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"PSYCH-PASS": The development and implementation of a
psychiatric handoff system.
Presenters
Ana Ozdoba, MD, Albert Einstein College of Medicine/Montefiore Medical Center
(Leader)
Adam Knowles, MD, No Institution (Co-Leader)
Dina Patel, MD, Albert Einstein College of Medicine/Montefiore Medical Center
(Co-Leader)
Arslaan Arshed, MD, Albert Einstein College of Medicine/Montefiore Medical
Center (Co-Leader)
Educational Objectives
1. Discuss development of a more efficient and effective handoff system in a
psychiatry training program.
2. Demonstrate adaptation of an evidence-based "I-PASS" handoff system
into a psychiatry specific handoff system called "PSYCH-PASS.”
3. Demonstrate implementation of "PSYCH-PASS" into the psychiatric
consultation and liaison services and the inpatient unit.
Practice Gap
With the ongoing need for improvement in quality of care and patient safety in the
hospital setting, residency training programs are tasked with ensuring optimal
continuity of care, including safe transitions in the form of a handoff. To date,
there has been no literature indicating evidence-based handoff processes for the
field of psychiatry. We aimed to create and implement an adaptation of an
evidence-based handoff system for psychiatric care; this we termed "PSYCHPASS.”
Abstract
In the last decade, several changes have been made to residency training
programs to encourage education and decrease morbidity and mortality (1). In
2003, resident duty hours were limited to 80 weekly, averaged over 4 weeks (2).
Theoretically, this would have improved morbidity and mortality by decreasing
resident fatigue. However, research into this intervention has not demonstrated
significant improvement. Studies on adverse events suggested that an increased
amount of patient handoffs may be the culprit (3). As resident working hours
became limited, more handoffs were performed to assist with transition of care.
Errors from informal handoff processes possibly offset a decrease in morbidity
and mortality that came with limiting resident hours (4). In response, the Joint
Commission on Patient Safety set a new goal in 2006 to improve communication,
and various formalized methods of sign-out were created. When assessed, these
formalized sign out methods reduced both medical errors and preventable

adverse events (5). Handoff procedures differ according to specialty and have
been created for Internal Medicine, Pediatrics, Anesthesia, Surgery, and
Emergency Medicine. There is literature indicating “IPASS” handoff procedures
by both medicine and pediatrics that shows reduced errors during transition of
care when incorporated into hospital electronic medical records (EMR) systems
(5). However, no EMR-based handoff has been created for Psychiatry.
In 2017, the handoff systems at Montefiore’s Psychiatry Department differed
across services, but were largely comprised of Excel sheets within a shared
department drive. Multiple problems were identified within this handoff system,
including limited access and inefficiently updated clinical information. A survey
was administered to handoff users to determine both utility and limitations of the
current handoff system. Several psychiatry training services, including
psychosomatic medicine and inpatient psychiatry, were consulted to most
accurately determine what information was essential for a safe transfer of care.
Based on the results of the survey and these consultations, a new handoff
system was developed, which is an adaptation of the well-studied “IPASS.” This
new system, “PSYCH-PASS,” was then incorporated into Montefiore’s electronic
medical record system, EPIC. The components of "PSYCH-PASS" are: Patient
summary, Situational awareness, “whY” is the patient here, Comorbidities,
Hemodynamics, Pharmacology/PRN’s, Action list, Specifics, and Synthesis. The
program was initially piloted with the consultation services and the new handoff
system was subsequently implemented in the psychiatry inpatient unit at
Montefiore. To improve patient outcomes in psychiatric settings, the challenges
and results of the new handoff system, “PSYCH-PASS,” will be discussed. The
survey included a pretest (n=42) and posttest (n=34), with 92.9% of psychiatry
residents indicating errors in the handoff are a concern in the prior handoff
system, compared to 52.9% in the PSYCH-PASS system. The preliminary data
was notable for self-reported improvement in handoff accuracy from 23.8% to
68.7%, communication of “coherent working plans” from 45.2% to 76.5%, and
accessibility improvement from 50% to 93.9%. Challenges were encountered in
compiling the handoff in a single-page EPIC algorithm, as were difficulties in
standardized training among residents.
Scientific Citations
1.Iglehart, J.K, Revisting duty -hour limits-IQM recommendations for patient
safety and resident educcation, N Eng J Med, 2008: 359, pages 2633-2635.
2.Pattani, R, Wu PE, Dhalla IA. Resident duty hours in Canada: past, present
and future. CMAJ: Canadian Medical Association Journal, 2014, 186 (10).
Pages 761-765.
3.Riebschleger M, Philibert, I. (2011). The ACGME 2011 Duty Standard.
Chicago, IL.
4. Ulmer C, Wolman D, Johns M, Eds. Committee on Optimizing Graduate
Medical Trainee (Resident) Hours and Work Schedules to Improve Patient
Safety, Institute of Medicine. Resident Duty Hours: Enhancing Sleep,
Supervision, and Safety. Washington, DC: National Academies Press; 2008.

5. Amy J. Starmer, Nancy D. Spector, Rajendu Srivastava, April D. Allen,
Christopher P. Landrigan, Theodore C. Sectish. I-PASS, a Mnemonic to
Standardize Verbal Handoffs. Pediatrics. Feb 2012, 129 (2) . Pages 201-204.
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13 Reasons Why: A Safety Plan for the Sequel
Presenters
Sansea Jacobson, MD, Western Psychiatric Institute & Clinic (Leader)
Educational Objectives
1. Learn how to prepare residents and faculty to have a proactive local
response to the 2018 sequel of the controversial Netflix series 13 Reasons
Why.
2. Become aware of the implications of not following the World Health
Organization (WHO) guidelines for safe and effective media.
3. Familiarize oneself with available resources that promote a dialogue of
sensitive topics without inadvertently placing youth at risk.
4. Explore advocacy efforts that reimagine the use of media as a method to
enhance mental health awareness and decrease stigma for our nation’s
youth.
Practice Gap
Over the recent decades, rates of adolescent suicide have steadily risen, making
suicide now the second leading cause of mortality among young people in the
United States. Research shows that graphic depiction of suicide on screens can
increase the rate of suicide attempts and completions, and that this risk is
heightened when there is an absence of mental health information. In March
2017, Netflix released the popular and controversial mini-series, 13 Reasons
Why (13RW). The series, which received more than 11 million tweets within the
first three weeks of release, immediately attracted worldwide debate with
concerns regarding the handling of suicide among other sensitive topics. Early
analysis revealed 900,000 to 1.5 million more suicide related Google searches in
the first few weeks following the release, including a 26% increase in searches
for "how to commit suicide." There was also a study showing statistically
significant increase in presentations to emergency departments for pediatric
psychiatric evaluation immediately following the release. Netflix intends to
release the sequel to 13RW in the Spring of 2018, and it will be our responsibility
as psychiatric educators to be prepared to respond appropriately to support our
nation’s youth.
Abstract
This poster will review public health concerns related to controversial Netflix
series 13 Reasons Why as it pertains to suicidal youth and the entertainment
industry. In an effort to prepare psychiatric educators for the 2018 sequel of 13
Reasons Why, there will be an overview of the risks related to film that does not
follow the World Health Organization (WHO) guidelines for safe and effective
media. Additionally, online resources will be provided that can easily be

disseminated to residents, fellows, and faculty to highlight how mental health
providers can promote a dialogue of sensitive topics without inadvertently placing
youth at risk. Materials will also be made available to support meaningful
discussions with patients and their families, teachers and school administrators,
and members of the media. Lastly, there will be an introduction to novel ways of
reimagining the use of film to deliver quality psychoeducation and decrease
mental health stigma for our nation’s youth. It is ultimately our responsibility as
leaders in psychiatric education to be proactive, educate and advocate for the
safety or our nation’s most vulnerable youth – if we simply wait to react, it will be
too late.
Scientific Citations
1. Ayers JW, Althouse BM, Leas EC, Dredze M, Allem J. Internet Searches for
Suicide Following the Release of 13 Reasons Why. JAMA Intern Med.
2017;177(10):1527–1529. doi:10.1001/jamainternmed.2017.3333
2. Jacobson SL. Thirteen Reasons why to be concerned about 13 Reasons Why.
The Brown University Child and Adolescent Behavior Letter. John Wiley & Sons,
Inc. May 2017.
3. O'Brien KHM, Knight JR, Harris SK. A Call for Social Responsibility and
Suicide Risk Screening, Prevention, and Early Intervention Following the
Release of the Netflix Series 13 Reasons Why. JAMA Intern Med.
2017;177(10):1418–1419. doi:10.1001/jamainternmed.2017.3388
4. Salo, D & Kairam, N & Sherrow, L & Fiesseler, F & Patel, D & Wali, A. (2017).
224 “13 Reasons Why” Pediatric Psychiatric Presentations to an Emergency
Department in Relation to Release Date. Annals of Emergency Medicine. 70.
S90. 10.1016/j.annemergmed.2017.07.446.
5. World Health Organization (WHO); International Association for Suicide
Prevention; WHO Department of Mental Health and Substance Abuse.
Preventing suicide: A Resource Guide for Media Professionals.
http://www.who.int/mental_health/prevention/suicide/resource_media.pdf
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3 Step Supportive Psychotherapy: A Brief Supervisory Manual
for Busy Services
Presenters
Deborah Cabaniss, MD, Columbia University/New York State Psychiatric Institute
(Leader)
Alison Lenet, MD, NewYork - Presbyterian Hospital - Child and Adolescent
Psychiatry (Co-Leader)
Educational Objectives
After viewing this poster, attendees will:
1. Be able to describe supervisors’ and residents’ perceptions of the
adequacy of supportive psychotherapy supervision on inpatient,
emergency (ER), and consult-liaison (CL) settings.
2. Be familiar with a 3-step supportive psychotherapy manual for supervisors
and supervisees.
3. Appreciate how use of this manual could affect attitudes towards
supportive psychotherapy supervision of residents on inpatient, ER, and
CL settings.
Practice Gap
Supportive psychotherapy is widely used in the treatment of psychiatric patients.
The ACGME recognizes supportive psychotherapy as a core psychotherapeutic
modality to be taught in residency. Despite this, variability exists in supervision of
residents on supportive psychotherapy techniques. Factors that may contribute
to this are the lack of clear consensus on the knowledge and skills supervisors
hope to impart to trainees and variability among supervisors (1). A survey of
Psychiatry Residency Training directors showed that while supportive
psychotherapy is the most widely practiced, it receives less didactic and
supervision time than other ACGME-designated core psychotherapeutic
modalities (2). A recent survey of Columbia Psychiatry residents showed that
residents received the least amount of supportive psychotherapy supervision on
inpatient, ER, and CL settings (3). At the same time, a survey of US Psychiatry
Residency training directors showed there is interest in teaching supportive
psychotherapy in these settings, but that time is a major barrier (4).
Abstract
To address the practice gap, we introduced the 3-Step Supportive
Psychotherapy Manual to both faculty and residents working in CL, ER and
inpatient rotations. The manual is 4 pages long and designed 1) to streamline
and focus supportive psychotherapy supervision so that it does not add a time
burden for supervision; and 2) to help faculty without advanced psychotherapy
training feel able to offer supervision in supportive psychotherapy on core

rotations. We have now trained our residents and staff, and have offered this
training at AADPRT for the past two years. Several other programs have also
offered this training to their faculty and residents, either as faculty development
workshops or as grand rounds. We have also used the manual to help residents
teach psychotherapy skills to medical students. We have also developed a Child
and Adolescent Version of the manual. It is clear that this manual offers both
faculty and trainees a useful tool for promoting learning in supportive
psychotherapy on busy services.
Scientific Citations
1. Douglas, Carolyn (2008). Teaching Supportive Psychotherapy to Psychiatric
Residents. American Journal of Psychiatry, 165(4): 445-454. 2. Sudak, Donna
and Goldberg, David (2012). Trends in Psychotherapy Training: A National
Survey of Psychiatry Residency Training. Academic Psychiatry, 36(5): 369-373.
3 Havel, L.K. (2015). In Support of Teaching an Integrated Model of
Psychodynamic Psychotherapy. Manuscript in Preparation. 4 Blumenshine P,
Lenet A, Koehler L, Arbuckle MA, Cabaniss DL. Thinking Outside of Outpatient:
Underutilized Settings for Psychotherapy Education. Academic Psychiatry. 2017:
41:16-19. (PMID:27283018)
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A Novel Way to Engage Residents in PRITE Preparation
Presenters
Samuel Greenstein, MD, University of Cincinnati (Co-Leader)
Brian Evans, DO, University of Cincinnati (Co-Leader)
Bo Fu, MD, University of Cincinnati (Co-Leader)
Educational Objectives
The primary objective of our project was to test out a novel way of engaging
psychiatry residents at our institution in PRITE review. Specifically, we wanted to
initiate a creative peer-led learning experience that could build on our sense of
resident camaraderie as well as provide regular reminders to inspire self-directed
learning. Our secondary objective was to pilot an interactive web-based audience
response technology as a way to track resident engagement.
Practice Gap
Prior to initiation of this project, current practice for PRITE preparation at our
institution was run by a chief resident. They held review sessions weekly at noon
where they reviewed old PRITE questions and discussed the correct responses.
These sessions were not well attended. Often there were only 3 or 4 residents
present and it required the chief to do all the prep work. Previously, residents
were also given access to an online QBank (True Learn) that they could use to
study for the exam. Both of these review formats were dependent on a resident’s
intrinsic motivation to attend or log in to the web based system. Although the
True Learn website did allow for tracking resident utilization, it did not allow for
any interactivity among residents in the test prep process.
Although these strategies worked well for some residents, we felt there was
ample opportunity to use PRITE preparation as a way to introduce more
structured peer teaching allowing for extrinsic motivation to encourage more
participation in PRITE preparation.
In the optimal practice at an academic institution, all residents would be regularly
engaged in both self-directed learning and in teaching others. Ideally PRITE
review would engage all residents in both preparation and participation. This
engagement would apply to preparation for examinations such as the PRITE or
board exam as well as for clinical practice
Abstract
Objectives
The primary objective of our project was to implement a novel way of engaging
residents at our institution in PRITE review. Specifically, we wanted to initiate a
creative peer-led learning experience that increased involvement of residents

and could build on resident camaraderie as well as provide regular reminders to
inspire self-directed learning. Our secondary objective was to utilize an
interactive web-based technology as a way to track resident engagement.
Methods
In its first year, the “Question of the Day” review consisted of gathering questions
from old PRITE exams. One question was emailed to the resident listserv daily.
Each day, a specific resident would be assigned to answer and provide an
explanation for their corresponding question within 48 hours. The resident’s
explanation would then be disseminated to the entire group. This new review
format was well received by the residents and even gained attention of the
faculty.
In the second year, a voluntary competitive component of the “Question of the
Day” was added. Using a web based audience response system all residents
were able to answer a daily question simply by clicking a link in their email. Their
answers were tracked throughout the review (total of 29 questions) and the
residents with the most correct answers at the end of the course and the resident
with the most participation received a prize. In addition to the voluntary
competition, there was still one resident assigned to provide an explanation for
their peers, in a similar format to the previous year. After the review course
ended this year and residents took the PRITE examination, there was an
anonymous survey conducted seeking feedback on the experience.
Results
Data was collected from the second year of implementation. 37 out of 45
residents participated in the competition, varying from answering one to all 29
questions, and loosely followed an inverted bell curve model. The mean
participation was 12 questions. 18% of residents did not participate at all. 31%
participated for less than 25% of the days (1-7 questions). 9% participated
between 25-50% of the days (8-15 questions). 9% participated between 50-75%
of the days (16-21 questions). 33% participated more than 75% of the days (>21
questions). Of those that participated, residents had a 60% accuracy rate. 28 out
of 29 residents assigned to provide an explanation completed the task. 18
residents (40%) completed the post experience survey with overall positive
responses. All 18 responded they wished to participate in the program next year.
Conclusions
Our pilot program targeted towards engaging residents in PRITE preparation was
successful in attracting participation from the majority of our residents. Residents
enjoyed facilitating learning for each other and requested to continue the
program. Use of the online email platform was an overall efficient and accurate
way to track specific resident involvement. This idea can be universalized by
other programs interested in a creative way to engage and track resident learning
for in-service examinations and beyond.

Scientific Citations
The need for this activity at our institution was brought to our attention while
reviewing resident PRITE scores and exploring ways to improve preparation for
the exam. In reviewing the literature, it appears this is an area of interest for other
institutions as well. There are several studies published on the topic of PRITE
preparation, which include both peer-led teaching and utilizing interactive
educational tools.
https://link.springer.com/article/10.1176%2Fappi.ap.12100176
https://link.springer.com/article/10.1176%2Fappi.ap.34.4.258
https://link.springer.com/article/10.1007%2Fs40596-014-0058-2
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A Problem Based Learning Approach to Teaching Landmark
Studies in a Child and Adolescent Psychiatry Training Program
Presenters
Afshan Anjum, MBBS, University of Minnesota (Leader)
Catherine Steingraeber, MD, University of Minnesota (Co-Leader)
Claire Garber, DO, University of Minnesota (Leader)
Educational Objectives
This project presents the implementation of a new problem based learning
curriculum developed in a child and adolescent psychiatry fellowship with the
primary goal of learning and dissecting the landmark studies of child and
adolescent psychiatry and understanding how they guide treatment. This fellowled initiative was developed to address an important area of perceived lack of
knowledge and gap in the current didactic curriculum in an interactive and case
based approach.
Practice Gap
Many fellowship programs are faced with the challenge of continually working to
improve didactic curriculums to effectively cover the required amount of material
in a short amount of time. Problem based learning (PBL) curriculums have been
shown to be a practical educational method for the purpose of teaching
psychopathology within child and adolescent psychiatry training programs given
their ability to integrate important aspects of specific cases into overall discussion
of psychopathology. University of Minnesota Child and Adolescent Psychiatry
fellows identified gaps in their didactic curriculum specifically around learning the
landmark child psychiatry studies and developed a fellow-led PBL course to
address this need.
Abstract
Intro: Many fellowship programs are faced with the challenge of continually
working to improve didactic curriculums to effectively cover the required amount
of material in a short amount of time. Problem based learning (PBL) curriculums
have been shown to be a practical educational method for the purpose of
teaching psychopathology within child and adolescent psychiatry training
programs given their ability to integrate important aspects of specific cases into
overall discussion of psychopathology. University of Minnesota Child and
Adolescent Psychiatry fellows identified gaps in their didactic curriculum
specifically around learning the landmark child psychiatry studies and developed
a fellow-led PBL course to address this need.
Objective: This project presents the implementation of a new problem based
learning curriculum developed in a child and adolescent psychiatry fellowship

with the primary goal of learning and dissecting the landmark studies of child and
adolescent psychiatry and understanding how they guide treatment. This fellowled initiative was developed to address an important area of perceived lack of
knowledge and gap in the current didactic curriculum in an interactive and case
based approach.
Methods: This is a fellow developed and led PBL course in which the fellows
divided up an agreed upon list of landmark studies in child and adolescent
psychiatry. The course included 8 sessions, each devoted to an individual case
and landmark study. The fellow presented the case in an interactive manner
which highlighted the specific clinical concept discussed in the landmark paper
including analysis of how the paper informs clinical practice. Feedback was
obtained through the process from participating fellows in order to improve
sessions as needed through the course. A Likert-scale course completion survey
will be obtained following completion of all the PBL sessions.
Initial Results: Initial subjective feedback has been positive. Full results will be
available to present at the time of the March conference.
Discussion: There are many challenges facing fellowship programs with regards
to providing a thorough and effective didactic curriculum in order to produce
competent and confident child psychiatrists. PBL offers an educational method
that incorporates the complexity of clinical cases while providing instruction on
larger important concepts within child psychiatry, in this case, the discussion of
relevant landmark studies and how they inform our treatment decisions. It is also
important to recognize that as fellows identify perceived gaps in their knowledge
and curriculum that programs respond in novel ways to address these knowledge
gaps.
Scientific Citations
1. Santos, C. W., Harper, A., Saunders, A. E., & Randle, S. L. (2007). Developing
a psychopathology curriculum during child and adolescent psychiatry residency
training: general principles and a problem-based approach. Child and Adolescent
Psychiatric Clinics, 16(1), 95-110.
2. Searle, N. S., Hatem, C. J., Perkowski, L., & Wilkerson, L. (2006). Why invest
in an educational fellowship program?. Academic Medicine, 81(11), 936-940.
3. Stubbe, D., Martin, A., Bloch, M., Belitsky, R., Carter, D., Ebert, M., ... &
Leckman, J. F. (2008). Model curriculum for academic child and adolescent
psychiatry training. Academic Psychiatry, 32(5), 366-376.
4. Stubbe, D. E. (2002). Preparation for practice: child and adolescent psychiatry
graduates’ assessment of training experiences. Journal of the American
Academy of Child & Adolescent Psychiatry, 41(2), 131-139.
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A Psychiatry Specific Capstone Course for Fourth Year Medical
Students
Presenters
Robert Lloyd, PhD,MD, McGaw Medical Center, Northwestern University
(Leader)
Educational Objectives
Describe components of a capstone course that may have a positive impact on
transitioning to a Psychiatry residency.
Practice Gap
Within the past decade, there is increasing focus on medical education as it
pertains to the transition from medical school to residency training in the United
States. The fourth year of training in medical school varies widely between
institutions, though generally this year is believed to be helpful to continue
preparation for this important transition in our education system. To better
delineate the expectations of a graduating medical student, a list of core
entrustable professional activities (EPA) for entering residency were developed
by the Association of American Medical Colleges1. Some residency program
directors expressed concerns that some students were not prepared for the
challenges of residency training across multiple domains beyond just medical
knowledge. The purpose of developing the EPAs were to start developing
guidelines on what is expected of our trainees as they prepare for this transition
by describing expected activities to be achieved by graduation. Many medical
schools have utilized Capstone courses to address these EPAs, to solidify
learning, and to monitor overall performance. The Capstone courses and the
EPAs commonly address the needs of a general medical student and are not
often focused specifically on the transition to a psychiatric residency. The needs
and growth important for the development of a psychiatrist may be both unique
and common to that of other trainees at this stage of professional development,
and thus Psychiatry-specific learning experiences may be beneficial for students
in the fourth year.
Abstract
Our institution has developed a capstone course for all fourth-year medical
students to better address the transition and preparedness for residency. Within
this course, the entire class has common learning experiences to both reinforce
principles from prior rotations and to add more complex tasks and concepts
appropriate for this level of training. Common experiences for this including
dealing with medical emergencies, first night on call, and advanced directives. As
part of this course, we have developed a psychiatry-specific section of the
Capstone experience. Within this section, we created several sections to focus

on important areas that are important to the development as a Psychiatrist. We
are continuing to explore what learning experiences may be most helpful and
impactful for this level of development, in preparation for the transition to
residency training. We discuss the format of the Psychiatry-specific experience at
our institution and provide feedback from the course participants on the
components of the course.
Scientific Citations
1. Association of American Medical Colleges Core Entrustable Professional
Activities for Entering Residency: Curriculum developers’ guide. Published 2014.
Accessed November 8, 2017.
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A Resident-Led Curriculum Addressing Physician Mistreatment
Presenters
Laura Pientka, DO, No Institution (Leader)
Rana Elmaghraby, MD, No Institution (Co-Leader)
Derek LeRoux Smith, MD, No Institution (Co-Leader)
Ozra Nobari, MD, No Institution (Co-Leader)
Katharine Nelson, MD, University of Minnesota (Co-Leader)
Educational Objectives
1) To facilitate and improve trainees’ ability to manage adverse situations related
to maltreatment.
2) To train residents by developing strategies to address maltreatment and
provide them with resources.
3) To foster trainees’ progression in two ACGME milestones: Relationship
development and conflict management with patients, families, colleagues, and
members of the health care team (ICS1) and Accountability to self, patients,
colleagues and the profession (PROF2)
Practice Gap
A major study found that 69.8% of medical students and residents in the United
States have experienced several forms of maltreatment within their workplaces.
Residents may experience maltreatment in various forms, ranging from
uncomfortable questions or comments to discrimination based on age, race,
gender, religion, sexual orientation, medical specialty, among other variables.
Trainees may be uncertain of how to manage these situations and be unaware of
what resources are available to them. In addition, as established by the
Accreditation Council for Graduate Medical Education and the American Board of
Psychiatry and Neurology, residents must demonstrate competency in
relationship development and conflict management with patients, families,
colleagues, and members of the healthcare team and accountability to self,
patients, colleagues and the profession. Providing a resident-driven curriculum
to discuss forms of maltreatment may assist residents in identifying resources
and in discussing possible solutions to these concerns, as well as demonstrating
competency in these two milestones.
Abstract
A trainee-designed curriculum was presented at an annually scheduled allresident event and utilized role-playing and clinical vignettes to highlight various
adverse situations. Vignettes were written based on actual trainees’
experiences.

PGY 1-4 residents from Adult Residency Program and fellows from Child and
Adolescent Fellowship Program participated in the event.
Trainees met in small group of 4-5 to discuss the vignettes. Each group
included members from each of the Adult Residency and the Child and
Adolescent Fellowship classes. Trainees identified resources and discussed
strategies to manage each vignette.
At the end of the small group discussions, a large group discussion was
facilitated by resident representatives. Each small group discussed their
thoughts and reactions to each vignette.
Surveys were used to assess trainees’ comfort in reporting, discussing, and
managing adverse situations. They also had the opportunity to describe any
maltreatment that they experienced or witnessed. Categories included, gender,
ethnicity/religion, clinical specialty, sexual orientation, age, disability, and other.
When surveys were collected, nearly half of the 28 residents participating in the
experience reported that they experienced or observed mistreatment. The most
common forms of reported mistreatment were based on gender and due to
clinical specialty.
After the activity, residents and fellows reported that the discussion was helpful
for them and reported having a greater awareness of the types of mistreatment
that can occur. They felt more empathetic to their colleagues’ personal
experiences and gained a greater understanding of how other residents and
fellows have managed adverse experiences
The University of Minnesota is now working to provide this curriculum to other
psychiatric residency programs within the local region. Anonymous surveys, as
described above, will be distributed amongst residents after presentation of the
curriculum. Results of these surveys, will be available by the time of the poster
presentation.
The results of the other residency sites will be analyzed to determine if common
trends emerge regarding maltreatment within the region and to strategize ways to
manage these situations.
Having a high-quality and innovative curriculum to explore various forms of
maltreatment and to identify strategies and resources to manage adverse
situations is an essential component to residents’ training and professional
development throughout their career. This trainee-run curriculum fosters
resilience in a training program and promotes trainees’ wellbeing by preventing
burnout.

Scientific Citations
1. Shinsako, S. A., Richman, J. A., & Rospenda, K. M. (2001). Training-related
harassment and drinking outcomes in medical residents versus graduate
students. Substance use & misuse, 36(14), 2043-2063.
2. Elmaghraby, R. (2017). ‘Bring Me the Real Doctor’: Dealing with Patient Bias.
Psychiatric News, 52(6), 1-1. doi:10.1176/appi.pn.2017.3b20
3. Accreditation Council for Graduate Medical Education. (2014). The Psychiatry
Milestone Project, A Joint Initiative of The Accreditation Council for Graduate
Medical Education and The American Board of Psychiatry and Neurology,
November 2013.
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A Shared Videoconferenced Didactic Seminar in Positive Child
Psychiatry Across Unaffiliated Child Fellowship Programs
Presenters
David Rettew, MD, University of Vermont Medical Center (Leader)
Colin Stewart, MD, Georgetown University Medical Center (Co-Leader)
Alan Schlechter, MD, New York University School of Medicine (Co-Leader)
Mona Potter, MD, No Institution (Co-Leader)
Jeff Bostic, EdD,MD, Georgetown University Medical Center (Co-Leader)
Educational Objectives
1. Outline the rationale for attempting to create a child fellowship didactic that
is conducted simultaneously across multiple programs.
2. Describe an innovative seminar called Positive Child Psychiatry and
Wellness that was delivered to fellows via videoconferencing technology
at the University of Vermont Medical Center, NYU’s Child Study Center,
and Georgetown University at the same time.
3. Discuss details of implementation to facilitate other programs looking to
create collaborative learning initiatives.
4. Identify the benefits and challenges observed when providing a multi-site
didactic course among diverse programs.
Practice Gap
The default mode of providing didactic seminars for residents and fellows is for
each program to create their own courses, exclusively using faculty from their
own institution. This system persists despite advances in videoconferencing
technology and increased demands for faculty time. While there are many
potential gains for both learners and teachers to collaborate in the creation of
didactic content, very few examples of this exist among nonaffiliated training
programs.
Abstract
There are many potential advantages to moving away from the model of each
training program developing its own didactic seminars using only its own faculty
and towards more collaborative efforts that can draw upon each institution’s area
of specific expertise. Advances in videoconferencing technology and reduced
costs also enhance the feasibility of joint seminars across multiple training
programs that could be delivered live simultaneously or recorded.
An example of such a shared seminar between child psychiatry fellowship
programs at the University of Vermont Medical Center, NYU Langone Child
Study Center, and MedStar Georgetown University Hospital is the seminar

entitled “Positive Child Psychiatry and Wellness.” This 10-session seminar (one
hour each) was created due to the recognized need for fellows to receive
additional training in the full spectrum of mental health that extends beyond
traditional training in mental illness. This emerging component of psychiatry is
gaining in attention and recognition, although few psychiatry departments across
the country have enough concentrated expertise in this area to train fellows in
this important area using their own teaching resources.
Leaders from each institution collaborated in–person, by phone, and through
email to create content for the course and delegate which particular sessions will
be primarily taught by faculty from the various participating programs. The final
schedule for the seminar will be shown. Seminar topics included wellness topics
such as mindfulness and music, positive parenting, happiness, and practical
training on how to assess and work with a child’s positive attributes and
strengths. On the day of each seminar, a videoconference program
(GoToMeeting) was used to broadcast the session live to each program so that
all participants could see the instructor and his or her slides and other learning
materials. Time was allocated at the end of the sessions for questions and each
site also was often able to have a brief discussion or exercise on its own at the
end of each session, facilitated by that site’s faculty leader. A pre and postcourse test was administered to assess the degree to which content was retained
and influential with regard to patient care.
Based on feedback from both instructors and learners, this seminar was highly
successful in delivering innovative content in a format that was able to draw upon
the shared resources of multiple programs. Benefits included the ability to
deliver a deeper level of content and discussions that allowed learners to
understand the impact of cultural differences between institutions. Lessons
learned in the process will also be discussed. Given the benefit of efficiently
broadening trainee educational experience with relatively few downsides, training
programs may benefit from joining forces for some of their didactic sessions to
the benefit of both the program and its trainees.
Scientific Citations
Mehta, NB, Hull, AL, Young JB, Stoller JK. Just Imagine: New Paradigms for
Medical Education. Academic Medicine 2013;88(10):118-1423.
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A Survey of Psychiatry Resident Physicians' Attitiude Towards
Improving Direct Supervision
Presenters
Kayla Pope, MA,MD,JD, Creighton-Nebraska Psychiatry Residency Program
(Leader)
Vidhya Selvaraj, MBBS, No Institution (Co-Leader)
Marin Broucek, MD, Creighton-Nebraska Psychiatry Residency Program (CoLeader)
Siv Hour, MD, Creighton-Nebraska Psychiatry Residency Program (Co-Leader)
Educational Objectives
1. Learn about current attitudes and preferences of psychiatry resident
physicians regarding receiving feedback from attendings during
supervision.
2. Evaluate whether using a template during a supervision session would be
beneficial in improving the quality of supervision.
Practice Gap
With the adoption of the ACGME milestones for evaluation of a resident’s
progression through post-graduate training, effective feedback strategies and
methods are vital to optimize the learning environment. Studies have shown that
a significant proportion of resident physicians feel that they did not receive
sufficient or quality feedback at times during their residency training1. Creating
an environment of well-delivered, effective feedback best places the resident
physician in position to achieve their highest potential, whereas poorly delivered
or constructed feedback may place the resident physician on the defensive, and
the beneficial information may be dismissed2. Additionally, academic staffs are
challenged with creating, adopting, and maintaining an effective learning
environment.
Abstract
Objective: The primary purpose of this survey is to study the current attitudes and
preferences of psychiatry resident physicians regarding receiving feedback from
attendings. The secondary aim is to evaluate whether using a template during a
supervision session would be beneficial in improving the quality of supervision.
Methods: The subjects were the psychiatry residents at Creighton UniversityUniversity of Nebraska Medical Center. The study design involved the use of an
electronic questionnaire via a BlueQ Survey link which was disseminated to
resident physicians and fellows to elicit their input on receiving feedback and
what methods of feedback delivery were felt to be most effective for them when
working with attending physicians. The survey was sent to residents and fellows

