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ABSTRACT

Objective: We previously reported that training medical
faculty to teach mental health care to residents was
effective. We here describe the faculty’s training
curriculum and their responses to learning and teaching
mental health care, a unique focus in the educational
literature.

Design: Qualitative researchers assessed the experiences of
medical faculty trainees in learning and teaching mental
health care.

Setting: Internal medicine residency training program at
Michigan State University.

Participants: One early career medicine faculty learner and
another faculty learner at mid-career, 4 faculty trainers,
and 2 qualitative researchers.

Measurements: Typed qualitative research reports were
evaluated by the authors from 4 time periods: (1) following
didactic and interviewing training; (2) following training

e previously trained general medicine fac-

ulty intensively in 3 evidence-based mod-

els essential for mental health care."* They,
in turn, trained medical residents in the models over
all 3 years of residency training.® The results of this
quasi-experimental trial demonstrated highly significant
learning by residents on all 3 models.® To address the
mental health care crisis caused by the severe shortage
of psychiatrists in the United States,”'* we propose this
train-the-trainer intervention as a model for widescale
training of medical faculty in mental health care, thus
enabling them to then train their own residents and stu-
dents indefinitely.®
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in @ mental health clinic; (3) following training to teach
residents mental health care; and (4) 8 months after
training.

Results: Faculty expressed anxiety and low confidence at
each of 3 levels of training, but progressively developed
confidence and satisfaction during training at each
level. They rated didactic experiences as least valuable,
seeing these experiences as lacking practical application.
Experiential training in interviewing and mental health care
were positively viewed, as was the benefit from mentoring.
Teaching mental health skills to residents was initially
difficult, but faculty became comfortable with experience,
which solidified the faculty’s confidence in their own skills.

Conclusion: A new curriculum for training medical faculty
to teach mental health care was demonstrated to be
acceptable to the faculty, based on findings from multiple
focus groups.

Keywords: psychiatry; primary care mental health; medical
education; curriculum; formative evaluation.

This brief report details the faculty training curriculum
in mental health care and its teaching, along with the
responses of medical faculty to the training; no similar
training experiences have been reported in the medical or
psychiatric literature. While the residency training curricu-
lum has been published,® the faculty training curriculum
has not. Additionally, faculty responses to the training are
important because they can provide key information about
what did and did not work. Even though demonstrated to
be effective for teaching mental health care to residents,®
the training must also be acceptable to its new teachers.’®

From Michigan State University, East Lansing, M.
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Methods

Design, Setting, and Participants

This descriptive study was conducted by 2 experienced
qualitative researchers in the setting of a 5-year quantita-
tive study of residents’ learning of mental health care.>®
They interviewed 2 general medicine faculty undergoing
training in mental health care on 4 occasions: 3 times
during training and once following training. Learners were
taught by 4 faculty trainers (2 general medicine, 2 psy-
chiatry). The setting was the internal medicine residency
program at Michigan State University. The project was
approved by the local Institutional Review Board.

Faculty Training Intervention

The 2 training faculty evaluated in this study were taught
in a predominantly experiential way.5 Learning objectives
were behaviorally defined (see Table 1, which also pre
sents the teaching methods). Teaching occurred in 3 seg-
ments over 15 months, with a 10% weekly commitment
to training supported by a research grant.

First 6 Months. For 1 half-day (4 hours) every week,
teaching sessions were divided into 2 parts:

1. Experiential learning of the objectives, particularly
patient-centered interviewing (Table 2)'® and mental
health care models (Table 3).3" This initially involved role
playing and was followed by using the models with hospi-
tal and clinic patients, sometimes directly observed, other
times evaluated via audiotaped recordings.

