day longi-
tudinal blocks with independent morning and 
afternoon assignments during all years of 
training. The goal was to maximize continuity 
and length of exposure as well as to acclima-
tize residents early to the multidimensional 
complexities of practicing psychiatry. In gen-
eral, inpatient rotations occurred in the morn-
ings with outpatient activities in the afternoons. 
Other than the training clinics, the services did 
not require the residents to run effectively.

• Inpatient services were organized so that all 
activities that the residents should participate 
in such as the morning report, patient staffing, 
and relevant group activities occurred when 
the residents were present.

• All outpatient primary care occurred within 
12-month weekly clinics to foster competency 
in common medical disease management, 
with one weekly clinic providing medical care 
for severely psychiatrically ill adults.

• A four-year weekly psychotherapy training 
clinic was created with an accompanying hour 
of weekly off-site educational supervision and 
a four-year weekly psychotherapy didactic 
curriculum.

• A three-year weekly psychopharmacology 
training clinic was coordinated with a four- 
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year weekly somatic therapy didactic 
curriculum.

• Psychiatric and primary care clinics were co- 
located to promote collaboration during all 
years of training with systematic, embedded 
opportunities for informal and formal consul-
tation across specialties.

• Public health rotation was created imbedding 
residents in community outreach/research 
activities with prevention focus.

• Electives were during the second year through 
fourth year with the opportunity for residents 
to develop a multiple year elective with their 
chosen focus.

• Videoconferencing was utilized to provide 
content experts to teach certain didactics.

• Telepsychiatry was used to provide services to 
remote rural populations.

Selection criteria for resident applicants 
emphasized interest in working within the com-
munity and with underserved populations in vari-
ous collaborative, multidisciplinary settings. 
Applicants completed a secondary application 
describing their interest in the program and 
region. Much of the interview day was spent dis-
cussing the program philosophy and approach, as 
well as showing the residents the community and 
several of the participating institutions. While the 
population has many Spanish-speaking individu-
als, with most bilingual, fluency in Spanish was 
not screened for. The program’s emphasis was on 
finding trainees who were motivated to learn how 
to work with individuals from different cultures 
and socioeconomic classes, possibly speaking 
different languages. There also was a priority of 
selecting applicants who were interested in pro-
gram improvement, systems of care, and under-
served populations. The program was filled with 
highly ranked applicants who performed well. 
Some major draws of the program were the lon-
gitudinal outpatient experiences in medicine, 
psychotherapy, and psychiatric practice; the com-
munity outreach public health activities; early 
electives; telepsychiatry; participation with the 
community in multiple forums; and the opportu-
nity to systematically participate in program 
development. Feedback from the residents, fac-

ulty, educational partners, and the community 
was consistently positive with all viewing the 
residency as a valuable addition to the region.

The UTRGV psychiatry residency program 
had some significant advantages such as being 
based at a new medical school, having consider-
able support from the medical school leadership, 
being in a community eager to improve available 
psychiatric care, able to obtain significant state 
funding, and able to use existing mental health 
facilities within the community. These elements 
were used as a foundation to build the residency. 
Several components of the planning and imple-
mentation were key. The program had a mission 
that resonated with the community and fit with 
their priorities while focusing on education. 
Program leadership was able to describe how 
program needs and activities were necessary to 
produce a psychiatrist with attitude and practice 
characteristics that would benefit the community, 
contributing to improving the physical and men-
tal health of the local citizens. The program 
developed the residency framework and activities 
utilizing existing resources and collaborated with 
local agencies to identify and advocate for addi-
tional ones that would benefit all. They sought 
out and interviewed multiple members of the 
community, both within and outside of the health-
care systems. Having this vision facilitated the 
recruitment of faculty and residents who had 
interests and goals that were compatible. Being 
very clear and deliberate during recruitment 
about the importance of being part of the com-
munity and that the program was in the early 
stages of development selected for faculty, resi-
dents, and community partners who were inter-
ested in these types of activities. Faculty and 
residents valued being ambassadors for the pro-
gram and contributing to improving the psychiat-
ric case being provided.

 Summary

Building and maintaining rural residencies is 
challenging yet nonetheless achievable. Key atti-
tudinal factors are (1) not being constrained by 
what resources are already available; (2) priori-
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tizing and being able to explain educational pri-
orities; (3) systematically exploring all resources; 
(4) having a vision beyond the program that 
encompasses and enriches the involved commu-
nity and includes future development; and (5) 
having a broad perspective on who can be 
involved and how they can participate in the pro-
gram. Identifying current and potential resources, 
then connecting them with educational and com-
munity priorities is necessary to integrate the 
goals of physician retention and population 
health improvement in a rural area.
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28Concluding Remarks

Matthew Macaluso, L. Joy Houston, J. Mark Kinzie, 
and Deborah S. Cowley

The field of psychiatry and thus graduate medical 
education (GME) in psychiatry are continually 
evolving. In this book, we have sought to provide 
an overview and practical guidance about core 
aspects of establishing, managing, and improving 
psychiatry GME programs from the perspective 
of experienced education leaders. Chapters have 
focused on basic processes such as accreditation, 
building an effective leadership team, recruit-
ment, onboarding, curriculum, evaluation, man-
aging performance issues, and on innovations, 
for example in competency-based assessment, 
enhancing diversity, equity, and inclusion, and 
also approaches to trainee and faculty well-being, 
mentoring, and professional development. In 
addition, several chapters have discussed leader-
ship skills needed to innovate and respond to 

change over time, such as negotiation, advocacy, 
and quality improvement skills.

As the editors, we have had the privilege of 
reviewing all the chapters and reflecting on the 
current state and future of graduate medical edu-
cation in our field. What future challenges and 
opportunities do we see for psychiatry GME?