through an e-mail along with the survey link. After receiving the responses, the
results were analyzed and compared among psychiatry resident physicians.
Results: The total number of psychiatry resident physicians was 37, which
included 32 residents and 5 fellows. The total number of psychiatry resident
physicians who completed the survey was 31/37, which included 7/8 from PGY-1
class, 7/10 from PGY-2 class, 8/8 from PGY-3 class, 6/6 from PGY-4 class, and
3/5 Fellows. From the survey responses, 61% preferred an explicit agenda for
supervision sessions. There was not a significant difference between PGY class
years. Furthermore, in the comments section for this particular question, it
appeared that residents were concerned about the rigidness of having an explicit
agenda and that the majority did prefer an explicit agenda with some flexibility on
topics of discussion. The high yield topics selected by resident physicians to
discuss during supervision included clinical/medical knowledge, difficult cases,
billing and mentoring. In contrast, the areas where residents felt they struggled
were psychotherapies, time management and psychopharmacology guidelines.
35% of the residents felt very comfortable and 48% somewhat comfortable
bringing up suggestions to their attendings to improve their rotation or clinic
experience.
Conclusion: According to the results from the survey on the current attitudes and
preferences among psychiatry resident physicians, 61% preferred an explicit
agenda for supervision sessions. As for the main topics of discussion that
residents and fellows felt were important to discuss during supervision sessions,
these included Clinical/Medical Knowledge and Skills, Complex and Difficult
Patient Cases, Mentoring, and Coding and Billing. On the other hand, topics that
they felt were areas of struggle included Psychotherapies, Clinical/Medical
Knowledge and Skills, Time Management, and Psychopharmacology and
Guidelines. Since residents differ in their level of training and as individuals,
these list of high-yield items could be used to formulate key points and serve as a
guide or reference for residents to use during supervision sessions. Additionally,
the results show that only 48% of resident physicians are somewhat comfortable
with bringing up suggestions to attendings about the attending or the rotation and
58% were somewhat comfortable with providing feedback to the attending.
Therefore, there should be emphasis on incorporating direct feedback from
attendings to residents.
Scientific Citations
1. Weinstein DF. “Feedback in Clinical Education: Untying the Gordian Knot.”
Acad Med. 2014 Nov 18.
2. Ibrahim J1, MacPhail A, Chadwick L, Jeffcott S. “Interns' perceptions of
performance feedback.” Med Educ. 2014 Apr;48(4):417-29.
3. Matua GA, Seshan V, Savithri R, Fronda DC. “Challenges and Strategies for
Building and Maintaining Effective Preceptor-Preceptee Relationships among
Nurses.” Sultan Qaboos Univ Med J. 2014 Nov;14(4):e530-6. Epub 2014 Oct 14.
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Acceptance and Commitment Therapy: A Tool to Reduce
Resident Burnout?
Presenters
Jane Gagliardi, MSc,MD, Duke University Medical Center (Co-Leader)
Rhonda Merwin, PhD, Duke University Medical Center (Co-Leader)
Educational Objectives
1. After viewing the poster, the participant will:
2. Appreciate a possible role for Acceptance and Commitment Therapy
training for Psychiatry residents
3. Be able to list considerations in planning an ACT workshop for Psychiatry
residents
4. Brainstorm ideas to promote wellness and decrease burnout among
trainees
Practice Gap
“Burnout” is a term applied to a constellation of symptoms that include
exhaustion, cynicism, a sense of detachment, and a loss of enthusiasm or sense
of efficacy. Physicians report higher rates of burnout than the general
population; in one survey 40% of psychiatrists reported at least one symptom
(Shanfelt et al., 2012). rainee wellness is an important focus of ongoing efforts
by the ACGME and residency training directors. The implementation of
mandated work hours in 2003 was associated with modest improvements in
resident wellness, but work remains to be done (Busireddy et al.2017). Although
the average trainee in Psychiatry is unlikely to repetitively exceed authorized
work hours, rates of burnout remain high among Psychiatry trainees (Kealy et al.,
2016). Though wellness is recommended as a systematic approach in
institutions, best practices are not clearly defined (Chaukos et al., 2017).
Acceptance and Commitment therapy (ACT) is a cognitive-behavioral
intervention that aims to improve human functioning and adaptability by
increasing psychological flexibility. In our institution we noticed that trainees
participating in ACT practicum reported deriving benefit not only for their patient
care but also to their own lives. With this anecdotal evidence in mind, we
undertook a study to determine the feasibility and acceptability as well as impact
on burnout as measured by the Maslach Burnout Inventory of residency-wide
ACT training sessions.
Abstract
Acceptance and Commitment Therapy (ACT), a cognitive-behavioral therapy
intended to improve human functioning and adaptability by increasing
psychological flexibility, has been used in a variety of populations, including

clinicians. In an effort to promote trainee wellness and psychological flexibility,
we offered ACT training sessions during two sequential academic half-day
sessions and permitted residents to volunteer to participate in a study assessing
burnout and acceptability of the intervention. In addition to learning that the
model of implementation is feasible, we learned about some important
considerations in constructing the group for participation.
Scientific Citations
Shanafelt TD, Boone S, Tan L, et al. Burnout and satisfaction with work-life
balance among US physicians relative to the general US population. Arch Intern
Medicine 2012; 172(18): 1377-1385.
Busireddy KR, Miller JA, Ellison K, et al. Efficacy of Interventions to Reduce
Resident Physician Burnout: A Systematic Review. Journal of Graduate Medical
Education, 2017, 294-301.
Chaukos D, Chad-Friedman E, Mehta DH, et al. SMART-R: A Prospective
Cohort Study of a Resilience Curriculum for Residents by Residents. Academic
Psychiatry, 2017, 1-6. https://doi.org/10.1007/s40596-017-0808-z
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Adult ADHD Clinic: A Model for Teaching Assessment and
Treatment of Adult ADHD to Psychiatry Residents
Presenters
Sandra Batsel-Thomas, MD, University of Kentucky (Leader)
Mareen Dennis, MS, University of Kentucky (Co-Leader)
Steven Johnson, PhD, University of Kentucky (Co-Leader)
Educational Objectives
1. Illustrate the need for more comprehensive training for psychiatry
residents in the assessment and treatment of Adult ADHD.
2. Present one model for teaching multi-modal assessment and treatment of
adult ADHD to senior psychiatry residents in a multi-disciplinary clinic.
Practice Gap
ADHD was initially believed to be a childhood disorder; however it is known that
symptoms of ADHD persist into adulthood in 35-60% of patients (2). The
National Comorbidity Survey Replication estimated that the prevalence of adult
ADHD in the US is 4.4% (1). However, despite the recognition that ADHD
persists into adulthood and is associated with significant impairments in
relationships, employment, driving and health (3), it is frequently under
recognized and under treated. In the National Comorbidity Survey Replication
only 1 in 10 adults with ADHD had received treatment for the condition in the
prior 12 months (1). The National Epidemiologic Survey on alcohol and related
conditions found that only 44% of respondents with ADHD had ever sought
treatment and only 27% had ever been prescribed medication for ADHD (3).
Little if any literature exists regarding adult psychiatrists’ comfort in diagnosing
and treating adult ADHD or how adult ADHD assessment and treatment is taught
in psychiatric residency programs. There is evidence in the literature that
perceived lack of training is a barrier for primary care physicians in assessing
and treating adult ADHD (4).
Given that adult ADHD is underdiagnosed and undertreated, while causing
significant impairment for those affected, it is vital that psychiatry residency
programs train residents to be comfortable with the assessment and treatment of
ADHD.
Abstract
ADHD is a condition that is estimated to affect 4.4% of the U.S. adult population
(1), yet diagnosis and treatment for Adult ADHD has been relatively absent in
healthcare training (5).

Objective: Provide a psychiatry residency training experience that would
incorporate use of best practices for evaluation and treatment of Adult ADHD in
an outpatient clinic.
Method: The psychiatry residents participate in a weekly, half-day clinic that is
staffed with social workers, a psychologist, a child psychiatrist and an adult
psychiatrist. This affords experience with a multidisciplinary approach to
assessment and treatment of Adult ADHD. Within the clinic, residents experience
an hour weekly case conference and didactics session that provides information
pertaining to the following topics as they relate to Adult ADHD: details of specific
treatment cases, theoretical models, diagnostic differentials, developmental
psychosocial history-taking, understanding self-report measures, interpretation of
neuropsychological tests, psychopharmacology, complementary/alternative
medicine, malingering, substance abuse, cognitive behavioral therapy and
mindfulness and meditation interventions. Residents use the remaining three
hours weekly to conduct initial evaluations as well as ongoing medication
management and cognitive behavioral interventions for patients seen in the
outpatient clinic. This model seeks to increase the residents’ levels of comfort
and knowledge for the diagnosing and treatment of Adult ADHD. A post clinic
survey will be distributed to determine ratings on these variables.
Results: Residents who have rotated in the Adult ADHD clinic demonstrated
appropriate care for the patients who were treated in the clinic. An anonymous
survey is being sent to graduates of the clinic to assess their comfort in the
assessment of Adult ADHD including taking a developmental history, interpreting
common neuropsychological tests used in the assessment of ADHD and
differentiating between adult ADHD and other disorders on the differential
including mood disorders, anxiety disorders and substance use disorders. They
will also be asked about their comfort treating adult ADHD with stimulant
medication, non-stimulant medication, and psychosocial interventions such a
CBT, meditation and mindfulness. Finally they will be asked about their comfort
in treating adult ADHD in the setting of co-occurring psychiatric disorders such as
mood, anxiety and substance use disorders. The results will be presented as part
of the poster.
Conclusion: Adult ADHD is a prevalent condition with individuals who require
careful evaluation and thoughtful interventions. The University of Kentucky Adult
ADHD Assessment clinic provides training in multidisciplinary evaluation and
treatment options to improve the psychiatry residents’ competence and
confidence in assessment and treatment with this clinical population.
Scientific Citations
1. Kessler RC, Adler L, Barkley R, Biederman J, Conners CK, Demler O. The
prevalence and correlates of adult ADHD in the United States: Results from the
national comorbidity survey replication. American Journal of Psychiatry.
2006;163(4):716–723.

2. Biederman J, Petty CR, Evans M, Small J, Faraone SV. How persistent is
ADHD? A controlled 10-year follow-up study of boys with ADHD. Psychiatry
Research. 2010;177:299–304.
3. Bernardi S, Faraone SV, Cortese S, Kerridge BT, Pallanti S, Wang S, et al.
The lifetime impact of attention deficit hyperactivity disorder: Results from the
National Epidemiologic Survey on alcohol and related conditions (NESARC)
Psychological Medicine. 2012;42(4):875–887. Epub 2011/08/19.
4. Culpepper L, Mattingly G. Challenges in Identifying and Managing AttentionDeficit/Hyperactivity Disorder in Adults in the Primary Care Setting: A Review of
the Literature. Primary Care Companion to The Journal of Clinical Psychiatry.
2010;12(6):PCC.10r00951. doi:10.4088/PCC.10r00951pur.
5. Wetzel, MW. Medical Student Participation in an Adult ADHD Outpatient
Clinic: An Ideal Setting for Education in Outpatient Psychiatry. Academic
Psychiatry. 2009; 33 (1):80.
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An Observed Structured Teaching Exercise (OSTE) for
psychiatry: a resource-efficient and effective tool for assessing
and improving psychiatry resident’s skills as teachers
Presenters
Mimi Levine, BA,MD, Columbia University/New York State Psychiatric Institute
(Leader)
David Latov, MD,BA, Columbia University/New York State Psychiatric Institute
(Co-Leader)
Janis Cutler, MD,BA, New York-Presbyterian (Co-Leader)
Melissa Arbuckle, MD,PhD, Columbia University/New York State Psychiatric
Institute (Co-Leader)
Deborah Cabaniss, MD, Columbia University/New York State Psychiatric Institute
(Leader)
Educational Objectives
1. To develop a resource-efficient and effective tool to assess and improve
psychiatry residents’ skills as teachers of medical students
2. To pilot this tool and assess its efficacy and utility
Practice Gap
The ACGME has identified teaching as an important resident skill, and the
psychiatry Milestone project specifically included “development as a teacher” and
“observable teaching skills” as milestone domains [1,]. Many residency programs
provide formal instruction to residents about how to teach [2,3]. However, less
than half of residents feel competent as teachers, indicating a need for
improvement in residents-as-teachers curricula [2]. Observed Structured
Teaching Exercises (OSTEs) are considered to be one of the most reliable and
valid teaching tools [3]. They have been used across several specialties to help
residents learn how to teach effectively and improve their skills in this area [4, 57]. However, OSTEs are rarely used by psychiatry programs due to cost, lack of
curriculum time, and lack of faculty teachers [3,8]. A resource- and time-efficient
OSTE for psychiatry trainees could overcome these barriers and help to improve
residents’ development as teachers.
Abstract
Background: The ACGME has identified teaching as an important resident skill,
and the psychiatry Milestone project specifically included “development as a
teacher” and “observable teaching skills” as milestone domains. Observed
Structured Teaching Exercises (OSTEs) are considered to be one of the most
reliable and valid teaching tools, and they have been used across several
specialties to help residents learn how to teach effectively and improve their skills
in this area. However, OSTEs are rarely used by psychiatry programs due to

cost, lack of curriculum time, and lack of faculty teachers. Given this, the aim of
this pilot study was to create and implement an OSTE for trainees in an adult
psychiatry residency program with the specific goal of minimizing cost and
burden.
Methods: Based on the results of a previously published focus-group study, a
team of educators developed a three-station OSTE, in which each station
represented a common teaching encounter between a PGY-2 resident and
medical student on an inpatient psychiatric unit: orienting a student on the first
day of a rotation (“Orientation”), giving feedback to a student having difficulty
(“Feedback”), and supervising an interview on the inpatient unit (“Interview”). In
each encounter, the PGY-2 residents were observed by PGY-4 trainees, who
used a standardized assessment tool to provided direct feedback. The three
stations were conducted within two hour-long didactic classes, with one
additional class used to prepare PGY-4’s to serve as evaluators. An electronic
survey was distributed to the PGY-2’s before (pre) and after (post) the OSTE,
assessing 1) participant comfort for each teaching encounter using a Likert scale,
and 2) understanding of the most important teaching points for each encounter
via free-text responses. Free-text responses were then analyzed using qualitative
methods to determine the degree to which they corresponded to pre-determined
learning objectives for each station.
Results: Nine PGY-2 residents completed the survey. Post-survey results
revealed an increase in resident comfort in teaching for all three clinical
scenarios. Post-survey results also revealed an increase in responses that
corresponded to learning objectives for all scenarios, with the largest increases
noted in the Orientation station. No monetary cost was incurred, and the entire
exercise required three hours of didactic time.
Discussion: Though limited by small sample size, these pilot data suggest that
this resource-efficient and highly reproducible version of the psychiatric OSTE
has the potential to help improve psychiatry residents’ teaching skills. Next steps
include implementation among more psychiatry trainees to further assess
efficacy and also demonstrate exportability of the model.
Scientific Citations
1. Accreditation Council for Graduate Medical Education Program Requirements
in Psychiatry. July 1, 2007, minor revision: April 12, 2008. IV A 5 c section 8 and
VI D 4 c.
2. Isenberg-Grzeda E, Weiss A, Blackmore M, Shen MJ, Abrams MS, Woesner
ME. A Survey of American and Canadian Psychiatry Residents on Their Training,
Teaching Practices, and Attitudes Towards Teaching. Academic Psychiatry.
2016; 40:812-815
3. Crisp-Han H, Chambliss BR, Coverdale J. Teaching Psychiatry Residents to
Teach: A National Survey. Academic Psychiatry 2013; 37:23-26

4. Morrison EH, Boker JR, Hollingshead J, Prislin MD, Hitchcock MA, Litzelman
DK. 2002. Reliability and validity of an objective structured teaching examination
for generalist resident teachers. Acad Med. 77(10):S29-S32.
5. Gaba ND, Blatt B, Macri CJ, Greenberg L. Improving teaching skills in
obstetrics and gynecology residents: evaluation of a residents-as-teachers
program. Am J Obstet Gynecol. 2007; 196(1):87.e1-7.
6. Dunnington GL and DaRosa D. A Prospective Randomized Trial of a
Residents-as-Teachers Training Program. Acad. Ed. 1998;73:696-700
7. White CB, Bassali RW, Heery LB. Teaching Residents to Teach. An
iInstructional Program for Training Pediatric Residents to Precept Third-Year
Medical Students in the Ambulatory Clinic. Arch Pediatr Adolesc Med. 1997;
151(7):730-5
8. Coverdale JH, Ismail N, Mian A, Dewey C. Toolbox for Evaluating Residents
as Teachers. Academic Psychiatry 2010; 34:298-301
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Be Well: An Innovative Physician Wellness and Burnout
Curriculum
Presenters
Amanda Helminiak, MD, McGovern Medical School at UTHealth (Leader)
Educational Objectives
1. Define burnout and describe the relevance of it to physicians
2. Identify benefits of this curriculum for residents
3. Discuss future directions in developing a wellness curriculum at a local
institution
4. Discuss possible obstacles in developing this curriculum and how to avoid
them
Practice Gap
Physician wellness has been a focus in undergraduate and graduate medical
education in the recent years due to the recognition of physician burnout. For
example, studies have shown a 27-30% rate of depression in trainees within 12
months of starting their training. Additionally, the prevalence of burnout in some
residency specialties can be as high as 90%. Contributing to the burnout has
thought to be due to the increase in median educational debt, the number of
hours worked, and balancing personal and professional relationships. Despite
these concerning findings, clear guidelines in establishing a physician wellness
curriculum within a residency and measuring burnout are lacking. The
hypothesis is that a monthly didactic lecture about topics of physician wellness
and burnout may improve overall resident wellness.
Abstract
The hypothesis is that a physician wellness and burnout curriculum consisting of
a monthly didactic lecture of 1 hour length will contribute to improved overall
physician wellness scores. The curriculum is set up so that first and second year
psychiatry residents meet together once a month during their protected didactic
time for 1 hour. During these sessions upcoming social events are discussed
and promoted. Resident benefits provided by the local GME department are also
publicized and encouraged as many residents are unaware of these offerings.
The rest of the hour is utilized discussing themes regarding physician wellness
and burnout along with an associated interactive activity. For instance, during
the lecture of resilience residents were tasked with sharing circumstances where
there was interpersonal conflict and challenged to mentally reframe the situation.
Additionally, during another session residents examined a study where art was
shown to improve quality of life in cancer patients and then were provided
supplies to engage in an art activity together. These exercises are a novel
method to enhance the residents’ awareness of physician wellness and burnout

as well as simultaneously foster cohesion. Based on resident feedback the more
interactive the experience the more enjoyable and educational it was to them.
Throughout the academic year, surveys are sent to the residents once every two
months to assess their levels of burnout. These surveys examine elements of
depersonalization, emotional exhaustion, personal accomplishment, comparison
to colleagues, and self-reported suboptimal patient care. Looking forward, the
results of these surveys will be available at the time of poster presentation and
future goal would be obtaining IRB approval for a more meticulous examination
of the benefits of the curriculum in regards to wellness.
Scientific Citations
Lefebvre, D. C. (2012). Perspective: resident physician wellness: a new hope.
Academic medicine, 87(5), 598-602.
Schrijver, I. (2016). Pathology in the medical profession?: Taking the pulse of
physician wellness and burnout. Archives of pathology & laboratory medicine,
140(9), 976-982.
Wallace, Jean E., Jane B. Lemaire, and William A. Ghali. "Physician wellness: a
missing quality indicator." The Lancet 374.9702 (2009): 1714-1721.
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Behind the Looking Glass: The Duke Family Studies Program
and Clinic
Presenters
Jane Gagliardi, MSc,MD, Duke University Medical Center (Co-Leader)
Kammarauche Asuzu, MBBS,MSc, Duke University Medical Center (Co-Leader)
Educational Objectives
After viewing the poster, the participant will:
1. Be able to identify hypothesized ingredients for successful supervision
2. Be able to describe a model of Family Studies supervision that is
multidisciplinary, direct, and provides real-time interaction and feedback
with trainees
3. Discuss benefits and obstacles to implementing similar programs in the
home institution
Practice Gap
Teaching essential psychotherapeutic skills can be logistically challenging, and in
addition to having many schools of thought there are a variety of implementation
strategies. Important components for successful supervision are hypothesized,
including in a recent (2017) article by Crocker and Sudak, and include a positive
working relationship; contract between the learner and supervisor; direct
observation; and consideration of various models such as a “course and lab”
model (Crocker and Sudak, 2017). Patient privacy and confidentiality,
reimbursement, and compliance considerations can be barriers to optimal
supervision. Trainee anxiety with direct observation can also pose a barrier,
particularly if the tasks of obtaining patient consent and navigating the logistics of
recording the session are left to the anxious trainee (Topor et al., 2017).
The Family Studies program at Duke University Hospital has been in existence
for over 20 years and has been a required component of the Psychiatry
residency training program for 18 years. The program provides a
multidisciplinary opportunity for GME residents and fellows and predoctoral PhD
students to learn from a seminar before participating as treatment teams who,
from behind the one-way mirror, observe and comment on the care of a
patient/family system by a peer “in front of the mirror.” The clinic offers a “course
– lab” model of learning, recruits patients to the clinic with up-front knowledge of
the mechanism of supervision and teaching in the clinic, and provides trainees
with a mandatory opportunity for direct and real-time supervision and feedback.
Family Studies supervisors view their role as helping trainees to integrate their
human experience into their practice of psychiatry and take it upon themselves to
foster positive relationships and provide a safe space for trainees to explore their
observations, feelings, transference and countertransference. Costs of the

program include administrative overhead, supervisor compensation, program
director stipend, and trainee time; costs of operation far exceed clinical revenue
generated from patient encounters.
This poster will describe the Duke Family Studies program and provide an
opportunity for the viewer to discuss issues of supervision and implementation
with the authors.
Abstract
Over 20 years ago faculty in the medical psychology program at Duke University
School of Medicine and Health System created a clinic designed to provide
trainees with didactic material in the context of family systems theory followed by
three patient care sessions during which one trainee interacts with the family “in
front of the mirror” while a supervisor and multidisciplinary peers observe from
“behind the mirror.” Methods for real-time supervision and feedback include
teleprompting, calling in, and coming in to model a technique. Patients enrolling
in the clinic are aware of the method of supervision and feedback and are able to
obtain family counseling at reduced rates. Psychiatry trainees in the PGY3 year
and Child and Adolescent Psychiatry trainees in the first year of fellowship learn
alongside predoctoral Psychology interns as well as visiting medical students. In
this clinic, real-time supervision and feedback, a collaborative learning
environment, and multidisciplinary perspectives from diverse supervisors and
learners contribute to a rich learning environment.
Scientific Citations
Crocker EM, Sudak DM. Making the most of psychotherapy supervision: A guide
for psychiatry residents. Academic Psychiatry 2017; 41(1): 35-39.
Topor DR, Ahn Allen CG, Mulligan EA, Dickey CC. Using video recordings of
psychotherapy sessions in supervision: Strategies to reduce learner anxiety.
Academic Psychiatry 2017; 41(1): 40-43.
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CAP Fellowship and Pediatric Integrated Care Models:
Paragons, Pragmatics and Pitfalls.
Presenters
Craigan Usher, MD, Oregon Health Sciences University (Co-Leader)
Megan McLeod, MD, Oregon Health Sciences University (Leader)
Karen Saroca, MD, Tufts Medical Center (Co-Leader)
Julie Sadhu, MD, McGaw Medical Center, Northwestern University (Co-Leader)
Sansea Jacobson, MD, Western Psychiatric Institute & Clinic (Co-Leader)
Educational Objectives
Viewers of this poster will be able to:
1. Describe the need for integrated care training in CAP fellowship programs.
2. List four Milestone-anchored competencies for integrated care training.
3. Consider the pros and cons of four models of integrated care training
implemented in CAP fellowship programs and in;
4. Contemplating these pros and cons, keep in mind two real-life fellow
experiences in integrated care training.
Practice Gap
“…our own trainees get very little or no education in the skills essential to being
an effective collaborator and consultant to primary care providers. In an
integrated care environment, many are much more comfortable with the
traditional office-based practice and what used to be the 50-minute hour. But no
reasonable professional—pediatrician or child psychiatrist—will seek to practice
in a manner for which he or she has not been trained and in which he or she
does not feel competent, so education is key.”
- Gregory Fritz, American Academy of Child & Adolescent Psychiatry President
Integrated care is an effective and cost saving model to address the limited
workforce of child and adolescent psychiatrist. The American Psychiatric
Association Council on Medical Education and Lifelong learning 2014 report
details resources and recommendations for competencies in integrated care. A
2014 survey from the AADPRT integrated care task force found that of
respondents, 72% of child and adolescent psychiatry (CAP) training programs
provide integrated care training. Implementing such training presents challenges,
including: funding, physical space limitations, access to supervising faculty, and a
lack of certainty as to how fellows should be evaluated. By comparing how four
programs have designed integrated care training and managed these challenges,
and by using stories from fellow experiences in clinic, we will help CAP training
programs implement new integrated care training programs, improve current

training programs, and consider ways of evaluating the efficacy of such
programs. To our knowledge, this is the first time that a poster comparing
integrated care training across CAP fellowships has been presented at AADPRT.
Abstract
Training in integrated care is becoming more common in CAP fellowships, and
suggested competencies, skill primers, and trainings exist, and are being utilized
to various degrees. In order to inspire graduating fellows to choose careers in
integrated care, we need to develop training experiences that are positive,
meaningful, appropriately challenging, and with clear objectives and feedback
measuring performance. We describe how four CAP fellowships (Oregon Health
and Science University, Northwestern University, University of Pittsburgh, State
University of New York at Buffalo) are tackling this task and explore a variety of
topics, including: the ideal timing and location of integrated care training, program
funding for the training experience, methods of fellow evaluation, and formal
integrated care didactics. We intend to describe the pros and cons of each model
and provide stories “from the trenches” of fellow experiences in integrated care
settings that have gone well, or not gone well, and why.
We will outline future goals related to consolidating efforts, sharing resources,
and determining how outcome data is, or could be collected. We will provide
handouts with take-home materials including: rotation descriptions, goals and
objectives, and fellow and program evaluation methods. Our next generation of
psychiatrists need to have a better understanding of their role in integrated care
models. As fellowship training directors, we are tasked with creating innovative
training experiences and curricula that will inspire our graduates to join the ranks
and become effective in their diverse roles as providers in integrated care
systems.
Scientific Citations
American Academy of Child and Adolescent Psychiatry. 2016. “Workforce
Issues.” Retrieved from the World Wide Web on February 20, 2017, at
http://www.aacap.org/aacap/Resources_for_Primary_Care/Workforce_Issues.as
px.
Asarnow, JR., et al. Integrated medical-behavioral care compared with usual
primary care for child and adolescent behavioral health: A meta-analysis. JAMA
Pediatrics. 2015;169(10):929-937.
Fritz GK. Presidential Address: child and adolescent psychiatry in the era of
health care reform. J Am Acad Child Adolesc Psychiatry. 2016;55(1):3-6.
Jeffrey, J., and Martini, D. Skills for the child and adolescent psychiatrist within
the pediatric primary care setting. JAACAP Connect. 2016; 3: 9-14.

Martini, R, et al. Best principles for integration of child psychiatry into the
pediatric health home. From AACAP Committee on Collaboration with Medical
Professions, Committee on Community-Based Systems of Care and Committee
on Healthcare Access and Economics. 2012. Available at:
https://www.aacap.org/App_Themes/AACAP/docs/clinical_practice_center/syste
ms_of_care/best_principles_for_integration_of_child_psychiatry_into_the_pediatr
ic_health_home_2012.pdf.
Saroca, K. Mental health integration in pediatric primary care. Grand rounds
presentation at Tufts Medical Center Department of Psychiatry, June 2017.
Summers, R, et al. Training psychiatrists for integrated behavioral health care.
American Psychiatric Association Council on Medical Education and Lifelong
Learning. 2014. Available at: https://www.med.upenn.edu/psychres/assets/usercontent/documents/CMELL_ICReport_2232015%20(5).pdf
Unutzer, J., et al. 2008. Long-term cost effects of collaborative care for late life
depression. American Journal of Managed Care, 14(2):95-100.
Wanjiku, FM, et al. Competencies and training guidelines for behavioral health
providers in pediatric primary care. Child and Adolescent Psychiatry Clinics of
North America, 2017; 26(4): 717-731.
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Challenges and opportunities of integrating neuroscience into
psychiatric training: Experience from the UK
Presenters
Gareth Cuttle, PhD, No Institution (Leader)
David Ross, PhD,MD, Yale University School of Medicine (Leader)
Educational Objectives
1. Describe and explain the need to integrate neuroscience into psychiatric
training in the UK;
2. Identify challenges and opportunities in integrating neuroscience into
psychiatric training in the UK
3. Present and explain the strategies for dissemination and implementation
developed to facilitate integration of neuroscience into psychiatric training
in the UK.
Practice Gap
Psychiatry is in the midst of a paradigm shift. Mental illness is increasingly
understood in terms of genetics, developmental neurobiology, and neural
circuitry. However, despite the fact that the overwhelming majority of training
directors support the integration of neuroscience teaching, for a host of reasons
these essential perspectives are largely peripheral and frequently absent from
training programs in psychiatry. Where present, teaching has often ignored
modern research on adult learning, resulting in a poor learner experience. Much
neuroscience teaching has failed to present the subject as clinically relevant,
embedding a sense of negativity around this potentially most exciting of topics.
There are, therefore, major challenges but also opportunities in introducing a
neuroscience curriculum into a psychiatry training program.
Abstract
The overarching goal of a neuroscience curriculum is that psychiatrists will
incorporate a modern neuroscience perspective as a core component of every
formulation and treatment plan and bring the bench to the bedside. Crucial to
achieving this is that the faculty delivering the neuroscience curriculum are fully
engaged and empowered. In many cases, the faculty may lack familiarity with
neuroscience content and may desire and/or require extra support and an
enhanced skill set to deliver neuroscience effectively. It is vital that they adopt
teaching and learning approaches that overcome a perceived reluctance,
anxiety, and lack of confidence among trainees in what they believe is a difficult
area of study.
In the US, the NNCI was created with the overarching aim of creating, piloting,
and disseminating a comprehensive set of shared resources that will help train

psychiatrists to integrate a modern neuroscience perspective into every facet of
their clinical work. This curriculum would be built on principles of adult learning, a
cross-disciplinary orientation, and was designed to be adaptable for use in any
type of learning environment. Meanwhile, in 2016 in the UK, the Royal College of
Psychiatrists commenced a two-year overhaul of its own neuroscience
curriculum with the aim of ensuring that our psychiatry trainees [residents] are: 1.
Armed with the latest neuroscience knowledge, to be better prepared for the
advances that will be made during their working lives; and 2. Trained to be
neuroscientifically literate, prepared to critically evaluate new research findings
and integrate these with psycho-social explanations.
The Royal College of Psychiatrists Neuroscience Project has undertaken an
extensive, nationwide program of stakeholder engagement and consultation
involving more than 1000 participants, among them established faculty, clinical
psychiatrists, and psychiatrists in training. Our goal was to understand how these
groups feel about the integration of neuroscience into psychiatric training. Key
findings are:
1. Overwhelming support for the initiative to integrate more, and more
modern, neuroscience into the curriculum
2. An unmet need for support and the provision of training opportunities for
those involved in the teaching of neuroscience to psychiatric trainees
3. We are responding to these opportunities and challenges with three
interventions to support and develop faculty:
1. Hosting regional training events – ‘Inspiring Excellence in
Neuroscience’ – consisting of refresher sessions on the latest
findings in clinically-relevant brain research, delivered by
investigators working at the cutting edge of neuroscience, and
workshops led by outstanding communicators of neuroscience,
designed to expand and extend faculty members’ strategies for
teaching neuroscience in an inspiring and confidence-building way
2. Creation and support of local/regional networks of neuroscientists
and psychiatry faculty to stimulate excellent teaching by facilitating
collaboration and enabling the sharing of best practice in
neuroscience education
3. Development of online resources for teaching and learning, freely
accessible through the College’s online portal, including self-study
modules and teaching activities
We are proactively supporting the teaching of integrated neuroscience by
beginning the phased introduction of these interventions ahead of the
introduction of our new curriculum. The success of the interventions is subject to
ongoing monitoring and evaluation.

Scientific Citations
Melissa R. Arbuckle, Michael J. Travis, David A. Ross. Integrating a
neuroscience perspective into clinical psychiatry today. JAMA Psychiatry. 2017;
74(4):313-314.
Ed Bullmore, Paul Fletcher, Peter B. Jones. Why psychiatry can’t afford to be
neurophobic. The British Journal of Psychiatry. 2009; 194(4):293-295.
Everett M. Rogers. Diffusion of Innovations, 5th ed., 2003. Free Press.
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Child and Adolescent Psychiatry Boot Camp: A clinical
orientation for new fellows.
Presenters
Afshan Anjum, MBBS, University of Minnesota (Leader)
Travis Fahrenkamp, MD, University of Minnesota (Co-Leader)
Derek Leroux Smith, MD, University of Minnesota (Co-Leader)
Educational Objectives
We developed a fellow-driven boot camp to bring the two classes together to
learn and review the basics of outpatient child psychiatry. Modules were
developed to help ease the transition for incoming fellows from outpatient adult
psychiatry clinic to child and adolescent psychiatry clinic.
Practice Gap
Fellowship comes with an unwritten expectation that the provider trainee will
know more (regarding medical knowledge and applied practice), and be more
confident and proficient. Many trainees transitioning from adult psychiatry into
child and adolescent psychiatry fellowship feel behind or less confident about
child and adolescent psychiatry knowledge and skill set. Incoming University of
Minnesota child and adolescent fellows reported feeling especially less confident
in treatment of ADHD, ASD, DMDD, and child bipolar, and perceived themselves
to have inadequate knowledge about psychotropic medications approved for use
in patient's under 18 years old.
Abstract
Methods: We developed a 6-part series of 60 minute modules to focus on topics
of child/ adolescent interview and formulation, attention deficit hyperactivity
disorder, major depressive disorder, autism spectrum disorder, bipolar and
disruptive mood dysregulation disorder, and anxiety. The goal of the modules
were to specifically address outpatient clinical treatment. Pre-test and pre-survey
questions were given prior to the beginning of the course, and prior to each
subsequent module. Post-test and post-survey questions were given at the
completion of the overall course. A post-course feedback session was held to
discuss topics to explore further in the following psychopathology lecture series.
Results: When comparing pre-test and post-test scores, year 1 and 2 CAP
Fellows demonstrated overall improvement in confidence regarding case
questions related to specific clinical topics; however, level of improvement varied
depending on the module. Survey responses highlighted an overall increase in
fellows' confidence level regarding clinical practice in these areas in outpatient
clinic.