2. Lecture and reading series, which occurred in 2
parts: (a) For the first 3 months, a biopsychosocial and
patient-centered medicine seminar was guided by read-
ings from a patient-centered interviewing textbook and
4 articles.®>'6'8-20 These readings were supplemented by
a large collection of material on our website that was
utilized in a learner-centered fashion, depending on learn-
ers’ interests (these are available from the authors, along
with a detailed outline we followed for each teaching
session). (b) For the last 3 months, a psychiatry lecture
series addressed the material needed for primary care
mental health. The lectures were guided by a psychiatry
textbook (the schedule and content of presentations is
available from the authors).?'

Beginning in the first 6 months, faculty also partici-
pated as co-teachers with their trainers in a long-standing

psychosocial rotation, a 1-month full-time rotation for
PGY-1 residents that occurred twice yearly during train-
ing. This initially helped them learn the models, and they
later received experience in how to teach the models.

Middle 4 Months. During this period, faculty learners
were supervised by trainers as they transitioned to learn
mental health care in a Complex Patient Clinic (CPC).
Training was guided by a syllabus now contained in a
textbook."” The CPC is a unique mental health care clinic
located in the clinic area where faculty and residents
observe other patients. Rooms resemble other exam
rooms, except they have a computer attached to an
audio-video camera that delivers the physician-patient
interaction live to another room, where faculty observe
it via a software program (Vidyo, Hackensack, NJ)??23;
no recordings are made of the live interactions. The
details of patient recruitment and the CPC are described
elsewhere.?? CPC patients had an average of 2.3 DSM-V
diagnoses and 3.3 major medical diagnoses. Faculty
trainees evaluated 2 or 3 patients each day.

Final 5 Months. Supervision continued for faculty
learners as they taught mental health care to postgradu-
ate year (PGY) 2 and 3 residents in the CPC. Residents
had between 6 and 8 sessions in each of their last 2
years of training; 2 residents were assigned for each
half-day CPC session and each evaluated 2 or 3 patients
under faculty-learner supervision.

Data Collection

The qualitative interviewers were independent of the
study. The research team members did not see the tran-
scripts until preparing this report in conjunction with the
interviewers. Data were collected from faculty at 4 points:
following the initial 6 months of training in the models; fol-
lowing training in mental health care in the CPC; following
supervision of faculty training of residents; and 8 months
following completion of training, during which time they
independently taught residents.

Data were collected in a systematic way over 1 hour,
beginning and continuing open-endedly for about 30
minutes and concluding with closed-ended inquiry to pin
down details and to ask any pre-planned questions that
had not been answered. The protocol that guided focus
group interviews is available from the authors.
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Table 1. Learning Objectives and Instructional Methods

Learning Objectives
Following training, faculty learners will have the knowledge,
attitudes, and skills to:

Objective 1—Model 1—Communication and Relationship
1. Master the 5-step, 21-substep interviewing model (Table 2).
2. Master the following in terms of the model: efficiency,

integration with disease-based interviewing, monitoring

the doctor-patient relationship, personality types, obtaining
difficult information from the patient (sexual or drug abuse,
marital), working with a third person or an interpreter,
integrating the computer and note-taking, difficult
communication problems (hard of hearing, mute, blind,
impaired cognition), and unique patient populations (geriatric,
adolescent).

Objective 2—Model 2—Basic Treatment Principles
1. Master model for providing routine information
2. Master model for giving bad news
3. Master model for shared decision-making to address
tobacco cessation, weight control, and excessive alcohol/
drug use

Objective 3—Model 3—Mental Health Care Treatment
Master the Mental Health Care Model (Table 3) for the primary
management of patients that addresses medically unexplained
symptoms, depression, anxiety, suicidal ideation, drug/
alcohol misuse, nonadherence, grief, stress, sexual concerns,
working with families, end-of-life issues, psychopharmacology,
cognitive-behavior and operant mechanisms,
nonpharmacological interventions (eg, counseling, exercise,
relaxation), community resources, cultural competence and
health literacy, and referral to (and co-management with) mental
health professionals. Residents also will have the skills to
diagnose and refer patients with psychotic, substance abuse,
and personality disorders, but are trained to manage some
patients with bipolar disorder.