The United States faces an ongoing shortage 
of psychiatrists. We must educate enough psy-
chiatrist clinicians, educators, and researchers to 
meet the nation’s mental health needs, ensure 
sufficient faculty to train future generations, and 
develop the new treatments of the future. This 
requires funding for more GME positions, fund-
ing that is long-term and stable, and time and 
compensation for faculty to teach. Achieving 
these goals is a considerable challenge and will 
require advocacy and negotiation skills, as 
described by Drs. Oakman, Bassey, Sudak, and 
their colleagues in this book. As part of such 
advocacy, we need to demonstrate the value of 
psychiatry, for example, by measuring patient 
care outcomes and by defining the unique contri-
butions of psychiatrists.

Educating a diverse psychiatrist workforce is 
crucial to meet the needs of our patients and com-
munities. This includes training residents and fel-
lows from underrepresented groups as well as 
those with a commitment to working with under-
served populations, for example, those in lower 
socioeconomic, rural, community mental health, 
and correctional settings. The chapters in this 
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book by Drs. Adams, Dingle, Khan, and their col-
leagues discuss ways to recruit such trainees and 
help them thrive. Enhancing the diversity of our 
workforce also requires strong pipeline programs 
beginning at the undergraduate level or earlier.

Over the past 20 years, there has been growing 
recognition of the importance of the well-being 
of residents and fellows, with development of 
ACGME requirements about duty hours, supervi-
sion, and, more recently, individual well-being 
and support. In addition, trainees and faculty 
increasingly seek a sustainable career with a bal-
ance between their professional and personal 
lives. The chapters by Drs. Anzia, Gray, Soller, 
Pellegrino, and Czelusta and their colleagues dis-
cuss ways to promote a positive learning environ-
ment, well-being of trainees and faculty, 
mentoring to help trainees find meaning and 
progress in their careers, faculty development, 
and a positive, growth-oriented approach to man-
aging performance problems. In addition, turn-
over of program directors (PDs) is frequent, with 
the average time as a psychiatry PD being about 
4 years. There is a small, nascent literature about 
reasons for the high rate of PD turnover across 
specialties and a need for increased focus on the 
role and well-being of psychiatry PDs.

Psychiatry GME programs need to prepare 
residents and fellows for evolving forms of psy-
chiatric practice. The shortage of psychiatrists 
and increasing numbers of advanced practice 
providers (APPs) make it essential that trainees 
gain robust interprofessional education to pre-
pare them to work in and lead multidisciplinary 
teams. Interprofessional education and team-
work are discussed in the chapter by Dr. 
Lundquist and colleagues and promise to be 
increasingly important in psychiatry GME in the 
future. Psychiatry residents and fellows also 
need collaborative care, integrated care, and tele-
psychiatry training. Skills in collaborative or 
other forms of integrated care allow psychiatrists 
to leverage their time and expertise, helping pri-
mary care clinicians care for the many people 
with mental health problems who see them rather 
than a psychiatrist.

We have seen a dramatic rise in the use of tele-
psychiatry with the COVID-19 pandemic. This 
form of care allows us to reach people who other-
wise cannot access care, for example, people in 
remote or rural areas. Advances in technology 
offer much promise for the future, and it is 
unclear what the future may hold. The use of 
online asynchronous learning, treatment apps, 
texting support, virtual reality, artificial intelli-
gence, and machine learning for diagnostic, treat-
ment, and training purposes has the potential for 
rapid growth. Programs will need to keep abreast 
of developments in how psychiatry is practiced 
and will need to build didactic and clinical expe-
riences to prepare residents and fellows to utilize 
these new tools best.

Programs will continue to teach trainees 
research literacy and how to teach, while prepar-
ing some to be career researchers and educators. 
These important topics are addressed in the chap-
ters by Drs. Kraguljac et al. and Dr. Broquet. An 
ongoing and future challenge for GME programs 
is incorporating evidence-based educational 
methods, constantly adapting to the needs of new 
generations of learners. This requires continual 
program-level quality improvement and periodic 
curriculum revision to ensure the use of evidence- 
based pedagogy, assessment methods, and fac-
ulty development. In addition, curricula need to 
keep up with advances in the field, for example, 
in neuroscience, genetics, drug development, 
diagnostic tools, and evidence-based psychother-
apies. Many of the chapters in this book have 
emphasized the national curriculum resources 
available through psychiatric education and spe-
cialty organizations. Curriculum sharing between 
programs and on a national level is likely to be 
increasingly important in ensuring an up-to-date 
curriculum.

Drs. Klisz-Hulbert and Kumar address the 
crucial topic of preparing psychiatry residents for 
fellowships. There has been much discussion 
about challenges in recruitment to subspecialty 
fellowships and the mismatch between the grow-
ing needs of the U.S. population versus the num-
ber of fellows, especially in addiction, child and 
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adolescent, and geriatric psychiatry. This is an 
ongoing and important dilemma for our field and 
one that is likely to grow more pressing in the 
future. There have been proposals to accelerate 
entry into fellowships (e.g., during the 
PGY-4 year). It seems clear that we will need to 
assess how to ensure that psychiatry graduates 
have sufficient training in these areas to address 
population needs, while also maintaining training 
of subspecialty experts to serve as consultants, 
educators, and researchers. In addition, there may 
be areas of sub-specialization in psychiatry that 

will merit more emphasis in general psychiatry 
programs or as independent fellowships.

In conclusion, GME programs are crucial in 
preparing psychiatrists to deliver high-quality 
clinical care, educate the next generation of prac-
titioners, and conduct research to further the 
field. We hope that this book has helped by 
describing foundational elements of starting and 
managing a psychiatry GME program and by 
pointing to areas of innovation and potential 
future growth.

28 Concluding Remarks
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