Discussion: Based on the results above and on feedback received, we
determined that creation and implementation of a fellow-driven boot camp
provided benefit during the transition from adult psychiatry training to child and
adolescent psychiatry training. Thus, a fellow boot camp could be offered each
year. Additional feedback highlighted that the modules should continue to be
time-limited, with enough information to provide initial comfort with treating
children and adolescents in the outpatient clinic. Time-limited boot camp will also
provide transition into didactic series that will follow, with more in-depth exposure
to material on these topics. Limitations include small sample size (8 fellows total
in program), use of fellow-developed test questions on cases, and limited long
term follow up.
Scientific Citations
1. Thomas, Christopher, MD and Holzer, Charles, PhD. The Continuing Shortage
of Child and Adolescent Psychiatrists. JAACAP. 2006. 45: 1023-1031.
2. Searle, N. S., Hatem, C. J., Perkowski, L., & Wilkerson, L. (2006). Why invest
in an educational fellowship program?. Academic Medicine, 81(11), 936-940.
3. Stubbe, D., Martin, A., Bloch, M., Belitsky, R., Carter, D., Ebert, M., et al.
(2008). Model curriculum for academic child and adolescent psychiatry training.
Academic Psychiatry, 32(5), 366-376.
4. Cantor, J. C., Baker, L. C., & Hughes, R. G. (1993). Preparedness for practice:
young physicians' views of their professional education. JAMA, 270(9), 10351040
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Clinical Skills Lab - a simulation-based model for interactive,
interprofessional, site-based learning
Presenters
Jennifer Zhu, MD, New York University School of Medicine (Leader)
Michael Walton, MD, New York University School of Medicine (Leader)
Educational Objectives
Educators should learn about the feasibility and effectiveness of a simulationbased Clinical Skills Lab weekly course that advances a GME trainee’s
interpersonal, communication and patient management skills on an inpatient
clinical rotation.
Practice Gap
An inpatient clinical rotation is a perfect time to teach GME trainees core clinical,
interpersonal, and interprofessional skills. However site based didactics on
inpatient clinical rotations have historically focused on pharmacologic treatment
algorithms, journal clubs, expert case conferences, and ad hoc teaching on
rounds. These traditional didactic methods bring little to bear on the development
of interpersonal and communication skills and often exclude the other clinical
professions.
Site-based didactics can facilitate the practice of core clinical skills in real time,
can model the interprofessional delivery of care, can build professionalism, and
can adjust to the brevity of a clinical rotation. However they can be difficult to
design and implement.
Abstract
We developed a simulation-based ‘clinical skills lab’ where frequently used
clinical skills are practiced by GME trainees, nurses, social workers and other
clinical staff in an interprofessional workshop.
This weekly workshop takes place during a first and second year inpatient clinical
rotation. This workshop focuses on the development of core clinical skills, such
as consenting a patient for a specific class of medication, delivering a diagnosis
of a personality disorder, educating a patient on a specific DBT-based skill, or deescalating a tense encounter with a patient’s family.
Using true-to-life vignettes, GME trainees, nurses and other clinical staff take
turns in the role of staff member and patient, playing out the realities and
challenges of such situations. This practice occurs under the supervision of a
senior clinician who observes and provides timely, practical feedback. A master
clinician demonstration follows, and finally the group summarizes and generates

a list of ‘pro tips’ and ‘pitfalls’. A library of vignettes is being assembled so that
newly hired staff and off hours staff can engage in self-study of expert practice
around difficult clinical situations.
By moving beyond lecture and theory-based discussions this simulation-based
clinical skills lab promotes active learning. By working interprofessionally, this
clinical skills lab facilitates team building and problem solving. By using true to
life vignettes, the clinical skills lab promotes self-reflection and provides grist for
future patient encounters.
Scientific Citations
The need for more focused and practical opportunities for resident education on
inpatient clinical rotations is clear [Greenbert WE and JF Borus. Focused
Opportunities for Resident Education on Today’s Inpatient Psychiatric Units.
Harvard Rev Psych 2014; 22(3): 201-4.] Moreover, data support the conclusion
that interprofessional learning better meets the needs of staff working in our
systems of care [Kinnair D et al. Interprofessional education in mental health
services: learning together for better team working. 2014; 20:61-68.]
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Cognitive Flexibility and Burnout among Medical Residents
Presenters
David Williams, MD, Medical College of Georgia at Georgia Regents University
(Leader)
Educational Objectives
This study attempts to correlate burnout among residents with cognitive flexibility.
The hypothesis is that residents with higher levels of cognitive flexibility will
experience less burnout. This may be especially true of international medical
graduates (IMGs), who usually report less burnout. Secondary measures that will
also be assessed include social support, resilience, and grit. The results of this
study will be used for residency program improvement.
Practice Gap
High levels of burnout continue to plague both residents and practicing
physicians. Programs struggle to balance clinical workload, educational activities,
quality of patient care and resident health and well-being. Interventions aimed at
cognitive flexibility may provide tools and outlook to alleviate burnout among
resident.
Abstract
Burnout is a prevalent problem among medical professionals affecting anywhere
from 17% to 75% of individuals. Residents are especially vulnerable due to
factors including: long work hours, inexperience, and geographical relocation.
Burnout as a concept includes aspects of emotional exhaustion,
depersonalization, and declining work satisfaction. Studies have consistently
found that among residents in American residencies, international medical
graduates (IMGs) have lower levels of burnout than American graduates. A wide
range of explanations have been offered including resilience/coping associated
with immigration, differing psychological reference points, lower debt burden, and
greater social support networks. In recent years the concept of cognitive flexibility
(CF) has been studied as a mitigating factor in burnout and job performance in a
wide range of settings. CF includes mindful awareness of thoughts and feelings
without interfering with the ability to take action consistent with individual values.
Cognitive flexibility has not been widely studied as a factor in resident burnout or
more specifically among IMGs. Work place programs of Acceptance and
Commitment Therapy (ACT) have been used to promote cognitive flexibility
among different classes of workers. The 22-item Maslach Burnout Inventory has
been used extensively in research concerning burnout. More recently a single
item asking subjects to rate levels of burnout by indicating which one of 5
statements most closely corresponds to their self-defined level of burnout has
been shown to correlate highly with the full MBI. Measures of CF including the

AAQ (acceptance and action questionnaire) have been administered to medical
staff and other members of the work force. A measure more suited to
occupational settings is the work-related acceptance and action questionnaire
(WAAQ). Our study attempts to identify whether a potentially modifiable variable
(cognitive flexibility) impacts burnout among residents and whether this explains
the differing levels of burnout between American graduates and IMGs. An
anonymous online survey will be used to assess levels of burnout and cognitive
flexibility. Other secondary measures to be assessed include grit (defined as
perseverance and devotion to long term goals) by the Short Grit Scale, social
support via the 12-item Interpersonal Support Evaluation List (ISEL), and
resilience via the Connor-Davidson Resilience Scale (CD-RISC. The survey
respondents will also be invited to participate in a thirty minute one on one
interview with sub-I in which they will be asked to share their experience of
burnout and what they view as aggravating/mitigating factors.
Scientific Citations
Dyrbye, L. N., et al. Burnout Among U.S. Medical Students, Residents, and Early
Career Physicians Relative to the General U.S. Population. Academic Medicine.
2014; 89(3), 443–451.
Panagioti M, Panagopoulou E, Bower P, Lewith G, Kontopantelis E, ChewGraham C, Dawson S, van Marwijk H, Geraghty K, Esmail A. Controlled
Interventions to Reduce Burnout in PhysiciansA Systematic Review and Metaanalysis . JAMA Intern Med. 2017;177(2):195–205.
doi:10.1001/jamainternmed.2016.7674
Salyers, M.P., Bonfils, K.A., Luther, L. et al. The Relationship Between
Professional Burnout and Quality and Safety in Healthcare: A Meta-Analysis J
GEN INTERN MED (2017) 32: 475. https://doi.org/10.1007/s11606-016-3886-9
https://nam.edu/wp-content/uploads/2017/10/American-Psychiatric-AssociationCommitment-Statement.pdf
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Design and Validation of a Program Director Evaluation
Presenters
Jason Schillerstrom, MD, University of Texas Health Sciences Center at San
Antonio (Leader)
Aline Cenoz-Donati, MD, University of Texas Health Sciences Center at San
Antonio (Leader)
Josie Pokorny, MD, University of Texas Health Sciences Center at San Antonio
(Co-Leader)
Educational Objectives
1. Identify the subjective qualities of outstanding and poor program directors
as perceived by graduate medical education (GME) leadership,
department chairs, program directors, and residents.
2. Identify measurable qualities and values that a program director could be
assessed by GME, department chair, and residents.
3. Create program director evaluation tools with benchmarked scales that
have content validity.
Practice Gap
According to the ACGME Institutional Requirements, “the purpose of graduate
medical education (GME) is to provide an organized educational program with
guidance and supervision of the resident, facilitating the resident’s ethical,
professional, and personal development while ensuring safe and appropriate
care for patients.” The responsibility of fulfilling AGCME’s requirements
ultimately falls to the program director. Programs are evaluated annually by
internal and external reviews. However, there is no universal formal evaluation of
the program director. The purpose of this project was to create valid
assessments of the program director that could be completed by residents, GME,
and the department chair.
Abstract
Background: residency program accreditation mandates internal and external
reviews identifying strengths and opportunities for improvement. It is assumed
that program quality correlates with program director quality as they are
anecdotally considered reflections of each other. However, there are no
published tools available that specifically evaluate program directors. The
purpose of this project was to develop benchmarked evaluation tools of program
directors that have content and construct validity.
Methods: To determine the qualities of outstanding and poor program directors,
we conducted standardized interviews with four associate deans of graduate
medical education, five department chairs in differing specialties (psychiatry,

surgery, internal medicine, family medicine, and pediatrics), 5 program directors
in those specialties, and XX residents. Interview responses were analyzed and
categorized by theme. A separate resident evaluation and department chair/GME
evaluation were drafted and distributed back to interview participants for review.
Results: Interviews revealed many similarities with some differences between
resident and faculty opinions of program director qualities. Both emphasized the
importance of communication, approachability, mentorship, and role modeling.
Faculty emphasized maintenance of accreditation and resident discipline while
residents emphasized resident wellness, maintenance of the learning
environment, and managing difficult faculty. We were able to develop a 10-item,
benchmarked, 5-point Likert scale for residents and a similar 12-item scale for
department chairs and GME leadership that were well reviewed by multiple
invested parties.
Conclusion: Although the responsibilities and reporting lines of a residency
training director are immense and sometimes contradictory, we were able to
develop valid program director evaluation tools that can highlight the successes
and opportunities for improvement of these academicians.
Scientific Citations
We were unable to identify any previous work related to this project which
perhaps better than anything illustrates the practice gap.
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Developing a Specialty-Specific Resident Resiliency Program
Presenters
Alyse Stolting, MD, University of Toledo (Co-Leader)
Amy Riese, MD, University of Toledo (Co-Leader)
Angele McGrady, PhD, University of Toledo (Co-Leader)
Julie Brennan, PhD, University of Toledo (Co-Leader)
Educational Objectives
1. Define resident burnout and wellness
2. Summarize the importance and effectiveness of a specialty-specific
resiliency program
3. Describe the implementation of a specialty-specific resiliency program
Practice Gap
The aim of our poster is to address the need for physician well-being among
trainees. The importance of well-being is highlighted by the recent ACGME
milestone changes. Our program provides residents with skills to help them thrive
during and after residency, while also addressing these milestone components.
There is limited data on the effectiveness of specialty-specific resiliency
programs. Our study describes the major elements of our program and highlights
its effectiveness.
Abstract
Physicians, especially those in residency training, are at an increased risk of
depression, burnout and fatigue. A study of first-year family medicine residents
found that 23% were at risk for clinic depression, despite duty hour restrictions.
At The University of Toledo, we developed a specialty-specific resident resiliency
program for our family medicine, internal medicine, neurology and, most recently,
psychiatry residents. There were 32 family medicine residents, 10 of which were
controls, were involved in the study. Additionally, 17 internal medicine residents,
10 neurology residents and 14 psychiatry residents participated. The objective of
our study was to learn if developing a specialty-specific resiliency program would
decrease fatigue, stress and burnout among these resident populations. This
study was IRB approved and all participants signed a consent form. At the start
of the program, participants completed a needs assessment, which allowed us to
tailor our efforts. Based on the data from the needs assessment, we learned that
residents in the family medicine program wanted to focus on stress management,
time management and relaxation skills. Residents in internal medicine identified
dealing with fatigue, stress management and time management as areas of
importance. Residents in neurology wanted to address balancing life, managing
anxiety and time management. Results from the psychiatry needs assessment
will be available at the time of the meeting. Standardized assessment tools were

used to measure resiliency, burnout, perceived stress and mindfulness before
and after the program. Typical sessions focused on coping skills, relaxation,
mindfulness, balancing life and time management. At the conclusion of our
program, a posttest of family medicine intervention residents showed a
statistically significant decrease in emotional exhaustion (p = 0.01) and an
improvement in their depersonalization/compassion score (p=0.013) (ANOVA).
Internal medicine resident posttest results showed a statistically significant
improvement in resiliency (p = 0.009) and a decrease in perceived stress (p =
0.048).
There were no clinically significant changes in the measures in the neurology
resident participants. Several limitations to this study were identified including:
inconsistent attendance due to clinical responsibilities, variable faculty support for
the program in the various departments as well as limited financial resources.
Data from the psychiatry program will not be available until after June 2018, but
has thus far the program has been well received. Overall, these data suggest
that a specialty-specific program can be beneficial in improving burnout,
perceived stress and resiliency. A trainee with an AADPRT faculty mentor has
produced this poster.
Scientific Citations
1. Mata DA, Ramos MA, Bansal N, et al. Prevalence of Depression and
Depressive Symptoms Among Resident Physicians A Systematic Review and
Meta-analysis. JAMA. 2015; 314(22):2373-2383.
2. Woodside, J. R., Miller, M. N., Floyd, M. R., McGowen, K. R., & Pfortmiller, D.
T. (2008). Observations on burnout in family medicine and psychiatry residents.
Acad Psychiatry, 32(1), 13-19. doi:10.1176/appi.ap.32.1.13
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Developing a Trauma Curriculum
Presenters
Iram Kazimi, MD, McGovern Medical School at UTHealth (Leader)
Geetanjali Sahu, MBBS, University of Texas Health Science Center (Co-Leader)
Bibi Mary, MBBS, Vanderbilt University Medical Center (Co-Leader)
Educational Objectives
At the end of reviewing this poster, attendees will be able to: 1) Describe the
importance of having a trauma curriculum in general residency program. 2)
Identify the core components of a robust trauma curriculum. 3) List strengths and
deficits with regards to trauma curriculum within their residency program. 4)
Describe resources which can be used to strengthen trauma training within their
program.
Practice Gap
According to National Child Abuse and Neglect Data System during FFY 2015,
an estimated 683,000 children in the 50 States, the District of Columbia, and
Puerto Rico were determined to be victims of abuse or neglect.i Nationwide
community studies estimate between 25% and 61% of children and adolescents
have a history of at least one exposure to a potentially traumatic event and
38.5% of American adults claim to have experienced at least one traumatic event
before the age of 13.ii There is a strong graded relationship between the breadth
of exposure to abuse or household dysfunction during childhood and multiple risk
factors for several of the leading causes of death in adults.iii Given the
magnitude of its prevalence and the breadth of its effects, it is essential that
psychiatrists are apt at recognizing and treating trauma victims. However,
growing number of studies suggest that majority of abuse cases are not identified
by mental health services.iv,v,vi This further leads to misdiagnosis and
inadequate treatment of trauma patients. To address this gap in education and
competence we started a trauma curriculum with the aim that psychiatry
residents must learn to sensitively and validly identify and appropriately respond
to patient histories of trauma in their various forms.vii,viii Depending on their
educational background, residents may or may not have knowledge of identifying
and treating trauma patients when they start their residency. Lack of knowledge
can make treating a trauma patient a very emotionally draining or distressing
experience for a resident. Our curriculum provides a comprehensive education
about epidemiology, neurobiology, symptomatology and treatment of trauma,
along with education about self-care
Abstract
Trauma is so prevalent in our society that no matter which population we work
with, we are bound to come across a trauma victim at some point in our career.

This poster will focus on importance of having a trauma curriculum in residency
program. We will identify the core components of a trauma curriculum and
include a list of resources to help programs improve/build a robust trauma
curriculum in their respective programs. Attendees will be introduced to various
online and open resources for trauma training including but not limited to nnci
modules, national child traumatic stress network, free tf-cbt certification program
from Medical University of South Carolina etc.
Scientific Citations
https://www.acf.hhs.gov/sites/default/files/cb/cm2015.pdf ii E. Briggs, J. Fairbank,
J. Greeson, L. Amaya-Jackson, E. Gerrity, H. Belcher, R. Pynoos. Links between
child and adolescent trauma exposure and service use histories in a national
clinic-referred sample. Psychological Trauma: Theory, Research, Practice, and
Policy, 5 (2012), pp. 101–109 iii Felitti VJ, Anda RF, Nordenberg D, Williamson
DF, Spitz AM, Edwards V, Koss MP, Marks JS. Relationship of childhood abuse
and household dysfunction to many of the leading causes of death in adults. The
Adverse Childhood Experiences (ACE) Study. Am J Prev Med. 1998
May;14(4):245-58. iv Read J, Harper D, Tucker I, Kennedy A. Do adult mental
health services identify child abuse and neglect? A systematic review. Int J Ment
Health Nurs. 2017 Aug 17. doi: 10.1111/inm.12369. v Al-Saffar S, Borgå P,
Hällström T. Long-term consequences of unrecognised PTSD in general
outpatient psychiatry. Soc Psychiatry Psychiatr Epidemiol. 2002 Dec;37(12):5805 vi Liebschutz J, Saitz R, Brower V, Keane T. M, Lloyd-Travaglini C, Averbuch
T, Samet J. H. PTSD in Urban Primary Care: High Prevalence and Low
Physician Recognition. Journal of General Internal Medicine, 22(6), 719–726. vii
ACGME program requirements for graduate medical education in psychiatry, July
1, 2007, p 14. viii Schneeberger AR, Muenzenmaier K, Abrams M, Leon SR,
Ruberman L, Battaglia J. Comprehensive Trauma Training Curriculum for
Psychiatry Residents. Acad Psychiatry. 2012;26:2.
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Development of an App using iBeacon Technology for LocationSpecific Attendance and Real-Time Feedback for Didactics
Presenters
Christina Ahn, MD, New York University School of Medicine (Leader)
Rebecca Lewis, MD, New York University School of Medicine (Co-Leader)
Patrick Ying, MD, New York University School of Medicine (Co-Leader)
Educational Objectives
1. To describe how an App and iBeacon technology are being used at NYU
to track class attendance and didactic feedback
2. To present preliminary data regarding our implementation of the app and
the adoption of this technology by the residents
3. To discuss possible further uses of these technologies to improve
didactics
Practice Gap
Regular attendance at didactic instruction is an ACGME requirement. Resident
feedback is important for improving teaching practices as well as for faculty
development. Mobile technology has been used to both track attendance and
curricular feedback, the benefit being that class-specific data can be obtained in
timely fashion (1). At NYU, curricular feedback has typically been obtained
through semi-annual evaluation meetings conducted by the chief residents.
Recently, the GME office began distributing free iPads to all house staff but we
had not fully considered how to utilize and integrate these into resident
education. As of 2017-2018, we developed a psychiatry-specific app catalog
(including a virtual library) and installed iBeacons in our psychiatry classrooms to
track attendance and gather class-specific feedback from residents through an
iPad app. As digital tools become more available and reliable, we are
investigating the roles of iBeacons and iPads in not only improving practices
around attendance and feedback but delivering custom location-based
educational content to transform psychiatry education.
Abstract
In order to collect real-time feedback and document attendance at didactic
instruction, we have developed an app for iPads or iPhones that utilizes iBeacon
technology. This app allows residents to “check in” electronically to didactics on
their mobile devices, as well as deliver real time feedback to the residency
program, course directors and instructors at the level of each didactic session
while in proximity to the iBeacons in the classrooms.
iBeacons are small Bluetooth transmitters which can be detected by iPads or
iPhones in order to trigger location specific actions on the devices. For instance,
in commercial applications, a store might use an iBeacon to have regular

customers “check-in” and receive sale information or a museum might use
iBeacons in different rooms to activate information about the different exhibits on
a visitor’s device. We have implemented iBeacons in our psychiatry classrooms,
in conjunction with the “Companion” app developed with the NYU School of
Medicine’s Institute for Innovations in Medical Education. When the resident is in
our classroom, the iBeacon will trigger the app, allowing the resident to “checkin.” Subsequently, at the end of each didactic session, residents are able to give
feedback on the course, using the app to link to a “Google Form” for collecting
feedback in a similar fashion as described by Boland. The “Companion” app is
only able to complete these functions while in proximity to the iBeacon; check-ins
and feedback have time-stamps that be use to correlate that information to
individual classes. Attendance and feedback are stored by completely different
mechanisms and on different servers in order to preserve anonymity for the
feedback delivered. Feedback consists of a simple overall question rated on a
scale of 1-5 and free-text portion for comments. Feedback scores are outputted
on a spreadsheet and can be aggregated at the course level or at the level of
individual classes.
Scientific Citations
(1) Havel, L.K., Powell, S.D., Cabaniss, D.L. et al. Acad Psychiatry (2017) 41: 76.
https://doi.org/10.1007/s40596-016-0564-5
(2) Benjamin S, Boland R, Chan C, Luo J, Ying P: Teaching with Technology,
Presented at the 45th Annual Meeting of the American Association of Directors of
Psychiatric Residency Training, Austin TX, March 2016
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EndNote: A New Beginning for Educational Curricula and
Lifelong Learning
Presenters
Paul Ambrosini, MD, Drexel University College of Medicine (Leader)
Ayesha Waheed, MD, Drexel University College of Medicine (Co-Leader)
Educational Objectives
1. Develop familiarity with EndNotes software and its well known, traditional
function in managing bibliographic data for manuscript writing.
2. Learn an innovative method of utilizing EndNotes software for creating
and disseminating educational curricula across training programs.
3. Explore use of such curricula for lifelong learning for community
psychiatrists and also as e-modules for lifelong learning required for
American Board of Psychiatry and Neurology (ABPN) Maintenance of
Certification (MOC) program.
Practice Gap
During recent discussions at AADPRT (American Association of Directors of
Psychiatry Residency Training), it was evident that among the child psychiatry
training programs there is an unmet need to develop a comprehensive and
standardized curriculum of landmark studies to teach evidence based medicine
to trainees especially psychopharmacology. Community based or newly
established child psychiatry training programs do not have resources for
developing such curricula. Our project addresses this unmet need. This project
is first of its kind use of EndNote software in creating educational curriculum
which can be easily disseminated across training programs. It can be kept
current and modified for a specific need within any training program. These
curricula also serve as a lifelong learning e-module for practicing child
psychiatrists especially those enrolled in American Board of Psychiatry and
Neurology (ABPN) Maintenance of Certification (MOC). The multi-dimensional
functionality, customization to meet individual needs, electronic portability and
sharing through web based platforms make our project an innovative and
creative educational endeavor to fulfill the unmet need of child psychiatry training
programs.
Abstract
EndNote is a reference management software program facilitating identification,
organization, storage, and sharing of bibliographic data. It allows downloading
from the web, references and PDF copies specific for writing a paper or simply
organizing a bibliography for any educational activity. An unlimited bibliographic
library can be created and continually updated. The research community used
EndNote for a long time to organize a bibliography for manuscript writing but no

one has ever utilized this state of the art software for developing and
disseminating educational curricula. Thus our project is innovative in this regard.
These curricula include 1) a focused bibliography of the topic and 2) PDF copies
of each reference. Once an EndNote curriculum is created, this format is
compatible across both Windows and MAC operating systems. EndNote desktop
software is required to open the library file. It allows access to the library through
web-based services across multiple personal devices including mobile phones.
There is no charge for this web based service beyond the original software cost.
The versatility, rapid updateability, and electronic portability make this a very user
friendly tool to be implemented within and shared across training programs and
beyond to practicing physicians. One of the proposed topics of our project is the
“ABC curriculum.” This will be a bibliography and their PDF copies of the major
landmark, multi-center studies in Child & Adolescent Psychiatry. Currently, 20
study series have been identified. Similarly, curricula can be developed and
focused on any topic within child psychiatry or general psychiatry.
Scientific Citations
1. Glick ID, Zisook S, Shader RI. The challenge of teaching psychopharmacology
and improving clinical practice. J Clin Psychopharmacol. 2005; 25:203-205.
2. Glick ID, Zisook S. The challenges of teaching psychopharmacology in the
new millennium: the role of curricula. Acad Psychiatry. 2005; 29:134-140.
3. Goldberg DA. Model curricula. The way we teach, the way we learn. Acad
Psychiatry. 2001;25:98-101.
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Evaluation of a Blended-Learning Elective Curriculum in
Integrative Psychiatry
Presenters
Noshene Ranjbar, MD, University of Arizona (Leader)
Educational Objectives
1. To improve resident knowledge of evidence-based Integrative Medicine in
Psychiatry
2. To improve resident wellness and self-awareness of their own health and
wellness
3. To incorporate knowledge of Integrative Medicine in the clinical setting
Practice Gap
Integrative Medicine (IM) has been defined as a clinical practice that
“…empowers individuals, social groups, and communities to achieve ways of
living that promote health, resilience and wellbeing, and prevent disease. It
advocates for person-centered healthcare that is informed by evidence and
makes use of appropriate healthcare professionals, disciplines, healing traditions,
and therapeutic approaches. Integrative medicine includes both conventional and
licensed complementary and alternative medicine (CAM) practitioners [1].”
In large part fueled by patient interest and demand [2], there is growing
awareness of IM within many branches of the healthcare system and principles
of integrative medicine are increasingly seen as applicable to the field of mental
health. In response to a rising demand from patients seeking more holistic and
individualized options for their mental health care, the field of psychiatry is
experiencing a foundational reconceptualization as research in the field of
neuroplasticity, mind-body medicine, and integrative care rapidly expands.
In order for the mental health system to deliver treatment that incorporates
principles of (IM), physicians must become acquainted with the science and
practice of it. A strategic time to teach these principles is during residency and
fellowship training. Another impetus to teach these principles is to improve
resident wellness. This is a growing concern in graduate medical education; high
rates of burnout among medical students and residents are spurring training
programs to incorporate various aspects of self-care and other interventions
rooted in the field of IM to promote physician wellness [3]. However, in a recent
needs assessment of psychiatry faculty at residency/fellowship training programs
across the country, very few rated their wellness program as adequate in
addressing resident burnout, and only 12% felt that the integrative medicine
content currently received by residents was sufficient [4].

The Integrative Medicine in Residency – Psychiatry (IMR-Psychiatry) curriculum
is designed to teach residents the evidence-based practice of IM, how to
incorporate this knowledge in clinical practice and to improve resident wellness
overall. The purpose of IMR-Psychiatry is to contribute to the transformation of
the mental health system through enhancing the education of psychiatrists-intraining.
Abstract
Integrative Medicine in Residency (IMR) and Integrative Medicine in ResidencyPediatrics (IMR-P), both interactive online curricula developed by University of
Arizona Center for Integrative Medicine (UACIM), currently exist nationally in
numerous primary care residency training programs. IMR and IMR-P have
demonstrated improvement in medical knowledge in IM as well as feasibility for
implementation in residency training [5-6]. As an outgrowth of these, a pilot
program in IM for psychiatry residents and fellows at the University of Arizona is
underway. The Integrative Medicine in Residency-Psychiatry (IMR-Psychiatry)
pilot program started in July 2015 as a year-long elective. An advanced
curriculum (IMR-Psychiatry II) for participants who complete the 1st year of the
curriculum was added in July 2016. Based on resident feedback and qualitative
interviews post-course, the curriculum was enhanced into an Integrative
Psychiatry Track in July 2017, incorporating a robust clinical component.
The participants include psychiatry residents in their 3rd or 4th year of residency
training, as well as 1st and 2nd year child and adolescent psychiatry fellows.
Residents and fellows interested in this elective apply to the program, are
interviewed, and accepted after review of their application and approval from
their residency/fellowship training director. Thus far, 24 trainees have been
enrolled and/or completed the curriculum.
Research evaluation for the course is underway under an already existing IRB
(exempt project 12-0492-00), where all surveys and evaluations of the program
are done anonymously. This poster presentation describes results of the
qualitative analysis of trainee feedback obtained from transcribed recorded
interviews post-course completion. The results have played an important role in
the further development and expansion of this iterative design blended learning
curriculum.
Scientific Citations
[1] Definition of Integrative Medicine from the Academic Consortium for
Integrative Medicine & Health [Internet]. [cited 2015 Apr 4]. Available from:
https://www.imconsortium.org/about/home.cfm
[2] Kessler, R. C., Soukup, J., Davis, R. B., Foster, D. F., Wilkey, S. a, Van
Rompay, M. I., & Eisenberg, D. M. (2001). The use of complementary and
alternative therapies to treat anxiety and depression in the U.S. Am J Psychiatry,
158(2), 289–294.

[3] Jennings ML, Slavin SJ. Resident Wellness Matters. Acad. Med. [Internet].
2015;90:1246–50.
[4] Ranjbar, N., Villagomez, A., Brooks AJ., Ricker, M., Lebensohn, P., Maizes,
V. (2017). A Needs Assessment for the Development of an Integrative Medicine
Curriculum in Psychiatry Training. Manuscript submitted for publication.
[5] Lebensohn, P., Kligler, B., Dodds, S., Schneider, C., Sroka, S., Benn, R., …
Maizes, V. (2012). Integrative medicine in residency education: developing
competency through online curriculum training. Journal of Graduate Medical
Education, 4(1), 76–82.
[6] McClafferty, H., Dodds, S., Brooks, A., Brenner, M., Brown, M., Frazer, P., …
Maizes, V. (2015). Pediatric Integrative Medicine in Residency (PIMR):
Description of a New Online Educational Curriculum. Children, 2(1), 98–107.
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Exposing Bullying, Intimidation, and Harassment to Light the
Way for a Brighter Future for Psychiatry Training
Presenters
Toni Johnson, MD, Brody SOM at East Carolina University (Leader)
Julie Gauss, DO, Brody SOM at East Carolina University (Co-Leader)
Educational Objectives
1. To explore key themes in medical practice and culture that may
perpetuate a cycle of bullying, intimidation, and/or harassment among
trainees
2. To identify barriers to help-seeking behavior among psychiatric trainees
who have experienced bullying, intimidation, and/or harassment in clinical
training
3. To identify points of intervention and needed support to directly address
issues of bullying, intimidation, and harassment among trainees
Practice Gap
This research aims to contribute to the current knowledge base regarding
mistreatment of psychiatric trainees. The framework of this study is in
accordance with the ACGME Program Requirements for Graduate Medical
Education in Psychiatry (II.A.4.q) which challenges the program director with the
responsibility of monitoring resident stress, including physical or emotional
conditions which inhibit performance or learning. This study also addresses the
Psychiatry Milestone Project (joint initiative of the Accreditation Council for
Graduate Medical Education and the American Board of Psychiatry and
Neurology); specifically, the Professionalism competency (PROF 2.)
Accountability to self, patients, colleagues, and the profession which includes
themes of work-life balance, professional behavior, and participation in the
professional community. The goal is to stimulate dialog across psychiatric
training programs regarding this often neglected and traditionally unspoken topic.
Looking ahead, this work will promote development of residency wellness
initiatives which foster collaborative learning, mentorship, and preventative tools
to create a training environment which enhances performance and learning for all
trainees.
Abstract
Resident physician well-being is a priority area for the Accreditation Council for
Graduate Medical Education (ACGME). The president of the American
Psychiatric Association (APA) has also made the subject of burnout in medicine
a priority of her current presidential year. National surveys of U.S. medical
residents since the mid-1980s have highlighted the negative impact that bullying,
intimidation, and harassment can have on resident physician well-being; yet,

there is a paucity of literature focused on the unique experience of U.S.
psychiatric trainees in this regard. Bullying of psychiatric trainees has previously
been studied among trainees in Pakistan (Ahmer et al., 2009), the West Midlands
(Hoosen & Callaghan, 2004), and in Alberta, Canada (Tibbo et al., 2002). The
current study is a retrospective survey of resident and fellow psychiatrists’
experiences with bullying, intimidation, or harassment during their clinical
training. The goals of the study are primarily descriptive: (1) determine the
prevalence of bullying, intimidation, and harassment among psychiatric trainees
at a psychiatry training program in the Southeastern region of the U.S.; (2)
describe what barriers exist to reporting these behaviors if they are occurring;
and (3) describe what supports and resources trainees may need to prevent
these behaviors from occurring. The survey instrument is an adaptation of the
“Happy Docs Study” survey designed and validated by Cohen et al. (2008),
which surveyed Canadian resident physicians about stressors impacting their
overall health and well-being. Additionally, we provide a baseline assessment of
current psychiatric trainees’ sense of overall stress and well-being during clinical
training. Participants are current resident or fellow psychiatrists in post-graduate
training years 1 through 5 and/or fellowship. Participants received an email
describing the study and Informed Consent. Those who agreed to participate
accessed a secure link to a Web-based (Qualtrics) survey with questions
covering basic demographics, stress and work-life balance, and whether
participants have personally experienced or witnessed bullying, intimidation, and
harassment during clinical training. Survey responses were anonymized,
removing IP addresses and other personally identifiable information. Data are
analyzed within Qualtrics using appropriate statistical models. Results provide
new insights into a subject in graduate medical education that is often viewed as
an off-limits part of the “hidden curriculum.” This study can serve as a
springboard to catalyze important conversations about building a supportive
culture to promote resident well-being within psychiatric training programs.
Scientific Citations
Ahmer, S., Yousafzai, A., Siddiqi, M., Faruqui, R., Khan, R., and Zuberi, S.
(2009). Bullying of trainee psychiatrists in Pakistan: A cross-sectional
questionnaire survey. Academic Psychiatry, 33(34), 335-339.
Cohen, J. S., Leung, Y., Fahey, M., Hoyt, L., Sinha, R., Cailler, L., Ramchandar,
K., Martin, J., and Patten, S. (2008). The happy docs study: a Canadian
Association of Internes and Residents well-being survey examining resident
physician health and satisfaction within and outside of residency training in
Canada. BMC Research Notes, 1(105), 1-8. https://doi.org/10.1186/1756-0500-1105.
Coverdale, J. H., Balon, R., and Roberts, L. W. (2009). Mistreatment of trainees:
Verbal abuse and other bullying behaviors. Academic Psychiatry, 33(4), 269-273.