Objective 4—Model 4—Personal Awareness
Practice personal awareness of previously unrecognized
responses to the patient, as outlined elsewhere.?®

Objective 5—Model 5—Team/Collaborative Care
Use patient-centered and relationship-centered practices
within the chronic care model to work effectively with nurses,
each other, case managers, social workers, mental health
professionals, and other relevant personnel as a team for
improving quality of care and patient safety.

Audio recordings were made from each group, and a
500- to 1000-word report was written by the interview-
ers, which served as the basis of the present descriptive
evaluation. The authors independently analyzed the data
at each collection point and then came to the consensus
that follows.
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Instructional Methods

1.
2.

—

Lecture/assigned readings provided

Small group: (a) review 5-step method (Table 2), practice with
role play/simulated patients and then use with real patients;
(b) practice conditions listed in all venues. Introduce personal
awareness work.

. Lecture/assigned readings provided

2. Small group: practice conditions in the objective in role play/

1.

3.

1.

2.

simulated patients and then use with real patients. Continue
personal awareness work.

Lecture/assigned readings provided: all conditions in objective,
including evidence-based model in Table 3

. Small group: practice conditions in objective in role play/simulated

patients. Continue personal awareness work.
Special mental health clinical experiences: Complex Patient Clinic

. Lecture/assigned readings provided: countertransference,

emotion-laden material

. Small group: facilitated by teachers and other learners in all

venues, we explore the personal experience of the learner.?®

Lecture/assigned readings provided: medical safety, relationship-
centered care

Small group: discuss readings. Continue personal awareness
work.

Special and routine clinical experiences: in all care venues,
inpatient and outpatient, we facilitate relationship-centered
practices to promote teamwork.

Results

Lectures/Didactic Training

The training sessions involved 2 parts: lectures and
didactic material around interviewing, general system the-
ory, and psychiatry diagnoses; and skills practice in inter-
viewing and the mental health care models. The trainers



and faculty met weekly for 4 hours, and the first 2 hours
of these sessions were spent reviewing the background
of what would become the mainstay of the teaching, the
models for interviewing and mental health care (Table 2
and Table 3). These readings differed in content and style
from the typical clinical readings that physicians use, and
they required considerable outside time and prepara-
tion, beyond that anticipated by the trainees. Digging into
these theoretical concepts was described as interesting
and “refreshing,” but the trainees at first found the read-
ings disconnected from their clinical work. Faculty train-
ees later recognized the importance of understanding the
models as they prepared for their roles as teachers. All
told, however, the trainees believed there was too much
didactic material.

Receiving education on diagnosis and management
of common psychiatric disorders from academic psychi-
atrists was appreciated, but the trainees also expressed
the greatest frustrations about this part of the curriculum.
They felt that the level of these sessions was not always
appropriately gauged—ranging from too simplistic, as in
medical school, to too detailed, especially around neuro-
chemical and neurobiological mechanisms. Although they
appreciated learning about advanced psychiatric illness
and treatments (eg, electroconvulsive treatment, espe-
cially), they did not believe the information was necessary
in primary care. Trainees were experienced primary care
providers and were more interested in case-based educa-
tion that could highlight the types of patients seen in their
office every day. One trainee indicated that these sessions
were lacking “the patient voice.” Abstract discussion of
diagnoses and treatments made it challenging to apply this
new knowledge to the trainees’ practices. Trainees also
suggested trying to integrate this section of the training
with the interviewing skills training to better highlight that
interplay. The trainees believed that their understanding
and familiarity with the diagnosis and management of
mental disorders occurred primarily in later CPC training.
The trainees recommended that all didactic material be
reduced by half or more in future teaching.