Crutcher, R. A., Szafran, O., Woloschuk, W., Chatur, F., and Hansen, C. (2011).
Family medicine graduates’ perceptions of intimidation, harassment, and
discrimination during residency training. BMC Medical Education, 11(88).
http://biomedcentral.com/1472-6920/11/88.
Dyrbye, L.N., T.D. Shanafelt, C.A. Sinsky, P.F. Cipriano, J. Bhatt, A. Ommaya,
C.P. West, and D. Meyers. (2017). Burnout among health care professionals: A
call to explore and address this underrecognized threat to safe, high-quality care.
NAM Perspectives. Discussion Paper, National Academy of Medicine,
Washington, DC. https://nam.edu/Burnout-Among-Health-Care-Professionals.
Hoosen, I. A. and Callaghan, R. (2004). A survey of workplace bullying of
psychiatric trainees in the West Midlands. Psychiatric Bulletin, 28, 225-227.
Kulaylat, A. N., Qin, D., Sun, S. X., Hollenbeak, C. S., Schubart, J. R., Aboud, A.
J., Flemming, D. J., Dillon, P. W., Bollar, E. R., and Han, D. C. (2017).
Perceptions of mistreatment among trainees vary at different stages of clinical
training. BMC Medical Education, 17(14), 2017.
Moran, M. 2017.Overcoming Burnout: Active Engagement in APA Called
Remedy to Burnout. Psychiatric News, 52(15), 4.
Tibbo, P., e Gara, C. J., Blake, T. M., Steinberg, C., and Stonehocker, B. (2002).
Perceptions of intimidation in the psychiatric educational environment in
Edmonton, Alberta. Canadian Journal of Psychiatry, 47(6), 562-567.
Sheldon, B., Bentman, A., Boland, R., et al. The psychiatry milestone project.
2014. J Grad Med Edu., 6(1 Suppl 1):284–304.
The ACGME program requirements for graduate medical education in psychiatry.
https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/400_psychiatr
y_2017-07-01.pdf Accessed 11/9/2017.
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From Publication to Practice: A Novel Curriculum Teaching
Child Psychiatry Residents to Discuss Evidence with Patients
and Families
Presenters
Alison Lenet, MD, NewYork - Presbyterian Hospital - Child and Adolescent
Psychiatry (Leader)
Rebecca Rendleman, MD, NewYork - Presbyterian Hospital - Child and
Adolescent Psychiatry (Co-Leader)
Educational Objectives
After viewing this poster, attendees will appreciate 1) Barriers to incorporating
evidence-based medicine into discussions with patients and their families 2) The
format of a novel course designed for child psychiatry residents to practice
discussing the evidence-base with patients and families in a shared decision
making scenario 3) Data reflecting these residents’ comfort discussing the
evidence-base with families and their likelihood of doing so before and after the
course.
Practice Gap
Evidence-based medicine and shared decision making are important in patient
care, yet are generally taught in parallel without acknowledging their
interdependence (1). Helping patients and their families make informed decisions
necessitates discussion surrounding recommendations and the evidence from
which they have evolved. In child psychiatry training, certain milestones involve
synthesizing personal details of a case and our evolving evidence-base
regarding neurobiology and both psychosocial and somatic treatments to inform
recommendations (2). Despite this, there have been barriers to incorporating
evidence-based practice into individualized mental health care, including fears
about rapport, concerns about generalizability, systemic logistical barriers, and
lack of knowledge and skills about how to communicate our evidence-base (3,4).
There is some suggestion that learning about evidence based practice can
change attitudes, but that behavioral change requires more active learning
techniques (4). Learning how to talk to patients and families about evidence is
important for shared decision-making within psychiatry, but there is lack of
research about effective methods of teaching this skill during residency training.
Abstract
Background: We developed a course for first-year child and adolescent
psychiatry residents that aims to connect the principles of evidence-based
medicine and shared decision-making. Our aims in studying this project were to
determine if this course 1) Improves comfort with discussing current evidence-

base with patients and families and 2) Increases the frequency with which
residents discuss evidence-base with families during their clinical work.
Methods: We identified seven common disorders and clinical scenarios germane
to child psychiatry and designed a workshop style curriculum related to each of
these. Child psychiatry residents read and answer questions from seminal
articles before class in a flipped classroom model, then engage in a structured
role-play where they discuss evidence with families in a mock treatment
scenario. We surveyed 14 first-year child psychiatry residents before this course
to assess attitudes about discussing evidence with families, confidence in their
ability to discuss evidence in a way that families can understand, and likelihood
of incorporating evidence-base into discussions with families. Residents will be
surveyed after completion of the course to assess changes in attitudes and
reported practice.
Results: 13 residents completed the survey. While 100% of participants agree
that using evidence-base to inform treatment recommendations and discussing
evidence-base with families are important, only 23% feel confident in their ability
to discuss evidence in a way that patients and families can understand.
Participants currently use evidence-base in their discussions with patients and
families 50% of the time or less. The most common barriers include lack of
knowledge about the evidence-base (77%), insufficient time (54%), and not
knowing how to talk to families about the evidence-base (38%). Results of this
survey will be compared to results of an analogous survey administered after
completion of the course.
Conclusions: Preliminary data in this ongoing project suggest that first year child
psychiatry residents do not currently feel confident in their ability to discuss
evidence in a manner families can understand, but view this as an important skill.
Evidence-base is infrequently included in their discussions with patients and
families currently. Practicing in a classroom using active learning techniques may
improve comfort and likelihood of using these skills in practice.
Scientific Citations
1. Hoffman, TC et al (2014). The connection between evidence-based medicine
and shared decision making. Journal of the American Medical Association,
312(12): 1295-1296.
2. The Child & Adolescent Psychiatry Milestone Project (2015). Accreditation
Council of Graduate Medical Education.
(http://www.acgme.org/Portals/0/PDFs/Milestones/PediatricsPsychiatryChildAdol
escentPsychMilestones.pdf?ver=2017-07-24-124838-577).
3. Borntrager, CF et al (2009). Provider attitudes toward evidence-based
practices: Are the Concerns with the evidence or with the manuals? Psychiatric
Services, 60(5): 677-681.

4. Beidas, RS and PC Kendall (2010). Training therapists in evidence-based
practice: A critical review of studies from a systems-contextual perspective.
Clinical Psychology, 17(1): 1-30.
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Graphic Medicine in Action: The Creation of a Neurotransmitter
Zine
Presenters
Craigan Usher, MD, Oregon Health Sciences University (Co-Leader)
Timmi Claveria, MD, Oregon Health Sciences University (Co-Leader)
Richard Ly, MBBS, Oregon Health Sciences University (Co-Leader)
Megan Mcleod, MD, Oregon Health Sciences University (Co-Leader)
Educational Objectives
1. Viewers of this poster will be able to:
2. Define the terms Graphic Medicine, Adult Learning Theory, Emergent
Curriculum, Constructionism, Constructivism, and Zine;
3. Understand how a peer-instructed seminar format led to the creation of a
“Neurotransmitter Zine."
4. Imagine creative ways to use this zine module to meet educational goals
and objectives in their own training settings.
Practice Gap
Studies have shown that many aspects of the basic sciences taught before
and/or during medical school are forgotten as one advances in medical training.
At the same time, there is a positive correlation between retained basic science
concepts and one’s clinical knowledge. While it can be difficult during a residency
or fellowship to revisit these previously learned topics, a quick refresher course
or module, utilizing active learning, can help restore that knowledge and provide
a better foundation for more advanced concepts. In this poster, the OHSU Child
and Adolescent Psychiatry fellows continue outlining how Graphic Medicine (a
field which studies the role cartooning can play in the study and delivery of
healthcare) plays a role in their fellowship training. In this poster, they describe
how they identified a need (better organizing seemingly disparate clinical details
they had learned over the first 3-5 years of psychiatry training), developed a
peer-instruction module (specifically developing a concept map of basic
neurotransmitter properties/receptor types/functions), and delivered
presentations to one another, then collected the writings, tables, drawings, and
songs into a CAP Neurotransmitter Zine. The purpose of this poster is then to
demonstrate the Neuroscience Zine Module itself, and also to show how a
training program honored the educational principles of emergent and
constructionist learning in a fellow-led seminar model to meet overarching
learning goals and objectives.
Abstract
Basic neuroscience is taught to all psychiatry residents and fellows as part of
pre-clinical medical school curriculum. However, the years between learning

foundational knowledge and working directly with patients in a clinical setting can
lead to erosion of previously well-known material. This erosion (too much use of
“erosion”?) of basic concepts can make it difficult for residents and fellows to
learn more advanced concepts while retaining a coherent system of knowledge.
Our fellows identified that they found the process “overwhelming, “time
consuming,” even “boring,” to revisit topics like basic neurotransmitter systems.
At the same time, fellows reported a desire to start various modules throughout
the year by building a concept map so that they can better retain information and
share neuroscience concepts with those they teach (psychoeducation for parents
and families, medical students) in a clearer manner. In this poster, we describe
how our fellowship program approached this problem by developing a peerinstructed module which outlined the basics of each of the seven
neurotransmitter systems culminating in the creation of a “zine.”
A zine is an independently published booklet dealing with a niche subject. Zines
were traditionally used in punk rock or feminist culture. They allow for freedom of
expression and purposely eschew glossy perfectionism. This particular format
lends itself well to active learning, as the creators get to choose how they wish to
present the material. In the fellow-created and led module, CAP fellows literally
“drew” inspiration from one another in creating cartoons, writing jingles (for
example, a song about serotonin sung to the tune of “Despacito”), generating
tables, and depicting neural tracts.
The purpose of this poster is then not only to demonstrate the Neuroscience Zine
Module itself, but also to show how a training program can use spontaneity, in an
emergent and co-constructive seminar model to meet overarching learning goals
and objectives, as opposed to following a traditional didactic system. In the
discussion, we will describe the pros and cons of this approach and describe how
fellows reacted to this particular assignment; we also suggest other possible
uses for zines and similar hands-on modules within psychiatry residency and
fellowship training.
Scientific Citations
Agius, A., Calleja, N., Camenzuli, C., Sultana, R., Pullicino, R., Zammit, C.,
Calleja Agius, J. and Pomara, C. (2017), Perceptions of first-year medical
students towards learning anatomy using cadaveric specimens through peer
teaching. American Association of Anatomists. doi:10.1002/ase.1751
Bouwmeester, R. A. M., de Kleijn, R. A. M., & van Rijen, H. V. M. (2016). Peerinstructed seminar attendance is associated with improved preparation, deeper
learning and higher exam scores: a survey study. BMC Medical Education, 16,
200. doi.org/10.1186/s12909-016-0715-0
Gureckis, T. M., & Markant, D. (2012). Self-directed learning: A cognitive and
computational perspective. Perspectives on Psychological Science, 7, 464–481.

Malau-Aduli, B. S., Lee, A. Y., Cooling, N., Catchpole, M., Jose, M., & Turner, R.
(2013). Retention of knowledge and perceived relevance of basic sciences in an
integrated case-based learning (CBL) curriculum. BMC Medical Education, 13,
139. doi.org/10.1186/1472-6920-13-139
Markant, D. B., Ruggeri, A., Gureckis, T. M. and Xu, F. (2016), Enhanced
Memory as a Common Effect of Active Learning. Mind, Brain, and Education, 10:
142–152. doi:10.1111/mbe.12117
Mickelson, J. J., Kaplan, W. E., & MacNeily, A. E. (2009). Active learning: a
resident’s reflection on the impact of a student-centered curriculum. Canadian
Urological Association Journal, 3(5), 399–402.
Williams, I. Why “graphic medicine.” http://www.graphicmedicine.org/whygraphic-medicine/ No publication date provided. Accessed on September 16,
2016.
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Help us R-E-S-Tore Ourselves – Development of a residentbased peer support team to effectively cope with medical errors.
Presenters
Tania Sarkaria, MD, Hennepin County Medical Center & Regions Hospital
(Leader)
Scott Oakman, PhD,MD, Hennepin County Medical Center & Regions Hospital
(Co-Leader)
Educational Objectives
1. Participants will list features of secondary victim syndrome associated with
physicians experiencing adverse patient outcomes and medical errors.
2. Participants will be able to discuss use of a peer-facilitated support
network to respond to needs of vulnerable trainees.
Practice Gap
Medical error is the third leading cause of death in the US. Many physicians will
consider such an adverse event as a personal failure, and residents may feel
particularly vulnerable due to greater perceived sense of responsibility and fear
of professional and personal consequences. Nearly 60% of residents who report
an error will positively screen for depression and symptoms of PTSD such as
irritable mood, poor focus/attention, intrusive thoughts of the incident and
impaired sleep. If inadequately supported by peers, senior staff or by the
institution, these physicians are at a higher risk of burn out, substance abuse and
suicide.
Abstract
Introduction/Background
Medical error is the third leading cause of death in the US. It is estimated that as
many as 600,000 physicians annually will struggle to cope with a patient death
due to an unintended act or failure of a planned action. Many physicians will
consider such an adverse event as a personal failure, and residents may feel
particularly vulnerable due to greater perceived sense of responsibility and fear
of professional and personal consequences. Nearly 60% of residents who report
an error will positively screen for depression and symptoms of PTSD like irritable
mood, poor focus/attention, intrusive thoughts of the incident and impaired sleep.
If inadequately supported by peers, senior staff or by the institution, these
physicians are at a higher risk of burn out, substance abuse and suicide.
2018 ACGME common program requirements contain an expectation for all
residents to be trained in disclosing medical errors to patients and their families.
Institutional support and a non-punitive work environment acknowledges the

human fallibility of physicians, and facilitates an open and honest discussion of
medical errors, ultimately enabling trust, learning and a culture of safety.
Methods
PGY2 residents from seven different ACGME accredited programs (Emergency
Medicine, Internal Medicine, EM/IM, Psychiatry, Surgery, Family Medicine and
podiatry) were surveyed about medical errors experienced during residency and
their responses to them. 52 residents participated in a 16 item Second Victim
Experience and Support Survey assessed by 5 point Likert scale. (1 = Never 2 =
Rarely 3 = Occasionally 4 = Frequently 5 = Very Frequently.)
Results
83% of residents surveyed experienced a patient care related adverse event
within the previous 12 months. These respondents identified significant emotional
impact such as regret, self-doubt and fear of future recurrences. A majority of
residents acknowledged that discussions of adverse patient outcome with peers
is helpful and supportive. Although organizational support, including opportunities
to discuss errors or adverse patient outcomes with program directors, chief
residents or resident assistance programs, was available, the majority of
residents felt more comfortable sharing such incidents with peers and identified
these interactions as supportive and reassuring.
Conclusion
The creation of a resident-based peer support team will provide easily accessible
emotional support to physicians in training during the stressful experience of
responding to a patient adverse outcome or medical error. Institutional support of
this validates the emotional burden of these events and establishes a platform to
nurture adaptive coping strategies. Provision of support to early trainees from
more experienced trainees will mitigate the increased emotional burden and
vulnerability experienced by junior residents. R-E-S-Tore – Resident Emotional
Support Team -- may also dampen the stigma against seeking mental health
help among physicians and supplement engagement in available services
through resident assistance programs.
Scientific Citations
Marmon LM and Heiss K (2015) Improving Surgeon Wellness: The second victim
syndrome and quality of care. Seminars in Pediatric Surgery 24: 315-318.
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How much is a handle? Addiction Psychiatry Questions all
Residents Should Know
Presenters
Jennifer McDonald, MD, University of Wisconsin Hospital & Clinics (Leader)
Educational Objectives
1. To increase confidence of PGY2 psychiatry residents in diagnosing and
treating substance use disorders in an outpatient setting.
2. To improve addiction psychiatry training by exposing residents to
interactive, hands- on educational activities about substance use.
3. To increase resident’s knowledge base about substance use and
treatment of substance use disorders.
Practice Gap
Substance use disorders are highly prevalent among the US population and
contribute substantially to the burden of disease in our country. However,
treatments for substance use problems are underutilized and underrecommended by all physicians including psychiatrists. One key explanation for
this is that addiction psychiatry is still not well taught in psychiatry programs.
Although the ACGME requires one month of addiction experience for all
psychiatry trainees, many practicing psychiatrists are not sufficiently trained to
diagnose or treat addiction issues. We attempted to remedy this gap in
knowledge and practice by offering a 16 week series of hands-on workshops for
PGY2 psychiatry residents centered around diagnosis and treatment of
substance use disorders.
Abstract
Many psychiatry residents have little exposure to substance use and little
understanding of the lived experience of patients with substance use disorders.
We attempted to address this issue by providing 16 interactive, 30 minute
sessions to PGY 2 residents practicing in a VA- based addiction treatment clinic.
No traditional didactics were used but residents participated in an exploratory,
hands-on learning curriculum centered around 3 major topics:
1) Screening for smoking and alcohol use;
2) Assessment of substance use disorders and
3) Management of alcohol, tobacco and opioid use disorders.
Educational sessions included weighing fake marijuana to understand the
difference between commonly referred to measures of marijuana (one-eight for
example); administering naloxone rescue kits; and identifying the size and
alcohol content of various common quantities of alcohol such as a handle and a

“forty”. As a result of this curriculum we found multiple improvements in
resident’s ability to deliver alcohol and drug treatment including:
• 100% of residents in the learning sessions were able to name all criteria
for substance use disorders within 6 weeks vs 0% in a wait list control
• All residents involved in the interactive curriculum were able to name and
implement the 5As of addiction counseling at the end of the 16 weeks vs
none of the wait list control
• 100% of residents involved in the curriculum rated their ability to diagnose
and intervene in substance use disorders as somewhat or greatly
improved at the end of the 16 weeks
All residents will be expected to treat patients with substance use disorders and
all residents should graduate confident in their ability to do so. We hope that the
use of this curriculum will allow residents, and subsequently practicing
psychiatrists, to feel more confident in their approach to patients with substance
use issues and will improve treatment for those suffering from such disorders.
Scientific Citations
Miller NS, Sheppard LM, Colenda CC, Magen J. (2001). Why physicians are
unprepared to treat patients who have alcohol- and drug-related disorders. Acad
Med, 76(5), 410-8.
Muvvala, S.B., Marienfeld, C., Encandela, J. et al. (2016). An Innovative Use of
Case Conference to Teach Future Educators in Addiction Psychiatry. Acad
Psychiatry, 40(3), 494-498. https://doi.org/10.1007/s40596-016-0520-4
Wood, E., Samet, J. H., & Volkow, N. D. (2013). Physician Education in Addiction
Medicine. JAMA, 310(16), 1673–1674. http://doi.org/10.1001/jama.2013.280377
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Identifying and Addressing the Challenges to Wellbeing of
Muslim Housestaff
Presenters
Adam Brenner, MD, UT Southwestern Medical Center (Leader)
Bushra Mushtaq, MD, UT Southwestern Medical Center (Co-Leader)
Rania Awaad, MD, Stanford University School of Medicine (Co-Leader)
Farha Abassi, MD, Michigan State University (Co-Leader)
Educational Objectives
After viewing this poster, observers will be able to:
1. Provide an overview of specific concerns of Muslim housestaff from three
different institutions
2. Present solutions implemented by several individual institutions
Practice Gap
In a time of heightened Islamophobia, Muslim housestaff may face some
substantial and distinct challenges, though as of yet there is no study analyzing
this specific population. One study of Muslim physicians beyond residency did
find that 36/250 respondents (14%) noted experiencing discrimination at their
current workplace, though only 4% had reported this to a professional body.
Finding time to observe daily prayers was a significant concern expressed by
respondents. Another study found that Muslim women physicians were told about
potential employers’ concerns around hiring them as a result of their wearing a
headscarf. Similar challenges exist for Muslim housestaff and are likely
compounded by the general stressors of medical training, though one difficulty in
studying this population is that there is no data collected on the religious
identification of resident physicians.
Abstract
To understand and address these concerns, one of our institutions conducted a
needs assessment of Muslim residents and fellows to determine what, if any,
concerns existed amongst this cohort. 23 trainees from multiple departments
answered the survey and expressed unanimous interest in the development of a
cross-department network for professional networking and learning about
resources for Muslims on campus, which has since been formed. The survey
highlights the need for identifying specific concerns of Muslim housestaff.
In this poster, three separate institutions (University of Texas Southwestern,
Stanford, Michigan State) will describe how they have explored and addressed
the challenges that Muslim residents face in sustaining their own wellbeing.

Each institution will describe how they have provided education to colleagues,
developed a social network for Muslim housestaff, and implemented campus
prayer spaces to address some of the concerns raised at their institutions. This
poster will be useful for program directors to consider practices to engage this
population at their own institutions in order to improve overall wellbeing.
Scientific Citations
1. Aasim I. Padela, Huda Adam, Maha Ahmad, Zahra Hosseinian & Farr Curlin
(2016) Religious identity and workplace discrimination: A national survey of
American Muslim physicians, AJOB Empirical Bioethics, 7:3, 149-159, DOI:
10.1080/23294515.2015.1111271 2. Wahiba Abu-Ras, Farid Senzai, and Lance
Laird. American Muslim Physicians’ Experiences Since 9/11: Cultural Trauma
and the Formation of Islamic Identity. Traumatology 19(1) 11–19 DOI:
10.1177/1534765612441975
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Impact of Patient Suicide on Psychiatry Residents: Suggestions
for Education and Intervention
Presenters
Melissa Cirulli, MD, Kansas City University of Medicine & Biosciences GME
Consortium/Ozark Center (Leader)
Nauman Ashraf, MD, Kansas City University of Medicine & Biosciences GME
Consortium/Ozark Center (Co-Leader)
Shane Bradley, MA,MD, Kansas City University of Medicine & Biosciences GME
Consortium/Ozark Center (Co-Leader)
Educational Objectives
1. Discussing common reactions residents have after losing a patient to
suicide
2. Provide programs with protocols for dealing with patient suicide.
3. Encourage resident communication and foster personal growth and
wellness.
Practice Gap
Most residency programs do not have preventative measures in place to prepare
residents for loss of patients to suicide.
Abstract
Statistics have shown an unfortunate increase in suicide among many age
groups in the United States. Despite the increased incidence of suicide, many
psychiatry residency programs are not preparing trainees for the occupational
hazard. Several residents at a training program in Joplin, Missouri were surveyed
about their experiences with patient suicide. They provided information about
what they found most helpful in dealing with the loss. The responses mirrored
what was found in several previous studies of psychiatry residents. By combining
the suggestions and reports of the surveyed residents with suggestions from the
literature, a proposed protocol was written to address the gap in resident training.
The goals of the protocol are to foster recovery, personal growth, and education.
Scientific Citations
1.) Tavernise, S. (2016, April 22). U.S. Suicide Rate Surges to a 30-Year High.
The New York Times, p. A1. Retrieved April 25, 2016, from
http://nyti.ms/212MFnr
2.) Tillman, J. G., Ph.D., ABPP (Director). (2014). The Impact of Suicide on
Survivors: Clinicians and Organizations [Video file]. Retrieved September 7,
2016, from http://www.austenriggs.org/course/impact-suicide-survivors-cliniciansand-organizations

3.) Kleespies, P. M., Ph.D., Smith, M. R., Ph.D., & Becker, B. R., Ph.D. (1990).
Psychology Interns as Patient Suicide Survivors: Incidence, Impact, and
Recovery. Professional Psychology: Research and Practice, 21(4), 257-263.
4.) Chemtob, C. M., Ph.D., Hamada, R. S., Ph.D., Bauer, G., Ph.D., Kinney, B.,
Ph.D., & Torigoe, R. Y., Ph.D. (1988). Patients' Suicides: Frequency and Impact
on Psychiatrists. American Journal of Psychiatry, 145(2), 224-228.
5.) Arehart-Treichel, J. (2009, April 03). Programs Help Residents Cope with
Patient's Suicide. Psychiatric News. Retrieved May 24, 2016.
6.) Brown, H. N., M.D. (1987). The Impact of Suicide on Therapists in Training.
Comprehensive Psychiatry, 28(2), 101-112.
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Improving Trainee Confidence and Competence on Suicide Risk
Assessment: Implementing an Evidence-Based Risk
Assessment Guide in a Trainee-Staffed Outpatient Psychiatric
Clinic
Presenters
Ana Ozdoba, MD, Albert Einstein College of Medicine/Montefiore Medical Center
(Co-Leader)
Christopher Aloezos, MD, Albert Einstein College of Medicine/Montefiore
Medical Center (Co-Leader)
Margarita Kats, MD, Albert Einstein College of Medicine/Montefiore Medical
Center (Co-Leader)
Tali Tuvia, MD, Albert Einstein College of Medicine/Montefiore Medical Center
(Co-Leader)
Michelle To, MD, Albert Einstein College of Medicine/Montefiore Medical Center
(Co-Leader)
Educational Objectives
Viewers of this poster will be able to:
1. Understand the challenges faced by Residency training programs and
outpatient training clinics in educating resident trainees in evidence based
suicide risk assessment.
2. Discuss the implementation of a teaching tool to improve evidence based
suicide risk assessment in resident trainees working in an outpatient
psychiatric clinic.
3. Discuss specific educational and training tools useful in implementing
evidence based risk assessment in a standardized manner.
Practice Gap
Psychiatry residency training programs have the dual role of providing residents
with an evidence-based education as well as ensuring patients receive quality
care. This is a challenging balance throughout all four years of psychiatry
training, and is especially difficult when residents are tasked with assessing
suicide risk in the outpatient setting [1]. Patients at risk for suicide are common in
outpatient mental health settings due to the prevalence of psychiatric disorders
that carry significant suicide risk [2]. In addition, treating patients at risk of suicide
is inherently anxiety-provoking and becoming increasingly complex [3] in our
current healthcare system. These issues are often more pronounced among
psychiatry residents due to their limited clinical experience and lack of training in
evidence-based risk assessment. Residency training programs are tasked with
the considerable responsibility of training psychiatry residents to assess suicide
risk in a consistent, evidence-based manner, while working within the constraints
of demanding, high-volume, outpatient clinics with high clinician turnover. Given

these challenges, it can be burdensome and unrealistic to utilize existing
validated risk assessment scales such as the Columbia-Suicide Severity Rating
Scale to assess patient risk for suicide. After administering a survey to our
outpatient clinicians - including third and fourth year psychiatry residents and
psychology interns - we identified that many clinicians were not comfortable in
determining level of risk for suicide, nor were they confident in how to make the
risk determination and document their decision making in the medical record.
Owing to these many issues, we created an evidence-based suicide risk
assessment guide, drawing primarily from Thomas Joiner’s interpersonal theory
of suicide [6, 7]. Our risk assessment guide was then implemented as an
educational tool with resident trainees and staff. Our poster will discuss the
dissemination of evidence-based risk assessment using specific educational and
training tools, targeting improved trainee confidence and competence in suicide
risk assessment.
Abstract
As psychiatry residents begin their outpatient clinical rotations, there are
significant issues around confidence and competence in assessing suicide risk
[5], especially in large, community mental health clinics. Residency training
programs are tasked with the considerable responsibility of training psychiatry
residents to assess suicide risk in a consistent, evidence-based manner, while
working within the constraints of demanding, high-volume, outpatient clinics with
the high resident turnover inherent in training sites. Given these challenges, it
can be burdensome and unrealistic to utilize already validated risk assessment
scales, such as the Columbia-Suicide Severity Rating Scale to assess patient
risk. Owing to these many issues, we created several educational tools to
improve the use of evidence-based risk assessment, as well as standardize
decision-making and medical documentation. Drawing primarily from Thomas
Joiner’s interpersonal theory of suicide [6, 7], we developed a risk assessment
guide that incorporated a decision-making algorithm and an appendix that
included definitions of related terms. The risk assessment guide is a one-page,
user-friendly guide that assists clinical decision making regarding risk level
determination (low, moderate, high). This is accomplished via a series of guided
questions drawing from research on suicide risk assessment [6], along with
presence of evidence based risk and protective factors. Additional educational
tools were developed to standardize the implementation of this information,
including a training video that delineates how to use the risk assessment guide in
clinical practice. The training video allows for psychiatry residents to receive a
standardized, brief didactic training in how to use the guide prior to starting their
outpatient work, which has allowed for streamlined reproducibility and
dissemination of suicide risk assessment, aspects crucial to residency training.
Further, electronic medical record smart-phrases were developed to improve the
consistency with which risk status was being made, as well as to aid in
documentation of the decision-making process. Feedback provided by trainees at
our outpatient clinic following implementation of our intervention showed
improved confidence and competence in making clinical decisions using an

evidence-based risk assessment guide. In addition, supervisors reported
increased use of evidence-based factors in determining patient suicide risk
status, and the administration reported better workflow, with more consistent
medical documentation. Given the positive response from both trainees and the
residency training program, future directions include collecting objective data to
support clinician anecdotal reports, as well as validating the evidence-based risk
assessment guide we have been utilizing in our outpatient clinics.
Scientific Citations
1. Cukrowicz, K. C., Wingate, L. R., Driscoll, K. A., & Joiner, T. E., Jr. (2004) A
standard of care for the assessment of suicide risk and associated treatment:
The Florida State University Psychology Clinic as an example. Journal of
Contemporary Psychotherapy, 34(1), 87–100.
2. Brown G.K., Beck A.T., Steer R.A., & Grisham J.R. (2000) Risk factors for
suicide in psychiatric outpatients: a 20-year prospective study. J Consult Clin
Psychol. Jun, 68(3):371-7.
3. Jobes D.A., Rudd M.D., Overholser J, Joiner T.E. (2008) Ethical and
competent care of suicidal patients: Contemporary challenges, new
developments, and considerations for clinical practice. Professional Psychology:
Research and Practice, 39:405–413.
4. Melissa K., Chan Y., Bhatti H., Meader N., Stockton S., Evans J., O'Connor
R.C.,, Kapur N., & Kendall T. (2016) Predicting suicide following self-harm:
systematic review of risk factors and risk scales. The British Journal of
Psychiatry. 209 (4) 277-283.
5. Schmitz, W., Allen, M., Feldman, B., Gutin, N., Jahn, D., Kleespies, P.,
Quinnett, P. and Simpson, S. (2012). Preventing Suicide through Improved
Training in Suicide Risk Assessment and Care: An American Association of
Suicidology Task Force Report Addressing Serious Gaps in U.S. Mental Health
Training. Suicide and Life-Threatening Behavior, 42(3), pp.292-304.
6. Chu, C., Klein, K. M., Buchman-Schmitt, J. M., Hom, M. A., Hagan, C. R., &
Joiner, T. E. (2015). Routinized assessment of suicide risk in clinical practice: an
empirically informed update. Journal of clinical psychology, 71(12), 1186-1200.
7. Van Orden, K. A., Witte, T. K., Cukrowicz, K. C., Braithwaite, S. R., Selby, E.
A., & Joiner Jr, T. E. (2010). The interpersonal theory of suicide. Psychological
review, 117(2), 575.
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Incorporating Problem-Based Learning and Role-Playing
Exercises in Psychiatry Resident-Led Medical Student Education
Presenters
Timothy Sullivan, MD,FAPA, Hofstra Northwell-Staten Island University Hospital
(Co-Leader)
Elina Drits, DO, Hofstra Northwell-Staten Island University Hospital (Co-Leader)
Educational Objectives
We will present a model of medical student training in Psychiatry that:
1. Meaningfully addresses the importance of stigma and provides
experiences that we propose will help to mitigate the risk of stigma-driven
behaviors in students
2. Helps students to learn skills and knowledge in core areas of psychiatric
practice that will inform future practice in a variety of specialties
3. Utilizes a proven methodology (Problem-Based Learning) with additional
experiential practices to facilitate achievement of the psychiatry rotation's
learning objectives
4. Provides a powerful opportunity for resident-led teaching with faculty
mentorship
We will additionally present pilot data on outcomes of this intervention with
medical student satisfaction ratings and measures of learning (ATP-30; MICA)
Practice Gap
Recognition of psychiatric syndromes, especially major depressive illness, is a
challenge for most primary care physicians. In addition, substantial degrees of
stigma toward patients with mental illness, and substance use disorders, remain
prevalent amongst health care providers. In training medical students during
Psychiatry rotations, we are charged by our affiliated medical schools with
presenting a curriculum that is accessible to all students, without regard for their
eventual choice of practice; but with a special emphasis on prospective Primary
Care physicians, who will in the future be actively engaged in providing care for
patients with mental illness and substance use disorders. Traditional educational
methods have not proven to be adequate in meeting all these objectives. We
therefore set out to design a curriculum that we felt would better achieve those
goals.
In addition to teaching fundamental principles regarding mood disorders, serious
mental illness, and substance use disorders - in which Problem-Based Learning
led by Psychiatry residents has been shown to be an effective approach - we
sought to incorporate experiential exercises - i.e., role-playing - that would both
enhance learning and provide students with a meaningful subjective experience

as they act out the role of a patient, and participate in a supervised reflective
exercise afterwards.
This initiative was from the outset resident-led, in particular by one of the authors
(E.D.), who incorporated methodologies she had found useful in her education,
as well as role-playing exercises used in our psychiatry residency training
program.
Abstract
Participants will:
1. Engage in weekly case-based learning guided by psychiatric residents
2. Be exposed to information relevant to clinical practice as well as their
psychiatric NBME shelf exams
3. Conduct practice interviews with immediate feedback regarding necessary
clinical information and interviewing techniques
4. Take pre- and post-tests to assess for and promote information recall
5. Write psychiatric formulations to develop organizational and written
presentation skills
For many doctors the only formal exposure to psychiatric clinical practice and
conditions will come in the weeks that they are on their psychiatric clerkships.
This makes the clerkship an important opportunity to engage future doctors in the
principles of psychiatric conditions and their management. Thus, there is the
challenge of educating students for the tests as well as their future careers in the
period of several weeks. Debate exists over the most effective way to educate
medical students on clerkships, so as to instill fundamental understanding of
mental illnesses they may encounter in practice; and to address the stigma that
is so pervasive and which has been shown to interfere with the provision of
appropriate medical care. Some educational programs are problem- or casebased; some didactic-based,; team-based, and/or individual-based. Recent
studies have also indicated that programs in which residents teach medical
students can provide beneficial educational opportunities for the students, with
two studies showing statistically significant improvements on National Board of
Medical Education subject exam.
The program that we are developing at Northwell-Staten Island University
Hospital is one that utilizes small groups in which case-based and problembased learning are led by psychiatry residents. This is a five-week curriculum in
which students will be provided with cases covering psychiatric topics that are
relevant to many medical specialties (major depressive disorder, bipolar disorder,
psychotic disorders, alcohol use disorder, and opiate use disorder). The
educational sessions begin with twenty-minutes of role-play clinical interviewing
(one student as patient, another as physician) followed by discussion of the case
that emphasizes high-yield information. A pre- and post-test will be administered
to determine information recall. Students will also be asked to develop a written
case presentation complete with a biopsychosocial formulation. This structured

educational program would provide students with weekly interviewing exposure
and feedback, small-group review sessions of high-yield information, and an
opportunity to recall and reflect on the case, the topics of discussion, and the
relevant biopsychosocial elements.
Scientific Citations
1. Zahid, M.A., et al., Comparison of the problem based learning-driven with the
traditional didactic-lecture-based curricula. Int J Med Educ, 2016. 7: p. 181-7.
2. Al-Azri, H. and S. Ratnapalan, Problem-based learning in continuing medical
education: review of randomized controlled trials. Can Fam Physician, 2014.
60(2): p. 157-65.
3. Blazek, M., et al., The Short-Answer Vignette Examination (SAVE): an assess
ent tool for the core psychiatry clerkship. Acad Psychiatry, 2014. 38(5): p. 615-8.
4. Boysen-Osborn, M., et al., Flipping the Advanced Cardiac Life Support
Classroom with Team-based Learning: Comparison of Cognitive Testing
Performance for Medical Students at the University of California, Irvine, United
States. J Educ Eval Health Prof, 2016. 13: p. 11.
5. Colton, P.A., et al., Psychiatry clerkship core curriculum renewal: assessing
the shift to larger-group learning. Acad Psychiatry, 2013. 37(6): p. 417-20.
6. Pluta, W.J., B.F. Richards, and A. Mutnick, PBL and beyond: trends in
collaborative learning. Teach Learn Med, 2013. 25 Suppl 1: p. S9-16.
7. McKean, A.J. and B.A. Palmer, Psychiatry resident-led tutorials increase
medicl student knowledge and improve national board of medical examiners
shelf exam scores. Acad Psychiatry, 2015. 39(3): p. 309-11.
8. Swainson, J., M. Marsh, and P.G. Tibbo, Psychiatric residents as teachers:
development and evaluation of a teaching manual. Acad Psychiatry, 2010. 34(4):
p. 305-9.
9. Sidhu, S.S., et al., The effect of an end-of-clerkship review session on NBME
psychiatry subject exam scores. Acad Psychiatry, 2012. 36(3): p. 226-8.
10. Eksteen, H-C; et al. Stigmatization toward the mentally ill: Perceptions of
psychiatrists, pre-clinical and post-clinical rotation of medical students. Int J Soc
Psych, 2017. Oct 1-10.
11. Lyons, Z., et al. Impact of a psychiatry clerkship on stigma, attitudes towards
psychiatry, and psychiatry as a career choice. BMC Medical Education, 2015.
Mar 7; 15:34
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Informed consent and capacity evaluation: Building confidence
and reinforcing knowledge in early training.
Presenters
Gretchenjan Gavero, DO, University of Hawaii-John A. Burns School of Medicine
(Leader)
Educational Objectives
This study demonstrates that a boot camp curriculum for 4th-year medical
students can serve as a platform to reinforce skills in specialty milestones, such
as consent and capacity, to help prepare for residency and develop the
foundation for this knowledge and skills for clinical practice [1].
Practice Gap
There is an increasing focus on tailoring residency training programs to clinical
milestones, which includes areas in ethics and professionalism. The ability to
obtain proper informed consent and appropriately evaluate patients’ decisionmaking capacity are vital skills required of all residents and physicians across
specialties; yet, studies have shown that residents perceive a lack of preparation
in informed consent and capacity evaluation, making it more challenging to
address clinical situations where attention to ethical issues is paramount [2].
Furthermore, even after residency training, a significant number of physicians
across specialties recognize knowledge deficiency in consent and capacity; this
includes psychiatrists who often serve as consultants in situations where expert
opinion is needed [3].
Abstract
Background
The ability to obtain proper informed consent and appropriately evaluate patients’
decision-making capacity are vital skills required of all residents and physicians;
yet, studies have shown that residents perceive a lack of preparation in informed
consent and capacity evaluation, making it more challenging to address clinical
situations where attention to ethical issues is paramount [2]. Furthermore, a
significant number of attending physicians across specialties recognize
knowledge deficiency in consent and capacity; this includes psychiatrists who
often serve as consultants in situations where expert opinion is heeded [3].
Teaching medical students and reinforcing this knowledge through the clinical
years are opportunistic, and necessary, to develop the skills and confidence in
these areas of patient care early in their medical career.
Objectives (relate to educational objective)

This study assesses the impact of a boot camp curriculum’s training in consent
and capacity in increasing students’ knowledge and confidence in obtaining
informed consent and evaluating decision-making capacity.
Methods
Over the past three years, the University of Hawaii John A. Burns School of
Medicine has hosted a specialty-wide boot camp for 4th-year medical students
after the residency match. One component of the boot camp included a didactic
session on capacity evaluation and informed consent. This was followed by a
simulation exercise where students role-played consenting a mock patient; they
were formally evaluated by a faculty preceptor using a skills checklist and
provided immediate feedback. The students completed an IRB-approved survey
at three points in time: pre-boot camp, immediately post-boot camp, and another
post-survey three months after starting residency. This survey included two
questions on the students’ confidence level and four multiple-choice knowledgebased questions.
Results
From 2015-2017, 162 4th-year medical students completed pre- and postsurveys, and 48 students also provided the final survey three months postgraduation. Data collection (final survey) from recent graduates is currently in
process. There was a significant increase in the students’ confidence (p < .0001)
and knowledge (p < .05) in consenting a patient and evaluating capacity before
and after boot camp. Students also achieved an average of 92% in checklist
completion during the informed consent simulation exercise.
Conclusions
A boot camp curriculum designed around residency milestones can effectively
include training in informed consent and capacity that can improve the students’
confidence and knowledge in these areas, helping to ease the transition to
residency.
Scientific Citations
1. Wayne DB, et al. Progress toward improving medical school graduates’ skill
via a “Boot Camp” curriculum. Simulation in Healthcare 2014. 9:33-39.
2. Jain S, Et. al. Psychiatric residents’ needs for education about informed
consent, principles of ethics and professionalism, and caring for vulnerable
populations: result of a multisite survey. Acad Psychiatry, 35:3, May-June 2011.
184-190.
3. Jackson E, Warner J. How much do doctors know about consent and
capacity? J R Soc med 2002. 95:601-603.
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Integrating Resident Wellness with Neuroscience Education
Through Meditation
Presenters
Chandlee Dickey, MD, Harvard South Shore Psych Res/VAMC, Brockton (CoLeader)
Byung Kil Kim, MD, Harvard South Shore Psych Res/VAMC, Brockton (CoLeader)
Educational Objectives
1. After viewing this poster, participants will be able to:
2. Describe current understanding of the brain networks involved in
meditation.
3. Use a freely available app to guide their own meditation practice.
4. Discuss how promoting meditation practice may benefit resident wellness
and deepen residents’ understanding of the neuroscience underlining
meditation.
5. Discuss how this approach can be effectively incorporated into a
residency curriculum.
Practice Gap
ACGME and the American Board of Psychiatry and Neurology emphasize the
importance of addressing resident wellness and burnout. Residents experience a
high rate of burnout during their training, which can negatively impact their
emotional state as well as clinical performance [1]. Mindfulness-based
interventions have been found to decrease physician burnout and improve mood
and patient centered behaviors [2][3]. Residents face heavy workloads and
unpredictable hours, which are barriers to implementing long term mindfulness
interventions. Developing a brief self-guided meditation practice using a
smartphone app may be a feasible yet effective intervention to enhancing
resident wellness [4]. Concurrently, there is an emphasis on incorporating
neuroscience literacy in psychiatry training. Leaders in the field have been
encouraging teaching innovation with respect to neuroscience. Advances in the
neuroscience of meditation bring about an intriguing opportunity to integrate
neuroscience education with changing resident wellness habits. This poster
demonstrates an opportunity to integrate wellness habits (meditation) with
teaching neuroscience.
Abstract
Resident wellness and neuroscience education are among the hottest topics in
psychiatry residency programs today. Advances in technology have given
residents a new platform to receive neuroscience education, as evidenced by the
learning modules in the National Neuroscience Curriculum Initiative website

(http://www.nncionline.org/). Technology can also be applied to support resident
wellness. Self-guided mindfulness meditation sessions using a smartphone app
may provide residents the opportunity to improve wellness and reduce burnout
while managing long and unpredictable work hours [4]. The overarching goal of
this poster is to demonstrate how neuroscience education and resident wellness
can be integrated through learning and experiencing meditation.
The convergent evidence across studies suggests that meditation affects
widespread brain regions associated with attention control, emotional regulation,
and self-awareness [5]. Many of these brain regions are also key nodes within
large-scale brain networks, which indicates that meditation likely modulates
communication within and between these brain networks [5] [6] [7] [8] [9][10]. In
this poster, we will focus on learning about three main networks thought to be
involved in meditation: a) default mode network, b) salience network, and c)
executive control network [6] [7] [11].
Poster viewers will have the opportunity to experience a guided meditation, learn
current theories of involved brain networks through watching a brief “Meditation
and Brain Networks” video, and practice consolidating learning using a Brain
Template Exercise.
Scientific Citations
1. Thomas NK. Resident burnout. JAMA. 2004;292(23):2880–9
2. Krasner MS, Epstein RM, Beckman H, et al. Association of an educational
program in mindful communication with burnout, empathy, and attitudes among
primary care physicians. JAMA. 2009;302(12):1284-1293.
doi:10.1001/jama.2009.1384.
3. Beach MC, Roter D, Korthuis PT, Epstein RM, Sharp V, Ratanawongsa N, et
al. A multicenter study of physician mindfulness and health care quality. Ann Fam
Med. 2013;11(5):421–8
4. Wen L, Sweeney T, Welton L, Katznelson L. Encouraging Mindfulness in
Medical House Staff via Smartphone App: A Pilot Study. Acad Psychiatry. 2017;
41:646–650
5. Tang Y-Y, Hölzel BK, Posner MI. The neuroscience of mindfulness meditation.
Nat Rev Neurosci. 2015;16:213–225.
6.Doll A, Hölzel BK, Boucard CC, Wohlschläger AM, Sorg C. Mindfulness is
associated with intrinsic functional connectivity between default mode and
salience networks. Front. Hum. Neurosci.2015;9:461;1-11.
7.Hasenkamp W, & Barsalou LW. Effects of meditation experience on functional
connectivity of distributed brain networks. Frontiers in Human Neuroscience.
2012;6;38;1-14.
8. Cotier FA, Zhang R, and Lee TMC. A longitudinal study of the effect of shortterm meditation training on functional network organization of the aging brain.
Scientific Reports. 2017; 7: 598 doi:10.1038/s31598-017-00678-8
9. Creswell JD, Taren AA, Lindsay EK, Greco CM, Gianaros PJ, Fairgrieve A,
Marsland AL, Brown KW, Way BM, Rosen RK, Ferris JL. Alterations in resting-

state functional connectivity link mindfulness meditation with reduced interleukin6: A randomized controlled trial. Biological Psychiatry. 2016;80:53-61.
10. Brewer JA,Worhunsky PD, Gray JR, Tang YY, Weber J, Kober H. Meditation
experience is associated with differences in default mode network activity and
connectivity. Proc. Natl.Acad.Sci.USA. 2011; 108: 20254–20259.
doi:10.1073/pnas.1112029108
11. Bressler, S.L., & Menon, V (2010). Large-scale brain networks in cognition:
Emerging methods and principles. Trends in Cognitive Sciences, 104,1148311488
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Leveraging the psychiatrist’s expertise: Residents’ perspective
of training in the Collaborative Care Model
Presenters
Hsiang Huang, MPH,MD, Cambridge Health Alliance/Harvard Medical School
(Leader)
Alecia Greenlee, MD, Cambridge Health Alliance/Harvard Medical School (CoLeader)
Gad Noy, DO, Cambridge Health Alliance/Harvard Medical School (Co-Leader)
Educational Objectives
1. Define the collaborative care model and components of the
interdisciplinary team.
2. Highlight the breadth of knowledge that is necessary to be an effective
psychiatric consultant within a collaborative care model (e.g. beyond
psychopharmacology, understanding patient population, and awareness of
resources).
3. Understand how psychiatric residents can be prepared to deliver
population-based mental health care.
Practice Gap
Collaborative care is an evidenced based integrated care model that improves
both quality and access to mental health treatment in the primary care setting
while achieving the Triple Aim. Although this system of care is an effective
approach, there are few psychiatry residencies that incorporate an integrated
care experience in their training program. According to a recent survey, most
residency programs offer an integrated care experience as an elective course
during the fourth year of residency. Yet one of the ACGME psychiatry milestones
(SB4) is the expectation that psychiatric residents will leave residency with the
ability to provide care for psychiatric patients through collaboration with nonpsychiatric medical providers and larger systems. This poster aims to bridge the
gap between training and practice.
Abstract
Although the number of medical students choosing to pursue a career in
psychiatry is increasing, the number of psychiatrists who practice within the
public sector continues to fail to keep up with the demand for care. One
evidence-based model that effectively integrates mental and general medical
care is the collaborative care model. More than 80 randomized controlled trials
have shown that this model is effective in improving access and mental health
outcomes in primary care settings. At a safety-net healthcare system, a 6-month
rotation based on the collaborative care model was created at multiple primary
care sites where psychiatry residents in their third year learn to be consultants.

Residents were trained to lead a multidisciplinary team and work with primary
care providers to deliver mental health treatment for patients in primary care
clinics. The purpose of this poster is to highlight the fundamental skills that
psychiatric residents need to learn in order to effectively deliver population-based
mental health care. Psychiatry residents are encouraged to use their knowledge
of mental health services, primary care practices, and evidence based psychiatric
practices to develop effective treatment plans for patients. This poster will also
define the principles of collaborative care model and describe the composition of
an integrated team. Residents will highlight their perspectives in practices within
a collaborative care model versus traditional outpatient psychiatric settings. In
addition, we will review the results of a resident survey regarding their confidence
in different domains in practicing collaborative care.
Scientific Citations
Joseph R, Kester R, O'Brien C, Huang H. The evolving practice of psychiatry in
the era of integrated care. Psychosomatics. 2017 Sep-Oct;58(5):466-473. Huang
H, Forstein M, Joseph R. Developing a collaborative care training program in a
psychiatry residency. Psychosomatics. 2017 May-June;58(3):245-249. Huang H,
Barkils-Oteo A. Teaching collaborative care in primary care settings for
psychiatry residents. Psychosomatics. 2015. Nov-Dec;56(6):658-661. Huang, H,
Barkil-Oteo A. Preparing psychiatry residents as 21st century psychiatrists.
Psychiatric News. http://psychnews.psychiatryonline.org/
newsarticle.aspx?articleid=18275592014, Jan 29. Huang H, Kaluma R.
Systematic case review: psychiatrist and care manager. Feb 2016; Available
from: https://m.youtube.com/watch?feature=youtu.be&v=Wxu6IOqr1g4.
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Lights, Camera, Action: The How and Why of Live-Streaming
and Recording Residents in Psychotherapy and
Psychopharmacology Sessions
Presenters
Eva Mathews, MPH,MD, LSU-Our Lady of the Lake Psychiatry Residency
Program (Leader)
Colin Stewart, MD, Georgetown University Medical Center (Co-Leader)
Peter Alahi, MD, University of Illinois College of Medicine at Peoria (Co-Leader)
Educational Objectives
1. Learn how three different residency programs have tackled the daunting
process of choosing, setting up, and utilizing HIPAA-compliant livestreaming and recording hardware and software in the outpatient setting.
This will include costs, setbacks, trouble shooting and pros/cons of
different methods of live-streaming, recording, and viewing.
2. Consider the value of recording residents in psychotherapy and/or
psychopharmacology sessions and the use of recordings during both insession and out-of-session supervision
Practice Gap
There are an ever increasing variety of technologies that programs can use to
record and/or live-stream residents’ clinical encounters. The ACGME requires
that there is equipment with the capacity for recording and viewing clinical
encounters available to residents. [1] However, there are not any requirements to
actually use the equipment. There is also huge variability in how programs use
recording and/or streaming (if at all), how frequently they use them, what
technologies they use, and in what settings they use them. It can be daunting for
faculty to start the recording process if it is not already utilized at their program,
and it can be difficult to navigate the various options if the current recording
process needs improvement.
Abstract
Residency programs work hard to ensure effective and timely supervision of
residents’ clinical work. Trainees have been recording their interview or
psychotherapy sessions since as early as the 1960s [2] and many studies have
shown how recording psychotherapy improves supervisees’ understanding of
their skills and weaknesses [2] and improves patient outcomes [3]. However,
many faculty feel left in the dark when it comes to figuring out how to start or
improve recording of resident interviews. This poster will present three very
different methods of recording residents’ clinical encounters in the outpatient
setting at three different psychiatry residency programs (two adult psychiatry
residencies and one child and adolescent psychiatry residency). We will discuss

the pros and cons as well as the cost of different methods. Two programs are
using live-streaming as part of their supervision process and one program is
experimenting with using camera glasses worn by the patient. Both methods are
relatively novel and utilize newer technologies that many programs may not be
using and/or may not be sure how to use.
Scientific Citations
1. ACGME program requirements for graduate medical education in psychiatry.
(2017). Retrieved November 7, 2017 from
https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/400_psychiatr
y_2017-07-01.pdf 2. Walz, G.R. & Johnston, J.A. (1963) Counselors look at
themselves on videotape. Journal of Counseling Psychology 10:232-6. 3. Diener,
M.J., Hilsenroth, M.J. & Weinberger, J. (2007) Therapist affect focus and patient
outcomes in psychodynamic psychotherapy: a meta-analysis. American Jounal
of Psychiatry. 164(6):936-41.
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Longitudinal Training in Integrated Care Settings
Presenters
Sanjay Chandragiri, MD, The Wright Center for Graduate Medical Education
(Leader)
Educational Objectives
Many patients with psychiatric illness will be treated in Integrated care settings.
Current residency training in psychiatry may not be preparing psychiatry
residents to play a leading role in integrated care teams. We are trying to
implement a longitudinal training in integrated care settings throughout the four
years of training in a new psychiatry residency training program.
Practice Gap
Current psychiatry residency training may not be adequate to address the need
for psychiatrist leaders in integrated care settings in the near future. Training is
mainly offered to senior residents and usually as an elective.
Abstract
Working in and leading integrated care teams are going to be a necessary skill
for graduating psychiatry residents to achieve competence in. Our new
residency program (first class started in July 2017), which is community based, is
trying to implement a longitudinal curriculum in integrated care. Our residents will
train in integrated care settings starting from their first year, with gradual increase
in responsibilities and time spent in these settings as they advance through
training. We plan to train them in 2 settings which integrate primary care,
addiction treatment and general psychiatric care.
Scientific Citations
Reardon CL, Bentman A, Cowley DS, Dunaway K, Forstein M, Girgis C, Han J,
Hung
E, Jones J, Keeble T, McCarron RM, Varley CK. General and Child and
Adolescent
Psychiatry Resident Training in Integrated Care: a Survey of Program Directors.
Acad Psychiatry. 2015 Aug;39(4):442-7. doi: 10.1007/s40596-015-0315-z. Epub
2015
Mar 17. PubMed PMID: 25778670.
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Motivational Interviewing and Empathic Communication Skill
Building in Psychiatry Training: A Pilot Study
Presenters
Lloyd Berg, BA,MA,PhD, University of Texas Austin Dell Medical School (Leader)
Christine Dozier, MD, University of Texas Austin Dell Medical School (CoLeader)
Joseph Kugler, MD, University of Texas Austin Dell Medical School (Leader)
Educational Objectives
1. Describe a Motivational Interviewing course designed to help psychiatry
residents progress in ACGME Psychotherapy Empathy and Process
milestones
2. Demonstrate the efficacy of training psychiatry residents in Motivational
Interviewing utilizing a validated measure of the ability to generate
empathic responses to clinically relevant scenarios
Practice Gap
Motivational Interviewing (MI) is an evidence-based, person-centered approach
to behavior change counseling (1). MI training has been suggested as an
effective educational opportunity for acquisition of core competencies in
psychiatry residency training, including Patient Care and Interpersonal and
Communication Skills (2). In a 2016 survey, a majority of responding general,
child/adolescent and addiction psychiatry residency training directors endorsed
the belief that motivational interviewing encompassed important skills for general
psychiatrists and should be taught during general psychiatry residency training
(3). While these training directors reported a variety of MI teaching modalities,
including didactics, clinical practice with formal supervision, and self-directed
reading, no studies correlate MI teaching with gains in Patient Care and
Interpersonal Communication Skills in psychiatry training programs. The
limitations of MI training, within the broader general medical education literature,
suggests a lack of quantitative outcome studies or use of validated assessment
tools (4).
Abstract
Motivational Interviewing (MI) has been suggested as an opportune training
experience for acquisition of core competencies in psychiatric residency training
(2). While appreciation of MI training as a practical educational experience grows
across specialties, there remains a dearth of described educational interventions
and accompanying validated methods for assessing acquired skills. A recent
meta-analysis of nine studies, for example, concluded that MI training can be
successfully implemented within graduate medical education programs, but only

one used a validated assessment tool (4). A skills-based, Motivational
Interviewing course was developed by expert faculty member that included nine
training sessions (12 hours total), implemented in succession at the beginning of
the post-graduate year 2 (PGY2). Seven PGY2 psychiatry residents and one
psychopharmacology postdoctoral fellow completed the course. The course
utilized a flipped classroom design, with readings and assignments completed
outside the classroom. Class time was dedicated to integration of knowledge
through experiential practice of MI communication skills and discussion of MI
applications to specific clinical case scenarios. Both before and after completing
the course, all participants completed the Helpful Responses Questionnaire
(HRQ), a validated measure of ability to generate empathic responses to
clinically relevant scenarios (5). The HRQ consists of six paragraphs that
simulate communications from individuals expressing a clinical concern, with
participants instructed to write one or two sentence responses they would
provide to be helpful. Each response is rated on a 5-point ordinal scale for depth
of reflection. Higher scores indicate a higher complexity of empathic response
(score range 6-30). HRQ responses were scored. All eight trainees showed
higher post-course HRQ scores by a factor ≥ 2 over their pre-course scores.
Group mean scores changed from 8.1 to 23, after the educational intervention. A
Wilcoxon Signed-Rank Test, used to compare mean differences of repeated
measurements utilizing rank ordinal data indicated a statistically significant
change in course mean (W=0, p ≤ 0.01) . This pilot study describes the first
practical implementation of MI training into psychiatry graduate medical
education with correlated improvements in HRQ. The HRQ is considered as one
feasible proxy for demonstrating PC4 1.1/A, 2.1/A, 3.1/A, and ICS1 1.1/A , 2.1/A,
3.1/A milestones. Generalizability is limited by small sample size and potential
observer bias. Future studies should consider repeated measures to assess
trainees’ sustained ability to generate empathic responses over time and
correlate HRQ scores with blinded clinical observation. Comparing these
measures against control groups or training-as-usual groups with larger sample
sizes is needed. The applicability of MI teaching to other core competencies in
psychiatry residency training also warrants further investigation.
Scientific Citations
1. Miller, WR and Rollnick, S. Motivational interviewing: Helping people change
(3rd ed.). New York, NY: Guilford Press. 2013.
2. Kaplan S and Harold E. Using Motivational Interviewing to Meet Core
Competencies in Psychiatric Resident Training. Acad Psychiatry 2011; 35:46-50
3. Abele M et al. Teaching Motivational Interviewing Skills to Psychiatry Trainees:
Findings of a National Survey. Acad Psychiatry. 2016 Feb;40(1):149-52.
4. Dunhill D, Schmidt S and Klein R. Motivational Interviewing Interventions in
Graduate Medical Education: A Systematic Review of the Evidence. J Grad Med
Educ. 2014 Jun; 6(2): 222–236.
5. Miller WR, Hendrick KE and Orlofsky DR. The Helpful Responses
Questionnaire: A Procedure for Measuring Therapeutic Empathy. J Clin Psy
1991 May; 47(3): 444-448.
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Motivational Interviewing Skills Acquisition: Preparing Trainees
for the Future
Presenters
Amy Burns, MD, Providence Sacred Heart Medical Center (Leader)
Educational Objectives
1. AADPRT conference participants that view this poster will be able to
describe the public health need for health behavior change. *
2. AADPRT conference participants that view this poster will be able to
describe curriculum strategies that haven’t been associated with skill
acquisition. *
3. AADPRT conference participants that view this poster will be able to
describe a Motivational Interviewing seminar that yields statistically
significant skill acquisition amongst trainees. *
*Linked to Practice Gap
Practice Gap
The average life expectancy in the United States has been steadily increasing
over the past century. Rapid improvements were won with public sanitation,
antibiotics and immunizations. In recent years, the improvements have slowed to
a near standstill. In some patient populations, the average life expectancy is
getting shorter (1). Patients with severe mental illness are dying 25-30 years
pre-maturely in comparison to the general population (2). A majority of these
deaths are associated with health behaviors such as diet, exercise, smoking and
substance use (3). In order to prepare our trainees to address our societies’
needs, they need to be proficient in Motivational Interviewing. Motivational
interviewing (MI) has a strong evidence base for helping guide patients behavior
towards health.
Motivational Interviewing is a critical skill for all future practitioners for a variety of
reasons above and beyond the life expectancy of Americans. In an atmosphere
of accountable care, practitioners need to be prepared to deliver patient care
outcomes in less time and in ways that are economically viable. Motivational
interviewing is well positioned to generate outcomes via influencing patients to
become more invested in treatment strategies in less time than traditional
psychotherapies.
Currently the ACGME requires programs to teach psychiatry residents supportive
therapy, cognitive behavioral therapy and psychodynamic psychotherapy. The
ACGME doesn’t require Motivational Interviewing training. Thus, I submit, it’s up
to psychiatric educators to lead our training in a direction that will benefit society

and residents alike. I believe that producing Psychiatrists proficient in practicing
Motivational Interviewing is imperative to preparing residents to address the
needs of the future.
Motivational Interviewing training is not an entirely new field of discovery.
Motivational Interviewing has traditionally been done via PowerPoint
presentations followed by some role playing and practice of skills. Although
clinicians felt their skills improved from such trainings, Miller et al. found that
these clinicians we unable to demonstrate skills proficient in Motivational
Interviewing (4). Perpetuation of these inadequate processes could lead to
watering down of the outcomes of Motivational Interviewing with patients missing
out on the benefits associated with high fidelity practice.
This poster demonstrates our department’s attempt at addressing the practice
gap in training while being mindful of the future needs of our community. This
projects aim is to generate improved patient outcomes while training learners.
Because our goal is for patients to improve, our learners will need to demonstrate
more than knowledge acquisition, but actual skill acquisition and generalize that
skill towards individual patient situations. This poster demonstrates the first step
of this process: skill acquisition amongst learners. Because skill acquisition is
only a good start, our next step will be measuring whether these learners are
able to generate patient outcomes with their practice of Motivational Interviewing.
Abstract
Background: Americans, especially the severely mentally ill, are dying earlier
due to modifiable health behaviors (Ezzati, 2008). Psychiatric educators are well
positioned to respond to this societal issue by teaching Motivational Interviewing
(MI). MI is an evidence based therapy proven to help people change health
behaviors. MI is easily applied in shorter appointments, thus more likely to be
used in our current systems of care.
Purpose: Training in MI is typically provided in one-time clinical workshops.
Evidence suggests that such workshops are not helpful at changing clinician or
patient behaviors, thus not an effective strategy (Miller, 2001). Didactic
workshop followed by coaching and feedback has been shown to increase post
training proficiency. (Miller, 2004).
We designed a MI seminar with the goal of learner skill acquisition. The seminar
was offered to third year medical students, care managers, psychiatry residents
and fellows working in a collaborative care setting. Our pilot study of this
seminar considered both teaching quality assessment, and measurement of
clinical skills acquisition.
Methods: Course materials and teaching methods: To ensure minimum
baseline of knowledge, learners completed pre-reading and watched video links.
Subsequently, each learner submitted a 10-minute audio recording weekly for

group review and coding. Coders e-mailed formative and summative feedback
weekly based on the MITI 4.2.1 manual coding algorithm to learners prior to the
student submitting their next tape.
Evaluation of curriculum: Eighteen learners participated and 82 recordings were
reviewed. Motivational Interviewing Training Integrity (MITI) 4.2.1 scoring sheets
were utilized to document technical and relational global scores, percent complex
reflection (%CR), reflection-to-question (R:Q) ratio, as well as total MI adherent
and non-adherent utterances. Statistical Software SPSS.v24 was used for
quantitative data analysis. Post seminar evaluations provided teaching quality
assessment.
Results: Clinical skills acquisition: Two-tailed T-test showed statistically
significant improvement (<0.05) in the learner’s demonstrated R:Q ratio and
%CR after participating in MI seminar. These pilot data suggest possible utility of
a structured coaching tool (such as the MITI 4.2.1) to provide formative and
summative feedback to support skill acquisition among residents.
Seminar qualitative assessment: “It has been so useful to practice my reflective
listening skills. It’s incredible how much rapport is built with this technique. And it
also has really helped me figure out what to say when I don’t know what to say. ”
-From a seminar learner.
Discussion: This seminar yielded statistically significant results in skill
acquisition. Future projects will attempt to look at whether this skill acquisition
resulted in improved patient outcomes.
Conclusion: Based on our data and analysis, we suggest that the seminar we
developed offers a strategy for ensuring MI skill acquisition in medical students,
care managers, psychiatry residents and fellows. The seminar is easy to deploy
to other learning environments.
Scientific Citations
1. Life Expectancy Worsening or Stagnating for large Segment of the US
Population. Harvard T.H.Chan School of Public Health and University of
Washington. https://www.hsph.harvard.edu/news/press-releases/lifeexpectancy-worsening-or-stagnating-for-large-segment-of-the-us-population/
2. Congruencies in Increased Mortality Rates, Years of Potential Life Lost, and
Causes of Death Amoung Public Mental Health Clients in Eight States. Colton,
C; Manderscheid, R. Preventing Chronic Disease: Public Health Research,
Practice and Policy. Volume 3: No. 2. April 2006.
3. Premature Mortality Amoung Adult With Schizophrenia in the United States.
Olfson, M; Gerhard, T; Huang, C; Crystal, S. JAMA Psychiatry. 2015; 72(12):
1172-1181.