Skills Practice
The patient-centered interviewing skills practice, which
occurred in the second 2-hour period during the first 6
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Table 2. Patient-Centered Interviewing Model

Step 1: Setting the Stage for the Interview
1. Welcome the patient
2. Use the patient’s name
3. Introduce yourself and identify specific role
4. Ensure patient readiness and privacy
5. Remove barriers to communication (sit down)
6. Ensure comfort and put the patient at ease

Step 2: Chief Concern/Agenda Setting

1. Indicate time available

2. Forecast what you would like to have happen in the
interview (eg, check blood pressure)

3. Obtain list of all issues patient wants to discuss (eg, specific
symptoms, requests, expectations, understanding)

4. Summarize and finalize the agenda; negotiate specifics if
too many agenda items

Step 3: Opening the History of Present lliness

1. Start with open-ended beginning question focused on
chief concern

2. Use “nonfocusing” open-ended skills (Attentive Listening):
silence, neutral utterances, nonverbal encouragement

3. Obtain additional data from nonverbal sources: nonverbal
cues, physical characteristics, autonomic changes,
accouterments, and environment

Step 4: Continuing the Patient-Centered History of
Present lliness

1. Elicit Physical Symptom Story: Obtain description of the
physical symptoms using focusing open-ended skills

2. Elicit Personal and Social Story: Develop the more general
personal/social context of the physical symptoms using
focusing open-ended skills

3. Elicit Emotional Story: Develop an emotional focus using
emotion-seeking skills

4. Respond to Feelings/Emotions: Address the emotion(s)
using Emotion-handling skills: Naming, Understanding,
Respecting, and Supporting the emotion (NURS)

5. Expand Story: Continue eliciting further personal and
emotional context, address feelings/emotions using
focusing open-ended skills, emotion-seeking skills,
emotion-handling skills

Step 5: Transition to the Doctor-Centered History of
Present lliness
1. Brief summary
2. Check accuracy
3. Indicate that both content and style of inquiry will change if
the patient is ready

Adapted from Fortin AH 6th, Dwamena F, Frankel R, et al. Smith’s
Patient-Centered Interviewing: An Evidence-Based Method. 4th ed.
New York, NY: McGraw-Hill, Lange Series; 2018.

months, was lauded by the faculty trainees. It was con-
sidered the “most immediately relevant component” of
this period of training. Because the trainees were experi-
enced physicians when they began this project, they felt
this part of training made the “...material more accessible
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Table 3. Mental Health Care Model
Education®

1. ASK: “What'’s your understanding?”
a. Their problem/diagnosis, why they have it, its outcome
b. What they want done

2. TELL:

* “| have good news.”
a. Ominous conditions not found
b. More testing/consultation not necessary; you will follow
up for any change
c. You know diagnosis; name/explain it

® “You need a better treatment.”
a. Depression makes pain worse—needs medication
b. Problem is “real” or “not in head”
c. Narcotics make pain and depression worse—need to
slowly taper and discontinue
d. Improvement likely (cure unlikely)

3. ASK: “Please summarize what you've heard.”
Commitment

1. ASK: “Are you committed to treatment?”

2. TELL: “You need to be active, | can’t do by myself.”

3. ASK: “Please summarize your commitment.”
Goals

1. Obtain long-term goal and then achieve via Plan (next)
Negotiate Plan

1. ALL plans occur as scheduled—non-prn

2. Antidepressant: start and/or adjust

3. Addicting medications (narcotic, benzodiazepine,
amphetamine)
a. Determine present dose
b. Regularize dose schedule
c. Start taper at 1 pill/day each week
d. Ask them to think about which pill to stop in 1 week

4. Symptomatic medication: scheduled

5. Exercise program: determine present level and then
prescribe small increase—scheduled

6. Social activity: determine present level and then prescribe
small increase—scheduled

7. Regular follow-up visits
8. Have patient summarize treatment plan
9. Praise patient for commitment

10. Other aspects of treatment plan (relaxation, diet, PT,
OMT)—later, after first 2 or 3 visits

11. Do not advise more tests or consultation (other than PT
or OMT)

Adapted from Smith R, D’Mello D, Osborn G, et al. Essentials of Psychiatry in
Primary Care: Behavioral Health in the Medical Setting. New York, NY: McGraw
Hill; 2019.
PT, physical therapy; NURS, Name the emotion, Understand the emotion,
Respect the emotion, Support the emotion; OMT, osteopathic manipulative
treatment.