4. A Small Study of Training in Motivational Interviewing: Does One Workshop
Change Clinician and Client Behavior? Miller, W; Mount, K. Behavioural and
Cognitive Psychotherapy. Vol. 29, Issue 4, October 2001, PP 457-471
5. The Reversal of Furtunes: Trends in County Mortality and Cross-County
Mortality Disparities in the US. Ezzati, M et al. (2008) PLOS Medicine 5(4):
e66.
6. A Randomized Trial of Methods to Help Clinicians Learn Motivational
Interviewing. Miller, W; Yahne, C; Moyers, T, Martinez, J; Pirritano, M. Journal
of Consulting and Clinical Psychology. Vol 72(6), Dec 2004, pp 1050-1062.
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Novel psychotherapy Curriculum: Progressive individual and
group supervision to detemine psychotherapy competencies
Presenters
Santosh Shrestha, MD, Southern Illinois University School of Medicine (Leader)
Kari Wolf, MD, Southern Illinois University School of Medicine (Co-Leader)
Jeanné Hansen, BA,MA, Southern Illinois University School of Medicine (CoLeader)
Educational Objectives
1. Be familiar with varibility of current wide range of experiences in
psychotherapy education and current trends in Psychotherapy training
2. Be able to describe novel approach to psychotherapy curriculum, using
individual and group supervision utilizing completency based evaluation
3. Appreciate need for further study to standardize psychotherapy
curriculum
Practice Gap
The ACGME and the Psychiatry Residency Review Committee ( RRC)
recognize the importance of developing psychotherapy competency in psychiatry
residency training. The ACGME program requirements mandates that the
residents must demonstrate competence in managing and treating patients using
both brief and long-term supportive, psychodynamics and cognitive behavioral
psychotherapies. Residency Programs now have requirements to measure
Psychotherapy competencies in milestone and assessment tools like the
AADPRT Milestone Assessment of Psychotherapy (A-MAP) have facilitied this
process. However, consensus is needed concerning content and sequencing of
training, requisite clinical experience, amount of supervision and evaluation of
clinical competencies. There is also a mixed picture about how residents
experience psychotherapy training.
Abstract
The ACGME milestones to evaluate Residents in core psychotherapy
competencies along with avaibility of assessment tools like the AADPRT
Milestone Assessment of Psychotherapy (A-MAP) has renewed the intrest in
psychotherapy training. As there were varibility on amount of trainging and
oppertunities for clinical experience available for the trainee , this lead to mixed
picture of perception of psychotherapy training and competencies. We developed
a novel psychotherapy currciculum with goals oof the curriculum to include : 1)
Train residents to be competent providers of supportive, cognitive behavioral and
psychodynamic psychotherapies, 2) expose residents to a number of different
supervision styles and experiences to enhance their learning experiences, 3)
Develop appreciation and understanding for the ways in which psychotherapy

and psychopharmacology work in tandem to enhance the treatment and recovery
process. The Curriculum has specific requirements:
1) completion of written formulation for each of the three psychotherapy and
review with corresponding didactic seminar. 2) Individual and Group supervisionn
based on the competency being worked on through direct observation of clinical
session, pre-recorded clinical sessions, role play, discussion of reading
assignments, professional videos. 3) Asssessment of competencies through
competency based assessment tools which is accessible to various supervisors .
Once 70% of the skills outlined on the assessment tool is acheived , resident
progress is reviewed by the Psychotherapy Training Committee and assigned to
different psychotherapy competency group. Psychotherapy Training Committee
will serve as an adjunct to the Residency Clinical Competency Committee.
The goal of the curriculum is to provide structure to the psychotherapy training
and provide oppertunity for the resident obtain supervision and training in number
of ways. Future studies will be designed to measure outcome of the
implementation of this novel curriculum, particularly focusing on outcome
measures of achievement of milestones based competency.
Scientific Citations
Sudak DM, Goldberg DA. Trends in psychotherapy training: A national survey of
psychiatry residency training. Acad Psychiatry. 2012;36:369-73.
ACcrediation Council for Graduate Medical Education: Program Requirements
for Graduate Medical Education in Psychiatry, available at www.acgme.org
Weissman MM, et al National Survey of Psychotherapy Training in Psychiatry,
Psychology and Social Work. Arch gen Psychiatry/Vol 63, Aug 2006
Goldberg DA: Structuring training goals for psychodynamic psychotherapy. J
Psychother Pract Res 1977; 7:10-22
Weerasekera P, Antony MM, Bellissimo A et al: Competency assessement in the
McMaster Psychotherapy Program. Acad Psychiatry 2003; 27:166-173
Christina Calabrese, M.D., Andres Sciolla, M.D. et al :Psychiatric Residents’
Views of Quality of
Psychotherapy Training and Psychotherapy Competencies: A Multisite Survey,
Acad Psychiary 2010, 34:1-13
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Online Residency Training in Tobacco Use Disorders
Presenters
Barbara Palmeri, MD, Rutgers Robert Wood Johnson Medical School (Leader)
Jill Williams, MD, Rutgers Robert Wood Johnson Medical School (Co-Leader)
Raul Poulsen, MD, Jackson Memorial Hospital/Jackson Health System Program
(Co-Leader)
Vamsee Chaguturu, MD, Mount Sinai Beth Israel (Co-Leader)
Anthony Tobia, MD, Rutgers Robert Wood Johnson Medical School (Co-Leader)
Educational Objectives
1. To learn about an online curriculum on Tobacco Use Disorders for
psychiatry residents
2. To become more familiar with the need to have psychiatrists more
involved in the recognition and treatment of tobacco use disorder.
3. To review evaluation data collected from the sample of residents who
completed the online training in tobacco use disorders.
4. To recognize that tobacco use disorder is under-treated in behavioral
health treatment settings and by psychiatrists
Practice Gap
Tobacco accounts for 50% of deaths in individuals with schizophrenia, bipolar
disorder and depression and despite these statistics, little is being done
nationally to treat tobacco in behavioral health settings. A 2014 survey by
SAMHSA indicates that only 1 in 4 mental health treatment programs offers
smoking cessation treatment. That treating tobacco use disorders is largely
ignored in the behavioral health treatment setting may, at least in part, represent
a training or knowledge deficit. Very few psychiatry residency training programs
offer tobacco education during training and continuing medical education (CME)
programs on tobacco dependence for psychiatrists in practice are also very
limited. Education not only imparts knowledge but can also help to improve
attitudes and change beliefs about the hope for successful treatment. Barriers to
training on tobacco use include competing priorities, lack of available teaching
materials and lack of faculty expertise. To remedy this problem, there is a need
to create new curricula for psychiatry residents to make trainings relevant and
feasible to their needs. Online standardized training may be advantageous to
increase access and facilitate training in tobacco use disorders. We have more
than a decade of experience in developing curricula on treating tobacco use
disorder for practicing psychiatrists and wanted to modify these materials into a
briefer format that could be disseminated to residents across the country

Abstract
The goal of the project was to develop and test an online curriculum on Tobacco
Use Disorders for psychiatry residents. General psychiatry resident trainees from
our university participated in the development of the materials. We developed
materials related to the project including learning objectives and videotaped
webinars that included patient interviews. We developed evaluation tools
including a pretest and posttest to assess knowledge acquisition, a survey of
beliefs and attitudes and a course evaluation. In addition to baseline measures
we included a brief 3 month follow-up email survey to assess if the new
knowledge impacted clinical practice, resulting in more documentation and
treatment of tobacco use disorder. We invited program directors from across the
country to participate in this activity and each individual participant received a
unique email link to enter the course. Participation was voluntary but residents
were offered a $40 Amazon gift card incentive if they completed the entire 3 hour
course and 3 month follow-up survey. We also invited residency training directors
to participate and take the same course with an incentive of 3 free CME credits.
Two hundred psychiatry residents completed the online course. Pretest data from
179 who were eligible for analysis showed poor baseline knowledge in tobacco
use disorders. Mean pretest scores were 54.3 % (SD 19.0). One hundred twenty
six (70%) completed all the modules and posttest evaluations. Mean posttest
scores were 88.3 % (SD 13.7). Paired t tests indicated a significant increase in
knowledge with a mean score increase of 33 points (t -18.3, df 124, p<0.001). All
baseline measures of attitudes, practices and satisfaction with the course have
been collected. Ten faculty supervisors also completed the pretest. Mean scores
on the pretest for the faculty were almost the same as the residents, indicating
low knowledge of tobacco treatment (Mean 56.0 (SD 15.1). Three month followups are still being collected as the study is still underway and are anticipated to
conclude in December 2017. Approximately 70 individuals have completed the 3
month follow-up. Complete results will be presented at the meeting. This project
was funded by a grant to JMW from the American Board of Psychiatry and
Neurology.
Scientific Citations
1. Williams JM, Miskimen T, Minsky S, Cooperman NA, Miller M, Dooley
Budsock P, Cruz J and Steinberg ML. Increasing Tobacco Dependence
Treatment through Continuing Education Training for Behavioral Health
Professionals. Psychiatric Serv. 2015 Jan 1 ; 66 (1) : 21-6. doi: 10.1176/ apps.
ps. 201300523. Epub 2014 Nov 17.. PMID: 25220158 2. Prochaska JJ, Fromont
SC, Louie AK, et al: Training in tobacco treatments in psychiatry: a national
survey of psychiatry residency training directors. Academic Psychiatry 30 : 372378, 2006 3. Williams JM, Steinberg ML, Hanos Zimmermann M, Gandhi KK,
Lucas GE, Gonsalves DA, Pearlstein I, McCabe P, Galazyn M, Salsberg E.
Training psychiatrists and advanced practice nurses to treat tobacco
dependence. J Am Psychiatr Nurses Assoc, 159 (1) : 50-58, 2009.

Posters
Friday, March 2, 2018

Patient Aggression towards Child Psychiatry Trainees in an
Outpatient Clinic Setting
Presenters
Nauman Khan, MD, University of Michigan (Leader)
Sarah Mohiuddin, MD, University of Michigan (Leader)
Educational Objectives
1. To assess the number of incidents of patient-related aggression that occur
during an outpatient clinic rotation experience for child psychiatry fellows.
2. To determine whether the number of incidents of patient-related
aggression reported by fellows differ from the number of incidents
reported into a hospital-based incident reporting system
3. To determine whether particular diagnoses are overrepresented in the
patient in which aggression related incidents occur within an outpatient
clinic.
4. To recommend increased training and didactics around patient-related
aggression in outpatient clinics for child psychiatry fellows
Practice Gap
Patient aggression and violence is a serious and unfortunate truth experienced
by psychiatrists as well as psychiatric trainees over the course of their
profession. Aggression and violence directed towards psychiatrists has been
addressed in the literature. However, the majority of the literature focuses on
patient aggression occurring in adult populations or inpatient settings. Patient
aggression occurring in child and adolescent populations and in particular, within
outpatient clinic settings, has not been systematically studied. Assessing and
understanding incidents of patient-related aggression is of particular importance
during the course of child and adolescent fellowship, where fellows may have
little knowledge and/or experience in treating or managing child specific issues
related to patient-related aggression or violence in their office. Yet, few training
programs have addressed the topic of patient-related aggression in outpatient
clinical settings. As such, child psychiatry trainees may be insufficiently trained
in the assessment and management of patient-related aggression in this
population.
Abstract
Patient-related aggression and violence in psychiatric settings is a well-known
phenomena. Though a number of studies have looked at violence during general
psychiatric training, little has been written about aggression within child
psychiatry fellowship. This is particular importance given that studies suggest
that child psychiatric sites may be at higher risk for patient-aggression related
events. In this study, we reviewed patient related adverse events in two ways.

First, an assessment of the overall rate of patient related adverse events in an
outpatient child and adolescent psychiatry clinic were assessed through a
hospital-based adverse event reporting system. Incident reports through the
years 2010-2017 were reviewed. 86 clinician-initiated incident reports were
generated during this time frame, of which 14 (16.28%) were of reported physical
aggression by patients. These reports included, but were not limited to, serious
harm such as a patient grabbing a clinician’s hair and pulling it, striking a
clinician, knocking over another patient, biting of a clinician and hitting a pregnant
clinician in the stomach requiring an ER visit. Second, surveys were given to
current child and adolescent psychiatry fellows regarding patient-related
incidents of aggression or violence during their outpatient rotation. 7/9 (77.8%)
of fellows on the outpatient rotation completed the survey. Of 11 aggressive
episodes, only 3 (27.27%) were filed as incident reports in the hospital-based
reporting system. These episodes included 4 patients (36.36%) with Autism, 1
(9.1%) with intellectual disability, 4 (36.36%) with ADHD and 2 (18.18%) with
mood disorders. Age range of these patients were from 5-17 years of age. 5 of
11 (45.45%) of these cases were physical aggression, 3 of 11 (27.27%) were
verbal aggression, and 2 of 11 (18.18%) constituted both. 9 of 11 aggressive
episodes (81.82%) were directed towards the child and adolescent psychiatry
fellow with 1 of 11 (9.1%) directed towards another family member and 1 of 11
(9.1%) directed towards another patient within the clinic. Fellows in their
second year of training were noted to experience a higher number of aggressive
episodes. Given these findings, it appears that the number of aggressive
incidents by patients towards clinicians-specifically child and adolescent
psychiatry fellows, are under-reported. In addition, patients with a diagnosis of
Autism or ADHD were noted to be over-represented in the group of patients with
aggression in the clinic setting. Given these findings, we propose increased
curricula within residency training programs and child psychiatry fellowship
programs in particular around patient-related aggression and violence. This
proper protocol would entail a didactic training session followed by a practical
session on assessment and management of aggression in child outpatient
settings. The didactic training session should also incorporate criteria of what
would constitute a reportable event, specific reporting procedures of an adverse
event, a written protocol about how to initiate an occupational health visit
following an adverse event involving a trainee, and post event briefings to ensure
the well-being of trainees.
Scientific Citations
1) Fink, D., Shoyer, B., & Dubin, W. R. (1991). A study of assaults against
psychiatric residents. Academic Psychiatry, 15(2), 94-99.
2) Schwartz, T. L., & Park, T. L. (1999). Assaults by patients on psychiatric
residents: a survey and training recommendations. Psychiatric Services, 50(3),
381-383.Anderson, A., & West, S. G. (2011). Violence against mental health
professionals: when the treater becomes the victim. Innovations in clinical
neuroscience, 8(3), 34.

3) van Leeuwen, M. E., & Harte, J. M. (2017). Violence against mental health
care professionals: prevalence, nature and consequences. The Journal of
Forensic Psychiatry & Psychology, 28(5), 581-598.Wasser, T. D. (2015).
4) How do we keep our residents safe? An educational intervention. Academic
psychiatry, 39(1), 94-98.
5) Kwok, S., Ostermeyer, B., & Coverdale, J. (2012). A systematic review of the
prevalence of patient assaults against residents. Journal of graduate medical
education, 4(3), 296-300.
6) Coverdale, J., Gale, C., Weeks, S., & Turbott, S. (2001). A survey of threats
and violent acts by patients against training physicians. Medical education, 35(2),
154-159.
7) Dvir, Y., Moniwa, E., Crisp-Han, H., Levy, D., & Coverdale, J. H. (2012).
Survey of threats and assaults by patients on psychiatry residents. Academic
psychiatry, 36(1), 39-42.
8) R. E., & Yager, J. (2017). A Live Threat Violence Simulation Exercise for
Psychiatric Outpatient Departments: A Valuable Aid to Training in Violence
Prevention. Academic Psychiatry, 1-7.
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Educational Objectives
1. Assess the adequacy of training in psychiatry across family medicine
residencies in the United States with the goal of identifying potential gaps
in curriculum.
2. Understand resident perceptions of the quality and effectiveness of
education in psychiatry across family medicine residency programs in the
United States.
3. Evaluate resident knowledge, attitudes, and comfort levels regarding
education in psychiatry at family medicine residency programs across the
United States including how prepared residents are for the practice
demands of the future.
4. Understand what changes in training are necessary to support future
practice demands for primary care physicians treating mental disorders.
5. Assess the correlation between professional experience with mental
healthcare prior to beginning family medicine residency and comfort level
treating mental disorders during residency.
Practice Gap
Untreated mental disorders are surpassing other medical conditions regarding
mortality and burden of disease. As the prevalence of mental disorders continues
to rise it has become increasingly apparent that current resources and treatment
options are scarce. With the increasing burden of mental disorders, it is
estimated that primary care physicians (PCPs) provide approximately 50% of
mental health care in the United States. Despite this, family medicine residencies
have struggled to equip physicians with the comprehensive tools necessary to
manage mental disorders, yielding a practice gap.
Literature indicates that psychiatric and behavioral interventions provided by
primary care providers are efficient and cost-effective and can deliver quality

outcomes for the following conditions: chronic pain, alcohol use disorders,
nicotine use, depression, generalized anxiety, social anxiety, and panic disorder.
Despite the need for mental health care in primary care settings, family medicine
residents frequently lack comprehensive training in psychiatry and behavioral
sciences. The training that is provided is variable, often inadequate in length of
time, and following training residents report insecurity and lack of confidence in
treating mental disorders. Despite this data, a national survey of family medicine
residents regarding the quality, depth, and effectiveness of training in psychiatry
has never been published. The authors are conducting a national survey of
family medicine residents to understand perceptions of their training in
psychiatry. This will allow programs nationally to address gaps in residency
curricula and understand how to provide a more comprehensive training
experience.
Abstract
OBJECTIVE: The aim of this study is to assess family medicine residents’
perceptions of their education in psychiatry. We hypothesize residents will
perceive the resources and time dedicated to training in psychiatry is limited
within family medicine residency programs in the US. When it comes to
diagnosing and treating mental disorders, we expect the confidence level of
family medicine residents to be associated with previous professional experience
with mental healthcare.
METHODS: A snowball sampling technique was used to recruit family medicine
residents to participate in a survey study. We obtained email addresses for 522
coordinators of accredited residency training programs from ACGME listings.
Addresses were entered into REDCap (a secure web-based database) where
automated emails, along with three reminders, were generated asking
coordinators to disseminate the survey to their residents. Those who agreed
were asked to report the number of residents enrolled in their program. Upon
agreement, the coordinators were provided with an email invitation to be
forwarded to residents, which contained a link to the survey. Survey questions
assessed resident education, knowledge, attitudes, and barriers regarding
training in psychiatry. The KUMC IRB approved the study and it’s design.
The target sample size was 328 residents. This number was based on 90%
power to detect an 18% effect size difference between those who felt they
receive adequate versus inadequate training in psychiatry, a dichotomous
outcome variable. Responses will be tallied and the magnitude of the effect size
will be measured and compared with a binomial test. Bivariate associations to the
training measure will be evaluated with Chi-square tests for categorical data, t
tests or Mann-Whitney U tests with continuous data.
RESULTS: Data collection will run from September 20, 2017 through December
31, 2017. As of mid-October we have collected 135 responses and are on target
to meet our goal of 328 participants. Current data suggests that 68% of family
residents surveyed report receiving adequate training to manage patients with
mental disorders. However, 37% report inadequate diagnostic training and 60%

report inadequate training in psychopharmacology. Inadequate diagnostic
training was reported for violent patients (54%), PTSD (42%), OCD (53%), eating
disorders (60%) and psychotic disorders (63%). 96% of residents said they would
like more training in psychiatry; specifically more supervised clinical experiences
with psychiatric patients (66%). The largest barrier to adequate training in
psychiatry was lack of time (20%), lack of psychiatric faculty (21%) and
competing demands (22%).
DISCUSSION/CONCLUSION: We anticipate that family medicine residents
across the US desire more training in psychiatry. Deficits in current training
appear to be with the diagnosis of mental disorders and practice of
psychopharmacology. This dearth of training may lead residents to have low
confidence in their ability to adequately diagnose and treat mental disorders.
While it is too early in the course of our study to identify the major barriers to
adequate training, residents agreed more supervised clinical experiences would
be beneficial. We hope that by identifying this educational gap, family medicine
residency programs will modify their curricula to allow for additional training in
psychiatry.
Scientific Citations
Mathers, C. D., & Loncar, D. (2006). Projections of global mortality and burden
of disease from 2002 to 2030. PLoS Medicine, 3, 2011-2030.
Patel, V., Chisholm, D., Parikh, R., Charlson, F. J., Degenhardt, L., Dua, T.,…
Whiteford, H. (2016). Addressing the burden of mental, neurological, and
substance use disorder: Key messages from Disease Control Priorities, 3rd
edition. The Lancet, 387, 1672-1685.
Searight, H. R. (2009). Realistic approaches to counseling in the office setting.
American Family Physician, 79, 277-284.
Triana, A. C., Olson, M. M., Trevino, D. B. (2012). A new paradigm for teaching
behavior change: Implications for residency training in family medicine and
psychiatry. BMC Medical Education, 12, 1-6.
Mellman, L. A. (2006). How endangered is dynamic psychiatry in residency
training? The Journal of the American Academy of Psychoanalysis and Dynamic
Psychiatry, 34, 127-133.
Searight. H. R. (2007). Efficient counseling techniques for the primary care
physician. Primary Care, 34, 551-570.
Funnell, M.M., Brown, T.L., Childs, B.P. et al. (2008). National standards for
diabetes self-management education. Diabetes Care, 31, 97-104.
Roy-Byrne, P., Craske, M.G., Sullivan, G., Rose, R.D., Edlund, M.J., Lang,
A.J.,…Stein, M.B. (2010). Delivery of evidence-based treatment for multiple
anxiety disorders in primary care: A randomized controlled trial. The Journal of
the American Medical Association, 303, 2314-2321.
Gilbody, S., Bower, P., Fletcher, J., et al. (2006). Collaborative care for
depression: A cumulative meta-analysis and review of longer-term outcomes.
Archives of Internal Medicine, 166, 2314-2321.

U.S. Department of Health and Human Services, National Center for
Biotechnology Information. (2008). Treating tobacco use and dependence.
Retrieved from https://www.ncbi.nlm.nih.gov/books/NBK63952/
Van Orden, M., Hoffman, T., Haffmans, J. et al. (2009). Collaborative mental
health care versus care as usual in a primary care setting: A randomized
controlled trial. Psychiatric Services, 60, 74-79.
Wadden, T. A., Volger, S., Sarwer, D. B. et al. (2011). A two-year randomized
trial of obesity treatment in primary care practice. New England Journal of
Medicine, 2011, 1969-1979.
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Internal Medicine, 2004, 558-569.
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Educational Objectives
Participants will:
1. Gain Insight as to how resident QI projects can improve program curriculum
and effectively address specific resident concerns.
2. Understand the benefits of integrating relevant didactic curriculum into specific
clinical settings.
3. Gain awareness as to the value of resident involvement in curricular change.
Practice Gap
Several residents voiced a need for a better understanding of legal issues related
to outpatient care. They believed that psychiatry residents transitioning to
outpatient practice are often unaware or feel unprepared to effectively address a
variety of routine, yet uncommon medico-legal situations pertinent to psychiatric
practice. Little is written about the value and process of combining resident
understanding and participation in QI projects in order to promote positive
program change, while at the same time supporting issues of relevance to
trainees. A survey of upper level residents identified several relevant medicolegal roles and activities which reinforced concerns voiced by the initial trainees.
In reviewing the literature the need for specific legal training was championed in
several papers, though though we were unable to find evidence of successful
interventions for specific topics, timing in the curriculum, acceptance by trainees,
or improvement in competence and comfort. Little is written about the value and
process of combining resident understanding and participation in QI projects in
order to promote positive program change while at the same time supporting
issues of relevance to trainees. As we explore new ways in GME to promote
overall resident well-being, ownership in the program and the ability to
collaboratively effect change will be invaluable.
Abstract
As we explore new ways in GME to promote overall resident well-being, resident
ownership in the program and the ability to collaboratively effect change will be
invaluable. To illustrate the point, we highlight the evolution of a recently

completed project that grew out of a resident concern for more preparation on
how to respond to legal issues that arise in clinic. On several occasions
residents expressed concern, wishing they had been better prepared on how to
respond when various legal issues arise in clinic. The interaction between
psychiatry and the medico-legal system begins early in residency training with
learning and exposure to issues of civil commitment, risk assessment, informed
consent and the duty to protect though these issues expand in breadth, they
become less common as clinical learning changes from the hospital to the
outpatient setting. In addition to a change in clinical focus, the transition to
longitudinal patient care brings additional regulatory and legal issues specific to
outpatient practice. Though significant to our patients and psychiatric practice,
many outpatient legal scenarios occur infrequently, and may surface for the first
time during this phase of training. Even with available supervision, any interface
with the legal system brings with it anxiety and uncertainty for practitioners. In
order to understand the scope of the issue, residents were surveyed as part of a
trainee QI project, to determine knowledge, level interest and contacts-to-date
with legal issues in the outpatient clinic. Identifying the areas of focus was
essential to providing relevant content and context specific to general psychiatry
residents. Through an anonymous survey tool, residents identified topics
encountered in their general outpatient psychiatry setting to date and conveyed
their comfort level and understanding of the issues. Areas addressed included:
expert court testimony, fitness-to-parent evaluation requests, FMLA, school
accommodation, disability claims, outpatient civil commitment, divorce and
requests for service/emotional support animals. PGY 2 and 3 residents were
asked to assess how well prepared they were to handle these issues and what
training or resources would be most helpful in the way of pre-training or in-themoment assistance. Residents then underwent a two-hour live training using
clinical scenarios relating to the identified legal issues. After training, residents
were resurveyed as to comfort level and knowledge of the same topics.
Completion of the training revealed a statistically significant improvement in the
majority of categories. Perhaps more importantly, residents also felt empowered,
mitigated professional anxiety in a new clinical situation, and contributed to
curricular enhancement for future trainees.
Scientific Citations
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2. Eykel, I., & Miskel, E. (2013). The Mental Health Privledge in Divorce and
Custody Cases . The
Journal for the American Academy of Matrimonial Lawyers, 25(3), 453-475.
3. Gold, L. (2008). Okpaku, S. (2009). Psychiatric Disability: A Step-by-Step
Guide to Assessment and
Determination. Psychiatric Times.
4. SC Code of Laws Title 44 Retrieved June 22, 2017, from
http://www.scstatehouse.gov

/code/t44c017.php
5. Schouten, R. (2001). Law and Psychiatry: What Should Residents Learn?
Harvard Review of
Psychiatry, 9(3), 136-138.
6. Walter, H., & Berkovitz, I. (2005). Practice Parameter for Psychiatric
Consultation to Schools. Journal of the American Academy of Child & Adolescent
Psychiatry, 44(10), 1068-1083.
7. Younggren, J. N., Boisvert, J. A., & Boness, C. L. (2016). Examining Emotional
Support Animals and Role Conflicts in Professional Psychology. Professional
Psychology, Research and Practice, 47(4), 255–260
8. Akins, R. B., & Handal, G. A. (2009). Utilizing Quality Improvement Methods to
Improve Patient Care Outcomes in a Pediatric Residency Program. Journal of
Graduate Medical Education, 1(2), 299–303. http://doi.org/10.4300/JGME-D-0900043.1
9. Smith, S. R., & Bakshi, R. (2015). Promoting Resident Involvement in Quality
Improvement Initiatives Through Faculty Involvement and Curriculum. Journal of
Graduate Medical Education, 7(1), 119–120. http://doi.org/10.4300/JGME-D-1400508.1
10. Francis MD, Varney AJ. Learning by doing: use of resident-led quality
improvement projects to teach clinical practice improvement. Semin Med Pract
2006;9:41–6. Available at www.turner-white.com.

Posters
Friday, March 2, 2018

Psychiatry Residents’ Perspectives of Primary Care
Presenters
Claudine Jones-Bourne, MD, (Leader)
Melissa Arbuckle, PhD,MD, Columbia University/New York State Psychiatric
Institute (Co-Leader)
Educational Objectives
1. This study was a survey of psychiatry residents at a large urban academic
medical center. After reading this poster, participants will
2. Have a better understanding of the comfort level of surveyed psychiatry
residents in managing the general medical conditions of their psychiatric
patients.
3. Know more about the expectations that surveyed psychiatry residents
have about managing general medical conditions in the future.
4. Understand resident satisfaction regarding training in providing primary
care treatment in psychiatric settings.
Practice Gap
There have been recent calls to extend the role of psychiatrists to include the
management of general health conditions (1). Co-morbid medical issues, poor
health hygiene, and limited access to high-quality health care all contribute to the
increased risk of mortality among patients with mental illness (2). Addressing
primary care issues in behavioral health care settings may reduce such
disparities. However, residents receive relatively little training in this kind of
“reverse-integrated” care (3). We undertook this study to better understand
psychiatry resident perspectives regarding their role in treating general medical
conditions in psychiatric patient populations.
Abstract
Objective: In this study, we aimed to analyze the knowledge, skills, and attitudes
of psychiatry residents regarding their role in managing the primary care issues
of their patients. We also aimed to gauge whether residents received instruction
and training in reverse integrative care and their satisfaction with that instruction.
Methods:
Between July and October 2017, all 46 adult psychiatry residents at Columbia
University Medical Center were asked to complete an online survey which asked
them to rate their ability, interest, and comfort in managing the general medical
conditions of their psychiatric patients. Residents were also asked to indicate
which general medical conditions they felt they should be able to manage for
their psychiatric patients. Residents were asked to describe barriers and

facilitators to providing general medical care to psychiatric patients as well as
their training in reverse integrated care.
Results: Sixty-seven percent of residents responded to the survey. Most
residents felt comfortable, able, and interested in managing the general medical
conditions of their patients with supervision from a primary care provider. When
residents were asked about the medical conditions they should be able to
manage, medication assisted smoking cessation hypertension, dyslipidemias,
and non-insulin dependent diabetes were among the top selected. A little less
than half of the residents reported receiving instruction about integrated care. Of
those who reported receiving instruction about integrated care, a majority were
less than satisfied with the instruction they received. A lack of time and training
were among the barriers residents listed in providing general medical care to
psychiatric patients. Residents felt supervision from a primary care physician
and training would be particularly helpful in increasing their comfort in managing
general medical conditions.
Discussion/Conclusions: The results gave us some insight into understanding
how residents view their current and future roles of managing the primary care
issues of their patients. Residents seem interested in additional training and
supervision in this area.
Scientific Citations
1. Vanderlip ER, Raney LE, Druss BG: A framework for extending psychiatrists’
roles in treating general health conditions. Am J Psychiatry 2016; 173:658–663
2. Druss BG, Zhao L, Von Esenwein S, et al: Understanding excess mortality in
persons with mental illness: 17-year follow-up of a nationally representative U.S.
survey. Med Care 2011; 49:599–604
3. Arbuckle MR, Harnessing Medical Training for Psychiatrists to Expand Access
to Care. American Journal of Psychiatry, 173(12), p. 1244
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Educational Objectives
This poster will:
1. Describe an annually delivered dual curriculum to support the
development of skills and knowledge for both faculty and residents
2. Emphasize the significance of resident burnout and the relationship to
resident morbidity and mortality
3. Highlight the role of educators in resident well-being
Practice Gap
Among healthcare providers, there is a common misconception that psychiatrists
and psychiatry residents are immune from burnout. According to Rossi et al, a
high rate of burnout was identified in psychiatrists [1]. One study found that 12%
of residents who were identified with burnout had experienced at least one
episode of suicidal thinking during their training in comparison with residents who
did not meet criteria for burnout [2]. According to a recent study in Academic
Medicine, suicide was identified as the second leading cause of death among
residents overall and the first leading cause of death among male residents [3].
Due to the relationship between resident burnout and mortality rates, there has
been an increasing effort from the ACGME to promote physician wellness. Even
after the ACGME established duty hour regulations for trainees in 2003, resident
burnout continues to be an ongoing nationwide concern [4]. The current
approach to addressing resident burnout is mainly focused on intervention after
burnout is identified [5]. This practice seems to be limited by the gap in
preventative approaches. Considering the rise in resident suicide [3], a
standardized curriculum focused on wellness may reduce the risk of burnout. The
proposed dual curriculum, targeted to both faculty and residents, aims to raise
awareness of burnout and promote wellness.
Abstract
Background: Resident wellbeing is an evolving priority in residency training. The
ACGME has issued new requirements, effective July 1, 2017 which expand the
responsibilities of programs and to address physician burnout and emphasize
establishing policies and procedures to support both faculty and resident safety

[6]. The effectiveness of mindfulness practices on human brain and reducing
burnout has been investigated in recent years [7/8/9/10]. Our proposed
curriculum is designed to train a new generation of resilient residents and faculty,
who will understand the significance of resident wellbeing and will incorporate
this knowledge in their daily practice.
Methods: Our proposed curriculum contains two modules. The first module is
designed to increase awareness of resident burnout and wellness, targeted to
teaching faculty. Educational material consistent with ACGME requirements were
distributed on the topic and the guidelines for early detection were provided. Preand post-surveys were sent to faculty to assess their knowledge, skills, and
attitudes related to resident wellbeing. A pre-determined response rate was set to
at least 70%.
The second module is designed to encourage residents’ use of mindfulness to
enhance their resiliency and wellbeing. This consisted of a presentation to
residents on the topic of burnout and mindfulness practices. After the
presentation, residents were involved in a mindfulness activity where they were
taught to utilize mindfulness in their daily practice. Pre- and post- presentation
surveys were sent to evaluate residents’ knowledge of the topic and assess their
skills and attitudes toward self-directed mindfulness activities. A pre-determined
response rate was set to at least 70%.
Results: Final data collection and analysis is currently underway.
Conclusion: Physicians are at higher risk of burnout compared to other nonmedical professionals [1]. Psychiatry resident burnout increases the risk of
suicidal thoughts which compromises their safety and wellbeing. Thus, it is vital
for residency programs to promote resident well-being via prevention and early
detection. This dual-faceted wellness curriculum is designed to meet the needs
of training programs.
Scientific Citations
1. Rossi, A., Cetrano, G., Pertile, R. et al (2012). Burnout, compassion fatigue,
and compassion satisfaction among staff in community-based mental health
services. Psychiatry Research 200, 933-938.
2. Van der Heijden, F., Dillingh, G., Bakker, A., & Prins, J. (2008). Suicidal
Thoughts Among Medical Residents with Burnout. Archives of Suicide
Research., 12(4), 344-346.
3. Yaghmour, N. A., Brigham, T. P., Richter, T., Miller, R. S., Philibert, I., Baldwin
Jr, D. C., & Nasca, T. J. (2017). Causes of death of residents in ACGMEaccredited programs 2000 through 2014: implications for the learning
environment. Academic medicine, 92(7), 976.
4. Fletcher, K. E., Reed, D. A., & Arora, V. M. (2011). Patient safety, resident
education and resident well-being following implementation of the 2003 ACGME
duty hour rules. Journal of general internal medicine, 26(8), 907-919.