@ At each of the 4 steps, use NURS at least once; NURS skills maximize the
clinician-patient relationship.'®

170 July/August 2020 Vol. 27, No. 4

to myself, more germane to what | do day in and day out.”
The insight of modifying the interviewing techniques to
connect with different patient personality types was par-
ticularly helpful. One trainee described an “aha moment”
of “getting patients to open up in away | had not been able
to do before.” As time went on, the trainees felt empow-
ered to adapt “the interviewing script” modestly to fit their
already developed “rhythm and style with their patients.”

Wellness/Mentoring

The 2 trainees were at different stages of their careers, 1
early-career faculty and 1 mid-career faculty. This aca-
demic diversity within the small training group provided
varied perspectives not only on the concepts presented
and discussed, but also on a more personal level. In an
otherwise hectic academic medicine environment, this
group had a weekly chance to stop, “check in” with each
other, and truly connect on a personal level. To be asked
“about your week and actually mean it and want to hear
the answer” is an unusual opportunity, one noted. It also
offered time and support for purposeful self-reflection,
which “often brought some emotions to the surface...at
different times.” These connections were perhaps one of
the most valuable parts of the experience. With burnout
among physicians rampant,? establishing these networks
is invaluable. In addition to introspection and personal
connections, there was a strong element of mentoring
during these weekly meetings. The opportunity to meet
in a small group with senior faculty was highly valued by
the trainees.

Mental Health Care: Complex Patient Clinic

The faculty were eager, but very apprehensive, in begin-
ning the second segment of training, where work shifted
from lectures and practicing skills to mental health care
training in the CPC. The trainees expressed anxiety about
several areas. These included additional clinical work-
load, patient referral/selection, and transition of patient
care back to the primary care provider. Of note, they did
not particularly express worries about the care they would
be providing, because a psychiatrist would be available
to them on site. In reflection, after spending 4 months in
the clinic, trainees noted “how important observing live
interviews for evaluation/feedback was to their learning.”



The CPC provided “learning in the moment on specific
patients [which] was without question the most power-
ful teaching tool.” The support of the training faculty who
were present at each clinic was invaluable. Whereas the
earlier didactics given by psychiatrists were received by
trainees with lukewarm enthusiasm, the point-of-care,
case-by-case learning and feedback truly advanced the
trainees’ knowledge, as well as skills, and improved their
confidence in providing mental health care.

One of the tenets of the mental health care models is
collaborative care.?® Recognizing this critical component
of patient care, the CPC experience integrated a clini-
cal social worker. The faculty noted the critical role she
played in the patient care experience. They described
her as “fabulous and awesome.” Her grasp of the health
care system and community resources (particularly for an
underserved population) was indispensable. Additionally,
she was able to serve as a steady contact to follow
patients through multiple visits and improve their feelings
of continuity.

Teaching: Psychosocial Rotation

The first psychosocial teaching occurred after the inter-
viewing skills and didactic experiences in the first 6
months. The trainees expressed great doubt about
tackling this initial teaching experience. From residents
challenging the need for interviewing and other aspects
of “touchy-feely” teaching, to patients expressing raw
emotions, the trainees lacked confidence in their ability to
handle these moments. At this early stage of their train-
ing, one trainee said, “l feel like | am becoming a better
interrogator, but | haven’t learned the skills to be a bet-
ter healer yet.” Over time, this concern disappeared. As
training evolved, the trainees began to thrive in their role
as educator. At the final focus group, it was noted that
“teaching has enhanced [my] confidence in the frame-
work and in turn has made it easier to teach.”

Teaching: Complex Patient Clinic

This powerful teaching tool to train residents was the cen-
terpiece of training. The faculty trainees had some hes-
itation about their role as teacher before it began. The
faculty trainees were at different stages of their careers,
and their confidence in their own teaching skills was
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not uniform. Importantly, the initial structure of the CPC,
which included psychiatrists and senior faculty super-
vision, provided strong and continued support for the
faculty trainees. Later work in the CPC as teacher, rather
than trainee, further bolstered the faculty’s confidence
in the treatment models. As confidence with their own
skills grew, faculty noted that it became “easier to teach”
as well. Faculty also recognized the unique opportunity
that the CPC provided in directly observing a resident’s
patient interaction. This allows them to “monitor prog-
ress, provide specific feedback, and address issues.”
The time spent debriefing after each patient encoun-
ter was noted to be particularly important. When they
became too busy to adequately provide this debriefing,
changes to the schedule were made to accommodate
it (follow-up visits were lengthened from 30 to 60 min-
utes). In addition to giving an opportunity to provide feed-
back, this extra time available for residents to interact with
a patient—to utilize and practice the interviewing skills,
for example—was quite valuable, independent of actual
mental health care training. Finally, the faculty were able
to create a “relaxed and comfortable” space in the CPC.
Indeed, the faculty felt comfortable sharing some of their
struggles and reflections on caring for a mental health
patient population, and residents were able, in turn, to
engage in some self-reflection and debriefing as well.

Discussion

Faculty trainees demonstrated a striking evolution as
they progressed through this curriculum. At each of the
3 stages of training, they endorsed a broad range of feel-
ings, from anxiety and uncertainty initially, to confidence
and growth and appreciation later. They felt satisfied with
having participated in the project and are engaged in
exploring next steps.

Of note, these faculty members had some expo-
sure to the skills models prior to starting the pro-
gram because the residency program has integrated
patient-centered interviewing into its program for many
years. The faculty were supportive of the models prior
to engaging in the curriculum, and they volunteered to
participate. Similarly, the residents were familiar with the
expectations as they went through the psychosocial
rotation and the CPC. It is conceivable that the inter-
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viewing and mental health material may not be received
as easily at an institution where the culture has had less
exposure to such teaching.

While describing a faculty curriculum for mental health
training is unique® and the primary intent of this paper, we
wanted to present its formative evaluation even though
only 2 faculty trainees were involved. Simply put, the
grant for this project supported only 2 trainees, and no
more were required. Nevertheless, we propose that this
only reported experience of medical faculty with mental
health training is an important addition to the literature
in mental health education. It will be a critical guide for
others who choose the new direction of training medical
faculty to teach mental health care.

As the research team looks to foster dissemination
of the curriculum, it continues to be streamlined to
highlight the components most useful and germane to
learners. The early didactic readings on subjects such
as general system theory were less engaging. (In later
training of new medical faculty learners, the focus on
theory and other didactics was reduced.) In contrast,
the trainees clearly valued the interviewing skills expe-
rience (both learning and teaching). While the mental
health curriculum and the CPC were associated with
much greater anxiety in the trainees, with practical,
respectful, and supervised teaching, they became
confident and satisfied—as well as effective.® Future
teachers will benefit from slowly and understandingly
addressing trainees’ personal issues, particularly during
the initial phases of training.?® It appeared to us to be
the key factor enabling the faculty to successfully learn
and teach mental health care. Once they overcame
their personal reactions to mental health material, they
learned mental health skills just as they learn the more
familiar physical disease material.

Conclusion

In a new direction in medical education, a curriculum
for training medical faculty to teach mental health care
is presented. Not only did prior research demonstrate
that the faculty effectively trained residents, but we also
demonstrated here that the training was acceptable
to and valued by faculty. With mental health often an
alien dimension of medicine, acceptability is especially
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important when we recommend disseminating the cur-
riculum as a way to offset the national mental health
care crisis.
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