5. Dyrbye, L. N., West, C. P., Satele, D., Boone, S., Tan, L., Sloan, J., &
Shanafelt, T. D. (2014). Burnout among US medical students, residents, and
early career physicians relative to the general US population. Academic
Medicine, 89(3), 443-451.
6. Summary of Changes to ACGME Common Program Requirements Section VI.
(n.d.). Retrieved November 06, 2017, from <http://www.acgme.org/What-WeDo/Accreditation/Common-Program-Requirements/Summary-of-ProposedChanges-to-ACGME-Common-Program-Requirements-Section-V>
7. Brady, K. J., Trockel, M. T., Khan, C. T., Raj, K. S., Murphy, M. L., Bohman,
B., ... & Roberts, L. W. (2017). What Do We Mean by Physician Wellness? A
Systematic Review of Its Definition and Measurement. Academic Psychiatry, 115.
8. Luken, M., & Sammons, A. (2016). Systematic review of mindfulness practice
for reducing job burnout. 70(2), 7002250020p1.
9. Wen, L., Sweeney, T. E., Welton, L., Trockel, M., & Katznelson, L. (2017).
Encouraging Mindfulness in Medical House Staff via Smartphone App: A Pilot
Study. Academic Psychiatry, 41(5), 646-650.
10. Hölzel, B. K., Carmody, J., Vangel, M., Congleton, C., Yerramsetti, S. M.,
Gard, T., & Lazar, S. W. (2011). Mindfulness practice leads to increases in
regional brain gray matter density. Psychiatry Research: Neuroimaging, 191(1),
36-43.
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Educational Objectives
1. Describe ways in which a weekly process group benefits trainee wellness
2. Understand how an outcomes logic model can aid the development of
other wellness interventions
3. List components of wellness valued by trainees
Practice Gap
The issue of wellness in medical training has been a topic on the rise in recent
years. A growing number of studies have revealed significant rates of burnout
among medical students and residents (Dyrbye 2008, West 2011). The
phenomenon of burnout is not confined to a handful of specialties or particular
stage in training. Rather, it is prevalent in all fields and at all levels of practice
(Shanafelt 2015, Dyrbye 2015). The alarming rates of physician and resident
suicide further highlight the need for promoting wellness in training (Yaghmour
2017). Such interventions in medical school and post-graduate medical
education have the potential to promote improved wellness behaviors throughout
the professional career, thus decreasing burnout and improving patient care.
Despite the abundant need, there are few studies looking at specific interventions
to promote wellbeing during post-graduate medical education training (Ripp
2017).
Abstract
Introduction and Hypothesis: In order to address trainee wellness, the Brown
University Child and Adolescent Psychiatry Fellowship and Triple Board Program
instituted a weekly, 45-minute group for both first and second year fellows and
4th and 5th year Triple Board residents beginning in 2013. The group, entitled
“Reconsidering Certainties,” is run by a doctorate level psychologist and meets
separately for both junior and senior level trainees for the duration of each
academic year. The group, a total of eight members per class per year, meets
during the required didactic day for all fellows and residents. Since its inception,
the overarching goal of the group has been to improve trainee wellness. The

group aims to accomplish this via several means, including but not limited to
easing the transition into fellowship, improving thoughtful clinical care of patients,
and providing a community of peers with whom the trainees feel comfortable
discussing difficulties of daily practice and life in medicine.
Methods: An outcomes logic model was used to design the study. This model
provides a structure for the program to examine the degree to which the desired
learner outcomes, program delivery methods, and measurement approaches are
aligned. The goals and objectives that were defined as part of the group’s
formation were used to identify several areas that could be assessed using a
survey. An anonymous survey was then created consisting of 10 questions
related to planned outcomes, as well as general questions related to wellness.
The survey was sent via e-mail to current group participants (N=15), as well as
all graduates who previously attended the group (N=16).
Results: The group has met for an average of 44 times per year over the last 3.5
years. There was a 48.4% response rate (15/31) upon initial delivery of the
survey. 73.3% of respondents (11/15) found the group to have a significant or
profound effect on wellness, based on a 5-point scale. All respondents felt the
group provided a community of colleagues with whom to discuss challenges of
work, to a significant or profound degree.
Conclusions: We hypothesized that the model of a weekly, 45-minute group held
during regular duty hours would be an effective means of promoting trainee
wellness. Survey data supports the success of the group in achieving the goals
identified at its outset. Given the relatively limited resources and time needed to
run such a group, the implementation of similar groups across various levels of
training in medical school, residency, and fellowship is a feasible and costeffective method of promoting wellness that has the potential for significant and
long-lasting benefits to trainees.
Scientific Citations
Dyrbye, LN et al. Burnout and suicidal ideation amount US medical students. Ann
Intern Med. 2008 Sep;149(5):334-41.
Dyrbye, LN et al. Physician satisfaction and burnout at different career stages.
Mayo Clin Proc. 2013 Dec;88(12):1358-67.
Ripp, JA et al. Well-being in graduate medical education: a call for action. Acad
Med. 2017 Jul;92(7):914-17.
Shanafelt, TD et al. Changes in burnout and satisfaction with work-life balance in
physicians and the general US working population between 2011 and 2014. May
Clin Proc. 2015 Dec;90(12):1600-13.

West, CP et al. Quality of life, burnout, educational debt, and medical knowledge
among internal medicine residents. JAMA. 2011 Sep;306(9):952-60.
Yaghmour, NA et al. Causes of death of residents in ACGME-accredited
programs 2000 through 2014: implications for the learning environment. Acad
Med. 2017 Jul;92(7):976-83.
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Research Tracks in Psychiatry Residency Training
Presenters
Cosima Swintak, MD, Mayo School of Graduate Medical Education (Co-Leader)
Robert Morgan, MD,PhD, Mayo School of Graduate Medical Education (CoLeader)
C. Jacquetta Blacker, MBBS, Mayo School of Graduate Medical Education (CoLeader)
Kriti Gandhi, MD, Mayo School of Graduate Medical Education (Co-Leader)
Educational Objectives
1. Summarize the publically available online information about psychiatric
residency programs and the variety of research and scholarly
opportunities for residents
2. Assess the design, benefits, and drawbacks of formal research tracks for
psychiatric residents during training.
Practice Gap
There is very little formal literature describing how to design and implement
effective research tracks within a psychiatric residency training program.
However, a well-designed research track has multiple potential benefits for
trainees, their colleagues, their training programs, and psychiatry as a field.
Simultaneously, there are multiple pitfalls which can affect a trainee’s educational
experience, potentially leading to worse research and educational outcomes, and
adversely impacting long-term recruitment and retention of clinician-scientists
within the field. Psychiatry program directors would benefit from a review of the
variety of research options within residency, allowing them to assess their
research and scholarly offerings within the context of the national training
landscape. Furthermore, they might find it helpful to explore ideas for
recruitment, retention, and successful implementation of this specialized
educational pathway.
Abstract
The field of psychiatry is increasingly linking clinical phenotypes and behavioral
constructs to underlying neurobiological signals. These endeavors rely heavily
on the participation of clinicians in correlating mental health symptoms with
molecular, genetic, neurocircuitry, and behavioral findings. Consequently,
educating psychiatric trainees in research literacy and giving them the
opportunity to pursue research careers is essential for both the future of the field
and the personal development of trainee clinicians.
In the United States, some participation in scholarly activity during psychiatry
residency is mandated by the Accreditation Council for Graduate Medical
Education (ACGME). Our research wanted to establish the current state of

research training within psychiatry residency programs, and assess what
resources program directors have available to guide them in designing research
training tracks. We began by collecting the publicly available information about
research and scholarly offerings from all 223 ACGME-accredited United States
psychiatric residency programs publicly listed as active on the ACGME website
on June 1, 2017. We found that 58 (26%) offered a formal research track as a
specialized educational pathway for psychiatry residents, 96 (43%) described
research opportunities without a formalized structure, and that 67 (30%) made no
mention of research or scholarly activity despite it being mandated by ACGME. 2
(1%) websites could not be accessed. We reviewed the 56 formal research
tracks in detail and found huge variation in time allocated to residents as well as
resources available to them. We also found disparities in how resident
participation in a research track curtailed other clinical or educational
experiences. Our next course of action was reviewing the literature on designing
and assessing research tracks, and we found there was minimal guidance for
North American psychiatric training programs. Therefore, we used our
experience as laboratory researchers, clinician-educators, and program faculty to
postulate the most important factors for trainees and programs in designing an
educationally effective research track. We discuss the individual and programlevel benefits and drawbacks, and describe alternative areas of educational focus
that certain programs might prioritize.
Scientific Citations
1. Zisook, S., et al., Teaching Scholarly Activity in Psychiatric Training: Years 6
and 7. Academic Psychiatry : the journal of the American Association of Directors
of Psychiatric Residency Training and the Association for Academic Psychiatry,
2013. 37(2): p. 10.1176/appi.ap.11110205.
2. Back, S.E., et al., Training Physician-Scientists: A Model for Integrating
Research into Psychiatry Residency. Academic psychiatry : the journal of the
American Association of Directors of Psychiatric Residency Training and the
Association for Academic Psychiatry, 2011. 35(1): p. 40-45.
3. Carcone, D. and A.C. Ruocco, Six Years of Research on the National Institute
of Mental Health's Research Domain Criteria (RDoC) Initiative: A Systematic
Review. Front Cell Neurosci, 2017. 11: p. 46.
4. Jeste, D.V., et al., UCSD's short-term research training programs for trainees
at different levels of career development. Academic psychiatry : the journal of the
American Association of Directors of Psychiatric Residency Training and the
Association for Academic Psychiatry, 2007. 31(2): p. 160-7.
5. Hamburg, D.A., Recent trends in psychiatric research training. Arch Gen
Psychiatry, 1961. 4: p. 215-24.
6. ACGME. List of Programs by Specialty. 2017 June 1st 2017]; Available from:
https://apps.acgme.org/ads/Public/Programs/Search?stateId&specialtyId=86&nu
mCode&city.
7. Pardes, H., A.M. Freedman, and V. Reus, Research training in psychiatry. Am
J Psychiatry, 1977. 134 Suppl: p. suppl 24-8.

8. Brockington, I.F. and D.B. Mumford, Recruitment into psychiatry. The British
Journal of Psychiatry, 2002. 180(4): p. 307.
9. Arbuckle, M.R., et al., Bridging the gap: supporting translational research
careers through an integrated research track within residency training. Academic
medicine : journal of the Association of American Medical Colleges, 2013. 88(6):
p. 759-65.
10. Bhat, V., et al., Research-track programs for residents in psychiatry: a review
of literature and a report of 3 Canadian experiences. Can J Psychiatry, 2014.
59(5): p. 268-75.
11. Accreditation Council for Graduate Medical Education ACGME Program
Requirements for Graduate Medical Education in Psychiatry. 2017. 41.
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Safe Spaces: Creating Trainee-led Forums for Reflection and
Discussion Inspired by Current Events
Presenters
Daniel Gonzalez, MD, Cambridge Health Alliance/Harvard Medical School
(Leader)
Amber Frank, MD, Cambridge Health Alliance/Harvard Medical School (CoLeader)
Educational Objectives
1. After reviewing this poster, participants will be able to
2. Understand the need for addressing trainee distress relating to the current
sociopolitical climate and world events.
3. Describe a model for creating safe spaces for processing and reflecting
among trainees across disciplines, which can be used in diverse training
programs.
4. Describe the anticipated benefits of developing such an initiative.
Practice Gap
The sociopolitical climate and real world events are emotionally affecting
trainees, impacting their behavioral health and clinical work. Currently, there is an
emphasis on wellness initiatives addressing insomnia and burnout among health
care professionals and trainees. However, outside of individual supervision and
T-group, there are limited interventions targeting this particular growing need
among trainees. This poster describes a successful quality improvement initiative
at Cambridge Health Alliance that can be used as a model for creating safe
spaces for discussion and processing of impactful current events at other training
programs, including those with interdisciplinary programs.
Abstract
Recent tragic events and the current sociopolitical climate have the potential to
affect the wellbeing of health care trainees in significant ways. With limited
opportunities for reflection, trainees may continue to fulfill their clinical duties and
obligations while wrestling with significant anxiety, fear, and discomfort. Literature
has suggested that increases in psychological burden can have significant
deleterious effects on practitioners, negatively impacting their wellness and
contributing to their potential to burnout. In the context of increasing focus on
provider wellbeing and burnout prevention, thoughtful construction of curricula or
other mechanisms to support trainees as they navigate current sociopolitical
stressors will be an important component of a complete trainee wellness
program. However, although it is important to establish safe spaces for trainees
to process and discuss, engaging in emotionally charged and culturally sensitive
conversations can be difficult. This poster, which is resident-authored with faculty

mentorship, describes one way of addressing these challenges, as developed via
an internal quality improvement initiative at Cambridge Health Alliance.
Driven by a shared interest, this initiative invited trainees across disciplines (e.g.
social work, psychology, dentistry and oral surgery, podiatry, family medicine,
internal medicine, and psychiatry) to participate in monthly gatherings, beginning
in October 2016. Because trainee schedules frequently changed, the day, time,
and location of the gatherings varied to provide the necessary flexibility for
optimum trainee participation. Culturally relevant and current hot topics were
used to organize the event and focus the discussion, such as mental health
stigma, barriers to quality health care, health care disparities, immigration,
marginalization, perceptions of violence, and grief and bereavement. Journal
articles, media clips, film, art, and/or literature were used as sources of
inspiration for each event, allowing for the topic to evolve into a greater
discussion. Overall, the quality improvement initiative was well-attended and
well-received by trainees, with surprising outcomes and potential change ideas,
including the strengthening of trainee support systems, the development of social
justice-related reading groups and initiatives, and improved trainee morale. This
model can be adapted for use in a variety of different training programs.
Scientific Citations
1. Chaukos, D., Vestal H., Bernstein C. (2016). Responding to the Call for
Improving Resident Wellness. Academic Medicine, 91(6):750.
2. Jennings, M., Slavin, S. (2015). Resident wellness matters: Optimizing
Resident Education and Wellness Through the Learning Environment. Academic
Medicine, 90(9), 1246-50.
3. Kteily, N., Bruneau E. (2017). Backlash: The Politics and Real-World
Consequences of Minority Group Dehumanization. Personality and Social
Psychology Bulletin, 43(1), 87-104.
4. Accreditation Council of Graduate Medical Education. (2017, July 1). ACGME
common program requirements – Section VI summary and impact of major
requirement revisions. Retrieved from https://www.acgme.org
5. Moran, M. (2017, July 28). Active Engagement in APA called remedy to
burnout. Retrieved from https://www. psychiatry.org
6. Summers, R. (2017, August 10). Taking steps to avoiding isolation is key to
preventing burnout. Retrieved from https://www.psychiatry.org
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Successful Implementation of a PGY-4 Outpatient Collaborative
Care Clinic Elective in the Community Setting”
Presenters
Aparna Sharma, MD, Loyola University/Stritch School of Medicine (Leader)
Christina Girgis, MD, Loyola University/Stritch School of Medicine (Co-Leader)
Evan Deranja, MD, Loyola University/Stritch School of Medicine (Co-Leader)
Rachel Ramaswamy, DO, Loyola University/Stritch School of Medicine (CoLeader)
Educational Objectives
1. Train PGY-4 psychiatry residents to work in a collaborative care setting to
provide quality patient care
2. Decrease wait times for mental health care access while assisting primary
care physicians to manage mental health needs of their patients
3. Improve patient and provider satisfaction
Practice Gap
While almost three-fourths of psychiatry residency programs offer electives in
integrated care, the majority are through the Veterans Health Administration (VA)
and Federally Qualified Health Centers (FQHC). 1 Less is known about electives
in the community setting due to limitations of sustainable funding.1 Although the
access of mental health (MH) care has improved in the recent years, research
studies indicate a persistent gap in the access of MH care primarily due to the
cost of MH care and continued shortage of MH professionals.2 Further, only 43%
of surveyed psychiatry residency training programs report offering didactics in
integrated care despite offering a clinical elective.3
Abstract
Introduction: There are multiple barriers to traditional psychiatric care including
lack of availability of specialists, long wait times for appointments, high no-show
and drop-out rates in part due to the stigma around mental health care. The
Healthcare Reform Act includes incentives for management of the health of
population via patient-centered care and towards “Patient-Centered Health
System”. Given the direction of psychiatry towards collaborative care, and the
increasing need for psychiatrists and mental health care3, we aimed to create a
PGY-4 collaborative care elective in the community setting to serve as a training
opportunity as well as to improve patient outcomes. We began by setting up a
six-session didactic seminar which included Integrated Medicine and Psychiatry
(IMAP) curriculum3 which includes the University of Washington AIMS Center
online modules.

Methods: We implemented a pilot collaborative care clinic from 2015 through
2017 in a large primary care location clinic of Loyola University Medical Center.
Patients seen were directly referred by the primary care physicians as prescheduled appointments, same day walk-ins or electronic consults. Our primary
outcome measures included successful training of PGY-4 psychiatry residents in
collaborative care model, decreasing wait times for patients, and improving
patient and provider satisfaction. Secondary outcome measures included
successful referral back to primary care providers after treatment initiation while
assisting primary care providers in managing the mental health needs of their
patients and increasing treatment compliance rates.
Results: We found that wait times for appointments to see a psychiatrist were
significantly decreased from 4-5 months to 1-2 weeks. Of the total number of
patients referred to the clinic, 93% successfully completed the initial assessment
visit. The no-show rate for initial assessment was 7%. Of the total patients seen
for an initial assessment, psychiatric treatment was initiated in 80% while 20%
who were already in psychiatric treatment, required modification of the treatment
recommendation for stabilization. 68% patients were referred for simultaneous
psychotherapy treatment and 1% were referred outside of the Loyola Health
System due to logistical reasons. 51% of the patients seen in the clinic were
successfully referred back to primary care providers for continued treatment after
initial evaluation and stabilization and only 11% needed to be referred to a
traditional outpatient psychiatry clinic for chronic mental health treatment. The
treatment drop-out rate was 1%. Furthermore, 92% of the patients successfully
completed return follow-up visits. We implemented a patient satisfaction survey,
with positive outcomes and are in the process of collecting survey data from
graduated residents who participated in the clinic. Three of our graduates have
taken employment positions in a collaborative care setting.
Conclusion: Our pilot clinic was successfully implemented and achieved its
primary and secondary outcome measures. However, to implement a long-term
collaborative care clinic, multiple barriers were identified. Educating the patients
and primary care providers on the clinic objectives and long-term goals were
identified as the most significant barriers. The need for improved communication
between the primary care providers and mental health professionals and
allocation of better resources were identified as other barriers.
Scientific Citations
1. Reardon CL1, Bentman A, Cowley DS, Dunaway K, Forstein M, Girgis C, Han
J, Hung E, Jones J, Keeble T, McCarron RM, Varley CK. General and Child and
Adolescent Psychiatry Resident Training in Integrated Care: a Survey of Program
Directors. Acad Psychiatry. 2015 Aug;39(4):442-7.
https://www.ncbi.nlm.nih.gov/pubmed/25778670
2. Sherrill E1, Gonzales G2. Recent Changes in Health Insurance Coverage and
Access to Care by Mental Health Status, 2012-2015. JAMA Psychiatry. 2017 Oct
1;74(10):1076-1079.

https://www.ncbi.nlm.nih.gov/pubmed/28877301
3. McCarron RM1, Bourgeois JA, Chwastiak LA, Folsom D, Hales RE, Han J,
Rado J, Rivelli S, Scher L, Yu A. Integrated Medicine and Psychiatry Curriculum
for Psychiatry Residency Training: a Model Designed to Meet Growing Mental
Health Workforce Needs. Acad Psychiatry. 2015 Aug;39(4):461-5.
https://www.ncbi.nlm.nih.gov/pubmed/26015164
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Survey of app use in Psychiatric Residency Training
Presenters
John Pesavento, MD, Creighton-Nebraska Psychiatry Residency Program (CoLeader)
Venkata Kolli, MBBS, Creighton-Nebraska Psychiatry Residency Program
(Leader)
Educational Objectives
At the end of the poster presentation, participants will be able to:
1. Understanding the current usage of apps in psychiatric residency
education
2. Appraise psychiatric trainee perceptions of app utility during their
residency training
Practice Gap
With the advances in technology, there has been an expansion in the use of
smartphones and tablets. The use of medical applications (apps) is on the rise
among both physicians and medical students. Understanding how residents are
currently using the apps and how they appraise their utility will help psychiatric
educators develop quality educational tools catering for this tech-savvy
generation of trainees.
Abstract
Background:
Studies show that over 92% of healthcare professionals, including medical
students, residents, and supervising physicians, utilize smartphones or tablets in
patient-care related activities. With both medical trainees and recent graduates
being increasingly reliant on the use of technology, apps can be useful
educational tools. The purpose of our study is to characterize the usage of
smartphones in psychiatric education by understanding what apps are being
utilized the most frequently by psychiatric trainees, how the trainees choose the
apps they use, and how they appraise the utility of those apps. This
understanding is crucial for developing future apps for psychiatric education.
Method:
Following Creighton University IRB approval, an anonymous survey was sent to
all psychiatric residents in Creighton University. This paper-based survey was
distributed to all residents at the Quality Improvement Meeting held in July of
2017. The survey was completely anonymous and voluntary. Microsoft Excel
was used to analyze the date.

Results:
30 out of 33 residents responded to our survey. All 30 of the respondents owned
a smartphone. 93% residents did not purchase any psychiatry related apps. 72
%(n=21) respondents reported referencing apps for patient care. 34% trainees
referenced apps for less than 25% of their patients, 31% psychiatric residents
referenced apps for the care of 25-50% of their patients, whereas 7% used
referenced apps for the treatment of more than 50% of their patients. 20
residents answered the question on their most useful app, Epocrates was
reported to be the most helpful app, followed by Medscape and UpToDate. The
mean utility of their first choice app was 4.3 (with five being most useful and one
being not useful). 17 out of 27 participants rated apps being 'very helpful' to 'fairly
helpful' in psychiatric education, nine felt they were somewhat helpful, and one
felt ‘they were not helpful.' 13 out of 21 respondents used Apps more than three
days every week. 70% of respondents (n=17) used the most apps during their
PGY1 year.
Discussion:
Smartphone app use is prevalent among psychiatric residents in our residency
training program. Apps are being utilized for the referencing of information for
patient care, and are perceived by trainees to be very useful. This app survey is
the first study to our knowledge on psychiatric resident app use, and we had a
90% survey response rate. The limitations are that the study was limited to one
program.
Scientific Citations
1. Boruff, J., & Storie, D. (2014). Mobile devices in medicine: A survey of how
medical students, residents, and faculty use smartphones and other mobile
devices to find information. Journal of the Medical Library Association: JMLA,
102(1), 22-30.
2. Ashoka. (2015, March 14). Apple's Open-Source 'ResearchKit' and The Future
Of Medical Research. Retrieved March 30, 2015, from
http://www.forbes.com/sites/ashoka/2015/03/14/apples-open-source-researchkitand-the-future-of-medical-research/
3. Wallace, S., Clark, M., & White, J. (2012). 'It's on my iPhone': Attitudes to the
use of mobile computing devices in medical education, a mixed-methods study.
BMJ Open, 2(4).
4. Koh, K., Wan, J., Selvanathan, S., Vivekananda, C., Lee, G., & Ng, C. (2014).
Medical students’ perceptions regarding the impact of mobile medical
applications on their clinical practice. Journal MTM, 3(1), 46-53.
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Teaching and Assessing Professionalism in the PGY I Year
Presenters
Kayla Pope, MA,MD,JD, Creighton-Nebraska Psychiatry Residency Program
(Leader)
Maria de Brito McGee, MS,MD,MPH, Creighton-Nebraska Psychiatry Residency
Program (Co-Leader)
Alyssa Hickert, MD, Creighton-Nebraska Psychiatry Residency Program (CoLeader)
Educational Objectives
How to teach residents to:
1. Develop good rapport and effective communication with patients (through
their interactions with simulated patients)
2. Develop good self-reflection on their progress in training
3. Address difficult issues with patients (e.g., suicide, substance abuse,
sexual history and personality disorders)
4. Address issues with patients that are frequently missed or not
comprehensive enough (e.g., nutrition and exercise and sexual history).
Practice Gap
Teaching and assessing professional development are some of the more
challenging aspects of residency training. While breaches in professionalism can
take place in any patient encounter, there are some topics that can be
particularly challenging, especially for more junior residents. Failure to provide
appropriate training and supervision for these difficult patient conversations can
lead to residents avoiding these topics or inappropriately and ineffectively
engaging patients. Some of the more common areas where residents struggle in
the first year is in comprehensively evaluating suicide risk, assessing
interpersonal violence and evaluating substance use patterns. Developing good
practice habits in the first year of training provides residents with confidence in
their ability to engage patients and creates the platform for more advanced
training.
Abstract
Teaching and Assessing Professionalism in the PGY I Year Presenters: Kayla
Pope, MD, JD Maria McGee, MD, MS, MPH Alyssa Hickert, MD Objective: To
provide training programs with a new tool using simulated patients to teach and
assess professionalism in the PGY 1 year. Method: PGY 1 psychiatry residents
participated in a series of 8 modules of a simulated patient experience with each
resident conducting a 15 minute interview. Interviews were watched live by the
program director, associate program director and PGY 1 peers. Feeback was
given after each interview session by peers, the PD and APD. The interviews

were also videotaped and residents were asked to reflect on their performance
identifying strengths and weaknesses in their interview. The modules covered a
series of topics that presented high risk situations or sensitive patient information.
Topics included suicide assessment, interpersonal violence, sexual history,
substance use, cultural competency, diet and exercise, and personality
disorders. Results: After completing the series of modules, residents reported
increased comfort in interviewing patients and addressing difficult or
uncomfortable topics. Residents also learned to identify good verbal and nonverbal communication techniques by watching their peers. An unintended result
was the enhancement of cohesion among the members of the PGY class.
Conclusion: Simulated patients used in a group format to address difficult patient
encounters are an effective tool to teach professionalism and to assess
professional development. When used as part of the PGY I curriculum, it also
helps residents develop increased confidence in their interviewing and
communication skills at the onset of their training.
Scientific Citations
Newcomb A, Trickey AW, Lita E, Dort J. Evaluating Surgical Residents' PatientCentered Communication Skills: Practical Alternatives to the "Apprenticeship
Model". J Surg Educ. 2017 Oct 6. pii: S1931-7204 (17) 30347-1. dos: 10.1016/
j.jsurg. 2017.09.011. [Epub ahead of print] PubMed PMID: 28993121. Jansen KL,
Rosenbaum ME. The State of Communication Education in Family Medicine
Residencies. Fam Med. 2016 Jun;48(6):445-51. PubMed PMID: 27272421.
Ditton-Phare P, Sandhu H, Kelly B, Kissane D, Loughland C. Pilot Evaluation of a
Communication Skills Training Program for Psychiatry Residents Using
Standardized Patient Assessment. Acad Psychiatry. 2016 Oct; 40 (5): 768-75.
doi: 10.1007/ s40596-016-0560-9. Epub 2016 May 2. PubMed PMID: 27137767.
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Teaching Neurobiology in Psychiatry
Presenters
Samir Sabbag, MD, Jackson Memorial Hospital/Jackson Health System Program
(Leader)
Lujain Alhajji, MD, Jackson Memorial Hospital/Jackson Health System Program
(Leader)
Educational Objectives
1. Discuss the importance of teaching neurobiology in psychiatry
residency programs
2. Outline specific areas we recommend teaching
3. Propose teaching strategies that may enhance learning by psychiatry
residents
Practice Gap
There are several difficulties residency programs face when attempting to teach
this subject area, including the availability of knowledgeable faculty, knowing
what to teach, and how to deliver the information. Psychiatrists across all levels
of training are
enthusiastic about learning neuroscience. With the current advances in
biological psychiatry, neurobiology needs to be integrated into the
training and teaching of psychiatry residents. The approach of
integration has to be transdiagnostic, clinically relevant and applicable to
both trainees and psychiatry educators.
Abstract
The relationship between psychiatry and neuroscience has constantly
evolved since the conception of our field. The past two decades have
witnessed a steep rise in research related to neurobiology in psychiatry.
Advances in neuroscience have led psychiatry residency programs to
steer towards a neuroscience based approach instead of the traditional
focus. Despite increased interest and advances in neuroscience and
psychiatry, residency programs are not required to integrate
neurobiology in psychiatry. There are several difficulties residency
programs face when attempting to teach this subject area, including the
availability of knowledgeable faculty, knowing what to teach, and how to
deliver the information. Psychiatrists across all levels of training are
enthusiastic about learning neuroscience. With the current advances in
biological psychiatry, neurobiology needs to be integrated into the
training and teaching of psychiatry residents. The approach of
integration has to be transdiagnostic, clinically relevant and applicable to
both trainees and psychiatry educators.

We will discuss the importance of teaching neurobiology in psychiatry
residency programs, outline specific areas we recommend teaching, and
propose teaching strategies that may enhance learning by psychiatry
residents. The neurobiology topics we recommend for psychiatry
programs to teach their residents include: neuroscience literacy,
neuroanatomy, neuroimaging, neuropathology, neural circuits and
neurotransmitters, neuroendocrinology, psychoneuroimmunology,
neurophysiology, genetics and epigenetics, and neuropsychological
testing. There are different strategies to teach residents that enhance
adult learning, which include formal discussions, clinical case
presentations, journal clubs, specialized neuroscience rotations,
neuroanatomy modules, grand rounds and classes discussing topics at
the interface of neuroscience and psychiatry in the media.
Scientific Citations
Fung LK, Akil M, Widge A, Roberts LW, Etkin A (2014) Attitudes toward
neuroscience education among psychiatry residents and fellows. Acad
Psychiatry
38(2):127-134. doi:10.1007/s40596-014-0034-x
• NIMH (2012a) Neuroscience and Psychiatry Modules
http://www.nimh.nih.gov/neuroscience-and-psychiatry-module/index.html.
Accessed 11 Nov 2013
• NIMH (2012b) Neuroscience and Psychiatry Module
http://www.nimh.nih.gov/neuroscience-and-psychiatry-module2/index.html.
Accessed 11 Nov 2013
• Ross D, Gordon J, Arbuckle MR. (2016) Basic Neuroscience: Play-Doh Brain.
http://www.nncionline.org/course/basic-neuroscience-play-doh-brain/
• Stahl S, Davis R (2009) Best practices for medical educators. Carlsbad,
California
• Stahl S (2013) Stahl's Essential Psychopharmacology: Neuroscientific Basis
and
Practical Applications. Cambridge University Press, 4th Edition.

Posters
Friday, March 2, 2018

The Experience of Hearing Voices: Using Webinar Technology to
Deliver Expert Content
Presenters
Robert Marvin, MD, University of Illinois at Chicago (Leader)
Educational Objectives
1. Leverage faculty member’s expertise and academic network to develop an
advanced topic course for residents.
2. Utilize live webinar technology to bring content expertise to resident
didactics.
Practice Gap
Psychiatry residency training programs may be limited in the faculty expertise in
specific topics and/or new trends in the field. Internet-based tele-technologies
and video-conferencing have been successfully used to enhance experiences
and training in psychodynamic psychotherapy [1] and child and adolescent
psychiatry [2]. This poster demonstrates a continuation of this trend using
modern Internet technologies.
Abstract
At our institution, we offered an advanced seminar for PG-4 year residents titled
Phenomenology and Interventions in Psychosis led by Cherise Rosen, PhD. This
series is focused on advances in the conceptualization and management of the
experience of hearing voices. By using internet-based webinar technology we
were able to bring in experts from around the country and world, and connect to
several residency training programs in the city. We offer this as a paradigm could
be used by programs to fill unmet needs for content or extent existing
experiences.
Scientific Citations
[1] Katzman, J.. Building Connections Through Teletechnologies to Augment
Resident Training in Psychodynamic Psychotherapy. Academic Psychiatry. 2015;
39(1):110-113
[2] Pullman, S.. Video-Teleconferencing With Medical Students to Improve
Exposure to Child and Adolescent Psychiatry. Academic Psychiatry. 2013; 37(4):
268-270
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The Value of a Mother-Baby Outpatient Program for Pregnant
and Postpartum Women
Presenters
Gary Swanson, MD, Allegheny General Hospital Program (Leader)
Sarah Homitsky, MD, No Institution (Co-Leader)
Benjamen Gangewere, DO, No Institution (Leader)
Educational Objectives
Participants will:
1. Describe the evidence regarding the treatment efficacy of outpatient and
intensive outpatient programming for pregnant and postpartum women.
2. Discuss the clinical interventions that are effective in providing targeted
specialty care for the perinatal population.
3. Recognize possible risk factors and causes of variance in outcomes for
the perinatal population.
Practice Gap
Current clinical practice and educational efforts stress the importance of
detecting and treating perinatal mood and anxiety disorders. Current evidence
suggests that these disorders are both under diagnosed and not adequately
treated (1). Current routine practice of outpatient psychiatry, inpatient psychiatry,
and intensive outpatient programming is not specifically designed to target
perinatal mood and anxiety disorders. Clinicians, psychiatry training programs,
residents and medical students need to be informed regarding alternative
treatment models that are both clinically effective and successful in reaching this
population and providing care that allows mothers to remain with their infants
while receiving treatment services.
Abstract
The Value of a Mother-Baby Outpatient Program for Pregnant and Postpartum
Women
The identification and treatment of perinatal mood and anxiety disorders is
important, as these disorders are associated with significant maternal health risks
as well as adverse outcomes for newborns including deficits in
emotional/cognitive function(1). However, these disorders continue to remain
under diagnosed (2) and are often not adequately treated.
Common screens used during the perinatal period to help identify women with
mood and anxiety disorders include the Edinburgh Postnatal Depression Scale
(EDPS), Generalized Anxiety Disorder Scale (GAD-7) and Mood Disorder
Questionnaire (MDQ) for Bipolar Spectrum Disorder

The purpose of this study was to examine the presenting characteristics of the
patients referred to our outpatient and intensive outpatient programs, to assess
the diagnostic diversity of these patients and evaluate the effectiveness of our
programming for treating perinatal mood and anxiety disorders.
For the Mother-Baby Outpatient Program, clinical data was gathered from 218
patients engaged in treatment from August 2016 to March 2017. The Authors
retrospectively analyzed demographic information including age, race, and
diagnoses. Scores on EPDS, GAD-7 and MDQ at initial visit were analyzed,
along with scores on EPDS and GAD-7 at subsequent visits. Linear Mixed
Modeling was used to evaluate change in scores on EPDS and GAD-7 over time.
Mean age of patients was 30.4 years and 82.6% were Caucasian. The most
common diagnoses were generalized anxiety disorder (GAD) and major
depressive disorder (MDD), recurrent, moderate. Ninety-nine patients
experienced comorbid anxiety and depression. Of the patients who had a
positive EPDS and completed MDQ, 11 patients (10.9%) had a positive MDQ, all
of whom were later diagnosed with Bipolar Disorder on psychiatric evaluation. On
average, using a linear mixed model, EPDS scores decreased by 3 points and
GAD-7 scores decreased by 2 points with each month of treatment(P-value of
<.001).
For the Mother-Baby Intensive Outpatient Program (IOP), Clinical Data was
gathered from 30 patients who completed the IOP program from December 2016
until August 2017. Pre-IOP and Post-IOP EPDS scores were analyzed, as well
as Pre-IOP and Post-IOP GAD-7 scores. Paired two-sample T-test for means
was applied to Pre- and Post- scores to assess for meaningful difference. Over
the course of IOP, mean EPDS score decreased from 19.4 to 10.5 (T stat (7.46)
> t Critical (2.04) with p= 3.12E-8). Mean GAD-7 score decreased from 14.8 to
7.9 (T stat (6.4) > t Critical (2.04) with p= 5.25E-7).
The data analysis indicates significant, rapid improvement in GAD-7 scores as
well as EPDS scores for the majority of patients engaged in IOP treatment. Data
is somewhat limited by n = 30. Our hope is to complete further analysis with a
larger sample size to gain more power. Specialty treatment programs may be
more effective for decreasing maternal health risks and adverse outcomes for
newborns.
Scientific Citations
Howard, M., Battle, C. L., Pearlstein, T., & Rosene-Montella, K. (2006). A
psychiatric mother-baby day hospital for pregnant and postpartum women.
Archives of women's mental health, 9(4), 213-218.
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Translational Psychiatry: How the Bench can help us at the
Bedside
Presenters
Michele Pato, MD, State Univ of New York, Downstate Medical Center (Leader)
Educational Objectives
1) To identify clinically relevant material within basic science findings, even when
the original work isn’t done in human subjects.
2) To encourage collaboration between basic scientist and clinicians by admitting
when existing clinical treatment doesn’t always help the problem.
3) To demonstrate how to outline a manuscript before writing.
Practice Gap
While always a dedicated researcher I have also been a passionate clinician and
teacher. Yet when I try to teach faculty (and residents) about how to do research,
they say “But you are a scientist , I’m just a clinician.” I answer by pointing out
that I view their care of every subject as a research subject where the diagnosis
is simply a hypothesis based on the data they have collected and when the
patient returns for follow-up and has not improved, like a scientist, they must ask
did I have the right hypothesis, and/or was the treatment taken the way it should,
was the experiment preformed correctly. Recently I found myself with a similar
challenge dealing with scientists. I took on 3 post-docs whom had not yet
published their theses into my clinical research group as clinical interviewers.
They had thought their research may not have much clinical relevance and I
took it upon myself to find a way for them to publish clinically relevant papers
based on their PhD work. To me this exemplifies filling the gap that exists
between clinicians and scientist and this poster will highlight some methods on
“bridging the gap”.
Abstract
As educators in psychiatry we should always be looking for ways to join the work
of basic scientists to our clinical work and truly practice Translational Medicine. In
this poster, we will give some concrete examples of what worked in our institution
and how you could practice Translational Psychiatry at your own institution. It will
highlight how I worked with 3 post-docs whom did not have much clinical
experience, that I was training as clinical interviewers in my genetics studies, to
write clinically relevant publications based on their doctoral dissertations. First,
we will review some of the ways to get the scientists more tuned to what
clinicians needed to know. Learning experiences came not just from PubMed
searches of specific content articles but by finding ways to stretch their laboratory
finding to clinical care. For instance, one investigator who had studied
toxoplasmosis and its clinical sequela in large populations found a paper about

how toxoplasmosis infection could “look” like psychosis. The next step was
having our scientist write outlines of the paper and for a clinician to act as a
sounding board for what would be clinically relevant. This poster will also
highlight meaningful ways of giving feedback to move a manuscript forward.
Finally, we will outline how these 3 very different papers have been published in
a journal for clinicians and scientists in neuroscience.
Scientific Citations
Becoming a Psychiatrist-Researcher: What It Means and How to Do It .Art
Walaszek, M.D., Ronald Rieder, M.D. academic Psychaitry, 35:1, JanuaryFebruary 2011
Academic psychiatry : MT Pato – Teaching and Learning: Two Sides of the
Same Coin Michele T. Pato, M.D.- ap12020043 (2012)
ERICSSON KA Deliberate Practice and the Acquisition and Maintenance of
Expert Performance in Medicine and Related Domains Academic Medicine, Vol.
79, No.10/October supplement 2004.
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Use of Telepsychiatry in Pediatric Emergency room to decrease
length of stay for psychiatric patients and to improve resident
time burden and resident physician satisfaction
Presenters
Aaron Reliford, MD, Harlem Hospital Center (Leader)
Educational Objectives
1. Use of telepsychiatry while in training by residents and fellows will
introduce psychiatry trainees to a new and emerging form of treatment
and service delivery that is being increasingly used in the practice of
psychiatry.
2. The use of telepsychiatry will decrease length of stay of pediatric
psychiatry patients in the pediatric emergency room. The focus being on
improving patient satisfaction, an important goal in training psychiatric
residents
3. Use of telepsychiatry would sufficiently decreases the time investment for
the evaluating resident (which includes the evaluation time, time of travel
to and from the evaluation site) and the quality of experience for the
evaluating resident (physician satisfaction - i.e. reduced time burden while
on weekend call)
4. Help training directors consider similar forms of service delivery that will
reduce time and work burden on trainees and increase resident
satisfaction
Practice Gap
1. Being mindful of the burden of time on residents in their daily tasks of patient
care as a feature not generally considered in training programs. Workload
overall is generally thought of, int he context of burnout and fatigue, however
efficiency in engaging in work tasks is a major consideration here.
2. Engaging residents in use of a burgeoning psychiatric mode of service delivery
that gives them experience to be utilized once they are finished in training. Use
of telepsychaitry is not a requirement in training
3. Improvement in resident satisfaction as a function of improving on call
experiences. While limiting the number of calls is the goal in most programs,
enhancing the ability to improve the call experience is not a feature generally
considered in training programs
4. Helping residents think of quality of patient experience in health care systems
that have requirements of productivity. This enables the resident to consider
both, and through the work can teach them to think of systems of care in
hospitals that value both patient experience as well as efficiency of care delivery

Abstract
Technology has made it possible to increase access to health care using realtime, interactive videoconferencing, allowing clinicians and patients in separate
locations to have a meaningful clinical encounter. The use of such technology in
psychiatry has been termed Telepsychiatry, and its use has been increasing over
the past several years. This is due primarily to the relative ease of use compared
to in person care, in comparison to other medical specialties, given the emphasis
on verbal and non-verbal communication and clinical observations. The use of
telepsychiatry has additionally increased, as a result of the dire need of
psychiatric (and in particular child psychiatry) services in remote underserved
areas allowing specialists to connect with areas of great need. However
telepsychiatry has also been increasingly used to improve quality of care to
patients receiving services in select clinical settings.
Telepsychiatry has been noted in the literature to demonstrate equivalent efficacy
in evaluations as face to face evaluations and patient satisfaction is generally
high. Studies that have shown improved outcomes (decreased dwell time,
reduction of costs) and improved access in emergency settings and evaluating
children in emergency psychiatric settings. There have also been studies that
have demonstrated the need to develop (and have developed) competencies for
teaching such a mode of service provision in training programs. However no
such studies have been done that have evaluated the impact of using
telepsychiatry for reducing dwell time/improvement in patient satisfaction as well
as measuring impact on resident/clinician satisfaction through reduction of
clinical burden of evaluation.
This study describes the use of telepsychiatry services in the pediatric
emergency room at Harlem Hospital to evaluate pediatric psychiatry patients.
These patients evaluated are of all diagnostic presentations and previously were
evaluated face to face. During the week, the designated resident would travel to
the pediatric emergency room when called to evaluate the patient. On the
weekend, the “on-call” resident would travel to the pediatric emergency room
from home to the hospital to evaluate the patient, sometimes at great distance
requiring a significant investment of personal time. The lag time from time of
consultation to face to face evaluation contributes to prolonged length of stay of
pediatric psychiatry patients in the ER, which decreases the available space for
other patients who are in need of medical or psychiatric care. But this lag time
can be a direct result of the travel time needed for the resident on call to report to
the emergency room. Reduction in lag time would reduce time to evaluation,
subsequently reduce ER dwell time, and improve resident/clinician satisfaction by
reduction of time burden.
Scientific Citations
1.Chakrabarti, S. Usefulness of telepsychiatry : A critical evaluation of
videoconferencing based approaches. World J Psychiatr 2015 September 22;
5(3): 286-304

2. New York State Office of Mental Health (NYS OMH). Telepsychiatry
Guidance for Local Providers. Version 8, 1/25/2017
3. Heravian A, Chang BP. Mental health and telemedicine in the acute care
setting: Applications of telepsychiatry in the emergency department. Am J
Emerg Med. 2017 Nov 2. Epub ahead of print]
4. Thomas JF et al. The Use of Telepsychiatry to Provide Cost-Efficient Care
During Pediatric Mental Health Emergencies. Psychiatr Serv. 2017 Oct 16:
5. American Academy of Child and Adolescent Psychiatry (AACAP) Committee
on Telepsychiatry and AACAP Committee on Quality Issues. Clinical Update:
Telepsychiatry With Children and Adolescents
J Am Acad Child Adolesc Psychiatry. 2017 Oct;56(10):875-893.
6. Myers K et al. American Telemedicine Association Practice Guidelines for
Telemental Health with Children and Adolescents. Telemed J E Health. 2017
Oct;23(10):779-804.
7. Roberts N, Hu T, Axas N, Repetti L. Child and Adolescent Emergency and
Urgent Mental Health Delivery Through Telepsychiatry: 12-Month Prospective
Study. Telemed J E Health. 2017 Oct;23(10):842-846.
8. Crawford A, Sunderji N, López J, Soklaridis S. Defining competencies for the
practice of telepsychiatry through an assessment of resident learning needs.
BMC Med Educ. 2016 Jan 26;16:28.
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Using Simulation to Assess Psychiatric-Specific Entrustable
Professional Activities in incoming Psychiatry Interns.
Presenters
Laura Montgomery-Barefield, MD, University of Alabama at Birmingham (CoLeader)
Blessing Falola, MD, University of Alabama at Birmingham (Co-Leader)
Educational Objectives
1. To assess baseline Entrustable Professional Activities (EPA) of incoming
psychiatry interns with the use of simulation based-assessment using
standardized patients.
2. To create a process for recognition of gaps in education and opportunity
for early feedback, gap- bridging specific educational activities and
curriculum development (2).
3. The use of simulation tool provides a safe environment that allows for
practice and reflection without immediate patient care consequences. The
faculty feedback and learner reflection are expected to reduce steep
learning curve interns often experience during transition from medical
school to residency, improve competency and patient safety.
Practice Gap
The psychiatric interns, as well as interns of other specialties are generally
expected to be able to perform the 13 standardized Association of American
Medical Colleges (AAMC) described EPA unsupervised at the beginning of
residency. Deficit in these skills can present a competency challenge at this
transition for interns with variable psychiatric exposure during undergraduate
medical school education (6). The use simulation with standardized patients
provides a useful tool to assess baseline EPA for incoming interns and provides
opportunity for feedback, learner reflection and potential targeted curriculum to
address gaps in knowledge and skills pertaining to EPA and overall improve
patient safety and trainee competence.
Abstract
Background
The knowledge and skills readiness of incoming psychiatry interns are critical to
patient care and safety. The 13 entrustable professional activities described by
the AAMC provided a standardized skill expectation regardless of specialty.
There is a necessity for a reliable assessment of EPA specific to psychiatry,
given the unique diagnostic challenge and skill sets required for our patient
population. The simulation assessment of baseline EPA of incoming interns at
transitional point may provide data for identifying gaps in education and
accompanying gap- targeted curriculum by reviewing video performance and

documentations to improve patient safety in real-life patients and improve trainee
competence (1, 4).
Setting and Participants
The Simulation based EPA assessment was demonstrated at the Institution’s
Simulation Lab during the 2017 Intern Orientation Training involving 9 interns as
the pilot trainee group. Professional standardized patients from our Institution’s
Office of Standardized Patient Education who had been trained with scenariospecific script for standardization across participants served as patients. Faculty,
senior residents and fellow provided debriefing and observed trainees from a
video control room.
Methods
EPA1 (history taking and mental status exam), EPA 5 (documentation) and EPA
6 (presenting a clinical encounter) (3) were assessed in the context of 3
psychiatric case scenarios; assessment of agitated patient, suicidal/homicidal
patient and safe handling of against medical advice (AMA) discharge protocol
(5). Each of the video recorded case encounters were 45 minutes in length; to
gather history, receive patient feedback, present clinical encounter and document
pertinent of the clinical encounters. A standardized case-specific checklist of
items were rated and later analyzed. Facilitators also observed trainees via a
video control room. Debriefing on each of the cases was provided by facilitators
at the end of the simulation activity. A pre-and post-test was also administered as
additional measure of knowledge, skills and attitudes related to the clinical cases.
Results
Descriptive analyses of intern participants (n=9) showed 66% of trainees
obtained history of prior suicide attempt and protective factors, and 44% asked
about homicidal risk in the suicidal/homicidal case. 30% of trainees documented
all rubrics of the mental status. 11% called for help and 55% maintained a safe
distance as patient began to escalate in the agitated patient. 10% knew
restrained patient must be evaluated within 1 hour. 22% demonstrated adequate
skills for safe AMA discharge. 100% of trainees had not received formal teaching
on AMA discharge protocol.
Discussion
The use of simulation of psychiatric patient scenarios to assess the baseline
entrustable professional activities of incoming psychiatric interns as part of
orientation training demonstrates variability and gaps in trainees’ skills and
competence critical in the areas of patient safety assessment, physician safety
with agitated patient, safe handling of AMA discharge protocol (with high legal
risk implications) and in description of mental status exam rubrics. The overall
history taking skills was above average. The result should be interpreted with
caution given limitation of small data. Future studies can include development of
curriculum to target educational gaps and prospective specialty-specific EPA (2).

Scientific Citations
1. Core Entrustable Professional Activities for Entering Residency - Faculty and
Learners’ Guide
https://members.aamc.org/eweb/upload/Core%20EPA%20Faculty%20and%20L
earner%20Guide.pdf
2. Dwyer T1, Wadey V2, Archibald D3, Kraemer W4, Shantz JS5, Townley J5,
Ogilvie-Harris D6, Petrera M5, Ferguson P7, Nousiainen M2. Cognitive and
Psychomotor Entrustable Professional Activities: Can Simulators Help Assess
Competency in Trainees? Clin Orthop Relat Res. 2016 Apr;474(4):926-34. PMID:
26394640
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Web-based tools and mobile applications for medical student,
house-staff and faculty burnout, depression and suicide risk
Presenters
Sanjai Rao, MD, University of California, San Diego (Leader)
Sarah Pospos, BA,MS,MD, University of California, San Diego (Leader)
Alana Iglewicz, MD,BA, University of California, San Diego (Co-Leader)
Ilanit Tal Young, BA,MS,PhD, University of California, San Diego (Co-Leader)
Sidney Zisook, MD, University of California, San Diego (Co-Leader)
Educational Objectives
1. To review interventions that mitigate stress, burnout, depression and
suicidality in physicians and physician trainees, including psychiatry
residents.
2. To select a list of electronic resources that satisfy the mental health needs
of physicians and physician trainees; the selection criteria – adapted from
the American Psychiatric Association “app evaluation framework” strategy
– include convenience, cost, confidentiality and effectiveness (linked with
practice gap).
3. To provide transportable resources to medical programs that may:
a. Improve well-being, quality of life, job satisfaction, and mitigate
burnout, depression and suicidality (linked with practice gap).
b. Complement or facilitate other interventions, when indicated.
Practice Gap
Fifty to fifty-four percent of physicians and physicians trainees - including
psychiatry residents - experience distressing, disruptive, and, at times, disabling
symptoms and consequences of burnout. These include poor quality of care,
patient dissatisfaction, increased medical errors, loss of empathy, absenteeism,
quitting, and marital, family and health problems [1]. This alarming trend has
caught the attention of the American Medical Association [2], Association of
American Medical Colleges [3], Accreditation Council for Graduate Medical
Education [4], American Association of Colleges of Osteopathic Medicine [5] and
American Foundation for Suicide Prevention (AFSP) [6] and has spurred the
implementation of programs to enhance wellness; assess suicide risk among its
medical staff and trainees; and offer treatment [7-8].
Unfortunately, however, most physicians and physicians-in-training who are
experiencing burnout, including those with suicidal ideation, do not take
advantage of treatment resources [9]. Cited roadblocks to treatment include time
constraints, cost, and concerns regarding confidentiality, stigma, potential career
implications and exposure to unwanted interventions [10].

The rapidly emerging digital health resources (websites and mobile applications
(apps)) have been shown to mitigate stress, burnout, depression, and suicidal
ideation among several populations outside of healthcare and can potentially
circumvent these barriers [11-13]. However, with the numerous extant available
options, residency training programs and medical organizations do not have clear
guidance on how to select the best burnout and suicide prevention digital
programs for their staff and trainees.
To address this gap and help programs and organizations navigate these
evolving resources, we compiled a list of web-based tools and mobile
applications designed to foster wellness and mitigate burnout, depression, and
suicide risk while also addressing the unique needs of physicians and physician
trainees.
Abstract
Introduction:
Being a physician can be a uniquely rewarding calling. However, the stresses of
training and practicing can lead to chronic distress, role dissatisfaction, and
serious psychological, interpersonal, social, and personal-health burden.
Elevated rates of burnout, depression and suicide have been reported in
physicians and physicians-in-training, including psychiatry residents. Despite
their training and the availability of treatment resources, only a minority receive
treatment. Key barriers include time, confidentiality, stigma, cost, and fear of
career implications. Web-based and mobile applications have been shown to
mitigate stress, burnout, depression, and suicidal ideation in several populations
and may help address these barriers. In this project, we reviewed published data
on such resources and selected a small sample for use on our Healers
Education, Assessment and Referral (HEAR) website.
Methods:
We searched PubMed for articles evaluating stress, burnout, depression and
suicide prevention or intervention for medical providers and identified 5
categories of programs with significant effectiveness: Cognitive Behavioral
Therapy (online), meditation, mindfulness, breathing, and relaxation techniques.
Using these categories, we searched for stress-, burnout-, depression-, and
suicide prevention- web-based (through Google and beacon.anu.edu.au--a
wellness resource website) and mobile applications (Apple and
mobile.va.gov/appstore) and identified 36 resources to further evaluate based on
relevance, applicability to physicians and physicians-in-training (confidentiality,
convenience and cost) and the strength of findings supporting their effectiveness.
Results:
We selected one for stress (Breath2Relax [14]), two for burnout (Headspace [15],
UCSD meditation audios [16]), two for depression (MoodGYM [17], Stress Gym
[18]) and two for suicide prevention (Stay Alive, Virtual Hope Box [19]) as
recommended electronic resources that readily can be used by physicians and

physicians-in-training. MoodGYM especially stood out, having demonstrated
reduced suicidal ideation in medical interns [17].
Conclusions:
This compilation adds to the evolving wellness resources and can address the
key barriers that interfere with physicians and physicians-in-training—including
psychiatry residents—seeking and receiving needed support. In turn, this
compilation can supplement other interventions aimed at enhancing wellness and
attenuating burnout, depression and suicide risk.
Scientific Citations
1. Dyrbye LN, West CP, Satele D, et al. Burnout among U.S. medical students,
residents, and early career physicians relative to the general U.S. population.
Acad Med. 2014;89(3):443-51.
2. Brooks E. Preventing physician distress and suicide. In: Steps forward.
American Medical Association. 2017.
https://www.stepsforward.org/modules/preventing-physician-suicide. Accessed
July 24, 2017.
3. Young G. Background: what is wellbeing and resilience and why focus on it?
In: AAMC leadership forum: creating a culture of wellbeing and resilience in
academic medicine. Association of American Medical Colleges. 2015.
https://www.aamc.org/download/462612/data/wellbeingpresentations.pdf.
Accessed July 24, 2017.
4. Physician well-being: resources. Accreditation Council for Graduate Medical
Education. 2017. http://www.acgme.org/What-We-Do/Initiatives/Physician-WellBeing/Resources. Accessed July 24, 2017.
5. Mental health awareness in osteopathic medical education. Association of
Colleges of Osteopathic Medicine. 2017. http://www.aacom.org/become-adoctor/mental-health-awareness-in-ome. Accessed July 31, 2017.
6. Physician and medical student depression and suicide prevention. American
Foundation for Suicide Prevention. 2017. https://afsp.org/ourwork/education/physician-medical-student-depression-suicide-prevention/.
Accessed July 31, 2017.
7. Martinez S, Tal I, Norcross W, et al. Alcohol use in an academic medical
school environment: A UC San Diego Healer Education Assessment and
Referral (HEAR) Report. Ann Clin Psychiatry. 2016;28(2):85-94.
8. Haskins J, et al. The suicide prevention, depression awareness, and clinical
engagement program for faculty and residents at the University of California,
Davis Health system. Acad Psychiatry. 2016;40(1):23-9.
9. Kuhn CM, Flanagan EM. Self-care as a professional imperative: physician
burnout, depression, and suicide. Can J Anaesth. 2017;64(2):158-68.
10. Givens JL, Tjia J. Depressed medical students' use of mental health services
and barriers to use. Acad Med. 2002;77(9):918-21.
11. Josephine K, et al. Internet-and mobile-based depression interventions for
people with diagnosed depression: a systematic review and meta-analysis. J
Affect Disord. 2017;223:28-40.

12. CBT for Major Depressive Disorder (full citation causes website error but can
be provided on request).
13. Karyotaki E, et al. Efficacy of self-guided internet-based cognitive behavioral
therapy in the treatment of depressive symptoms: a meta-analysis of individual
participant data. JAMA Psychiatry. 2017;74(4):351-9.
14. Luxton DD, Hansen RN, Stanfill K. Mobile app self-care versus in-office care
for stress reduction: a cost minimization analysis. J Telemed Telecare.
2014;20(8):431-5.
15. Howells A, et al. Putting the ‘app’in happiness: a randomised controlled trial
of a Smartphone-based mindfulness intervention to enhance wellbeing. J
Happiness Stud. 2016;17(1):163-85.
16. Chittaro L, Sioni R. Evaluating mobile apps for breathing training: The
effectiveness of visualization. Comput Hum Behav. 2014;40:56-63.
17. Guille C, et al. Web-based cognitive behavioral therapy intervention for the
prevention of suicidal ideation in medical interns: a randomized clinical trial.
JAMA Psychiatry. 2015;72(12):1192-8.
18. Williams A, et al. Stress Gym: feasibility of deploying a web-enhanced
behavioral self-management program for stress in a military setting. Mil Med.
2010;175(7):487-93.
19. Bush NE, et al. A Virtual Hope Box: randomized controlled trial of a
smartphone app for emotional regulation and coping with distress. Psychiatr
Serv. 2016:appips201600283.
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Year-long Model Curriculum for Supervising Psychiatry
Residents in Psychodynamic Psychotherapy
Presenters
Christopher Miller, MD, University of Maryland (Leader)
Donald Ross, MD, University of Maryland (Co-Leader)
Vedrana Hodzic, MD, University of Maryland (Co-Leader)
Mark Ehrenreich, MD, University of Maryland (Co-Leader)
Educational Objectives
1. Allow for sequential development of theoretical knowledge over the course
of the outpatient year.
2. Introduce additional structure to supervisor-resident meetings, allowing for
an enriched understanding of the case material being discussed.
3. To provide a structured introduction to psychodynamic theory and case
examples through the use of reading materials.
Practice Gap
The Psychotherapy Milestones Competencies outlined by The Accreditation
Council for Graduate Medical Education (ACGME) are becoming a focus point of
how residents progress through their training. These ratings are utilized to
identify areas of particular strength or concern in an individual resident’s
development as a clinician. There are a number of sub-competencies that are
applicable to both psychotherapy in general and to psychodynamic therapy in
particular. One of the key tools through which residents’ therapeutic skills can be
gauged is psychotherapy supervision, which typically occurs in a weekly, one-toone format. There has been a great deal of variation in the exposure residents
have to psychodynamic therapy during their training, both applying to patient
experience and didactic instruction. This is in part due to the contrasting
philosophies and patient populations of different training programs, as well as the
supervision residents receive from faculty. In many instances, the residents
progressing to their outpatient year are coming from more diagnostically and
medication-oriented rotations, and reframing one’s mode of being with a patient
and removing oneself from the immediacy of proposed concrete solutions to
complex psychic phenomena, is an active and intensive task which allows for a
more sophisticated and pluralistic approach. Supervision is, in many ways, the
resident’s first formal introduction to the vast and oftentimes overwhelming world
of psychodynamic psychotherapy. The philosophy of the individual supervisor, in
conjunction with technical suggestions and the format of the hour are
instrumental to informing a resident’s approach to the respective patient(s).
Particularly salient and germane writings could be introduced into the hour for
discussion, furthering the establishment of a sound psychodynamic
understanding. This, building upon the supervisors’ teaching, would further a

resident’s ability to apply their learning to patient care, in supervision, and in case
discussions with peers. Residents have learned a great deal from the wealth of
experience that supervisors have to share, yet it is of note that there can be
disparate levels of familiarity with particular schools of analytic/dynamic thought,
which may provide an opportunity for a common thread to be introduced. In
addition to incorporating the elements outlined in the ACGME Milestones, this
tool could help provide a common foundation to residents during their training.
The incorporation of reading material also allows for the development of critical
thinking and an evolving identity of one’s therapeutic stance, as opposed to the
pressures that may occur in supervision to mold one’s mind in accordance with
the supervisor’s point of view. Also, in accordance with MK5 sub-competency
regarding knowledge of theory, there is the hope that a graduating resident could
aspire to the level of being able to effectively supervise and teach earlier learners
about the therapy process. This can serve as an early strategy to aid in such an
endeavor.
Abstract
The Psychotherapy Milestones Competencies outlined by The Accreditation
Council for Graduate Medical Education (ACGME) are becoming a focus point of
how residents progress through their training. There are a number of subcompetencies that are applicable to psychotherapy in general and
psychodynamic therapy in particular. One of the key tools to gauge residents’
therapeutic skills is psychotherapy supervision, which typically occurs in a
weekly, one-to-one format and is, in many ways, the resident’s first introduction
to psychodynamic psychotherapy. Residents have learned a great deal from the
wealth of experience that supervisors have to share, yet there can be disparate
levels of familiarity with particular schools of analytic/dynamic thought.
As part of the efforts of the American Psychoanalytic Association Resident
Education Committee to introduce adjunct tools into residency training, faculty
and resident input helped outline a structured approach to gradually introduce
different theoretical considerations through readings. The Milestones subcompetencies taken into account were (i) empathy and process, (ii) boundaries,
(iii) alliance and provision of psychotherapies, (iv) seeking and providing
supervision, and (v) knowledge of psychotherapy. Some relevant items in
providing a basic foundation were: (i) therapeutic frame; (ii) active listening and
reflecting on the meaning of the therapist’s interventions; (iii) transference and
the use of countertransference as a diagnostic/therapeutic tool; (iv) defense
mechanisms; (v) different levels of relatedness with the therapist in sessions; (vi)
dependence dynamics on the therapist; (vii) patient pressures towards
reenactment; (viii) theoretical viewpoints on therapeutic action (e.g., ego
psychology, self psychology, relational therapy/analysis, object relations,
classical/modern Kleinian); (ix) treatment breaks and termination.
Forty core readings could be mapped onto the course of the year. In addition to
discussing content, finding a link between the theory being discussed and the
resident’s clinical experience would be one of the more useful exercises. In

order to illustrate some of the topics to be touched upon, select references are
listed below.
(i) Empathy and process:
- Bruce Fink, Fundamentals of Psychoanalytic Technique, chapters 1 and 2:
establishing the initial frame.
- Michael Feldman, The Dynamics of Reassurance: importance of neutrality and
abstinence.
- Donald Winnicott, The Use of the Object: negotiation of the therapist as an
object through the patient’s lens.
- Baker & Baker, Heinz Kohut’s Self Psychology: An Overview: different models
of selfobjects and etiology of pathological fixations.
- Thomas Ogden, On Projective Identification: understanding projective
pressures within the session.
The incorporation of reading material allows for the development of critical
thinking and an evolving identity of one’s therapeutic stance, as opposed to the
pressures that may occur in supervision to mold one’s mind in accordance with
the supervisor’s point of view. Ideally, a graduating resident could supervise and
teach earlier learners about the therapy process. Hopefully, the suggested
structure may serve as a launching pad for residents to learn more deeply about
psychodynamic therapy, and generate interest in pursuing psychoanalytic
training during/after residency.
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