
The delivery of mental health
and substance abuse services
has changed dramatically over

the past 15 years. Driven by payer
concerns about escalating costs, man-
aged care has overturned traditional
assumptions and practice patterns
(1). Longer-term, intensive treat-
ments are being replaced by brief, fo-
cused interventions, particularly for
patients who do not suffer from the
most severe forms of mental illness.
Acutely ill patients increasingly are
diverted from hospitalization or
moved rapidly from inpatient to am-
bulatory care.

The current backlash against man-
aged care leaves its future uncertain.
However, psychiatric practice has

been radically changed, and a return
to traditional assumptions and prac-
tice patterns is unlikely to occur. As
educators, we are left with the press-
ing question of whether we are ade-
quately preparing psychiatric resi-
dents for the realities of practice and
the environment of care that they will
encounter on completion of their
training.

Unfortunately, it is quite common
in all areas of medicine for profes-
sional training to lag behind changes
in service delivery (2). In a recent sur-
vey, a sample of residents drawn from
all specialties reported significant de-
ficiencies in their knowledge of man-
aged care and their preparedness to
practice in a managed health care en-
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vironment (3). It has been estimated
that physicians require up to two
years of experience after residency to
become adequately skilled at func-
tioning in a managed care environ-
ment (4). The lag between changes in
practice and changes in training char-
acterizes the current state of affairs
for psychiatry no less than for the rest
of medicine.

Current approaches
to residency training
Although a few departments have re-
structured their residency programs
to address current practice realities,
the modal approach to training in
psychiatry can be described as fol-
lows. Didactic material related to
health care economics and managed
care is limited to a handful of lectures
scattered throughout the residency
experience. Residents receive some
early exposure, without much prepa-
ration, to the most intrusive aspect of
managed care, which is the utilization
management of inpatient services.
Residents tend to gain minimal expe-
rience with the modalities favored by
managed care, such as brief treat-
ment, intensive outpatient care, and
ambulatory detoxification. Because
managed care organizations exclude
trainees from their panels, many resi-
dents do not have the opportunity to
work in outpatient settings where the
care is managed and time-sensitive
treatment approaches predominate.

Of considerable concern is that res-
idents’ supervisors often present only
negative views of managed care
rather than a balanced discussion of
the strengths and weaknesses of both
managed care and traditional ap-
proaches to treatment. There appear
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to be few faculty role models who
have embraced the changing assump-
tions about practice patterns and who
are demonstrating adaptive and satis-
fying approaches to working in the
current health care environment.

The result is that many residents
leave training largely unprepared for
the realities and demands of the
health care marketplace, encounter-
ing what Gabbard (5) has referred to
as “the big chill.” Citing the gulf be-
tween current approaches to training
and practice realities, Yager and col-
leagues (6) have gone so far as to ac-
cuse academic psychiatry of “peda-
gogic malfeasance.” Given the com-
plex nature of academic settings,
keeping pace with changes in the
field has been a daunting challenge
for most departments, including our
own.

New directions
for residency training
Although training programs seem to
have made little accommodation to
recent changes in the field, the need
to make the clinical aspects of resi-
dency education more relevant has
not gone unnoticed (7). Many profes-
sionals have offered recommenda-
tions on residency training (5–17). To
further develop this work, we have in-
tegrated their suggestions and com-
bined them with our own experience
(18) to outline new directions for res-
idency education in relation to man-
aged care and contemporary clinical
practice. This effort is similar to other
recent initiatives to define the train-
ing objectives, content, and teaching
strategies for specific areas of psychi-
atric residency education such as psy-
chotherapy (19), psychopharmacolo-
gy (20), community psychiatry (21),
consultation-liaison psychiatry (22),
and child psychiatry (23).

Defining the training objective
In reshaping residency training, the
objective should not be simply to
teach about managed care. Both tra-
ditional and contemporary approach-
es to behavioral health care must be
taught so that a balance of perspec-
tives is maintained in the educational
process. With respect to teaching
about contemporary approaches,
managed care is just one aspect of

sweeping changes in the field empha-
sizing increased efficiency, cost con-
trol, accountability, evidence-based
practice, and outcomes.

This is a subtle but critical point.
Teaching only about managed care
oversimplifies the complex forces that
have led to the current health care cli-
mate. It leads to a naive vilification of
managed care companies and omits
potentially stimulating discussion
with students about issues central to
the field, such as practice standards,
quality management, treatment ef-
fectiveness, health care rationing, and
cost-benefit issues in service delivery.

The goal should be for residents to
understand the inherent dilemmas in

meeting the health care needs of indi-
viduals and populations and to devel-
op the capacity to critically evaluate
proposed solutions to these dilem-
mas. They will then be prepared to
make their own decision about
whether to collaborate with or advo-
cate against managed care and other
aspects of health care reform.

Instilling values
In turbulent times, values can help
ground a resident and provide a ref-
erence point for evaluating changes
in the field. Traditional values in psy-
chiatry emphasize the needs of indi-
vidual patients, quality of care, and
professional independence in clinical

judgments. The values promulgated
through managed care both qualify
and add to these traditional values by
emphasizing the cost-effective use of
scarce resources, attention to the
treatment needs of populations, and
adherence by professionals to prac-
tice standards.

Residency education should in-
clude an expanded dialogue about
these traditional and emerging val-
ues. Faculty behavior will heavily in-
fluence residents’ adoption of specif-
ic values. With that in mind, probably
the most important value for faculty
to espouse and model is what Ross
(13) identified as academic integri-
ty—a questioning attitude with frank
acknowledgment of what we do and
do not know about behavioral disor-
ders and their treatment.

Imparting knowledge
To be adequately prepared for con-
temporary practice, residents must
acquire a broad range of information,
much of which is contained in tradi-
tional training programs. Drawing on
the recommendations of other pro-
fessionals cited above and our own
training initiatives, we recommend
certain changes in this knowledge
base.

The recommendations address two
areas. The first is new topics, those
that traditionally have not been cov-
ered in residency programs but have
become relevant as a result of
changes in the field over the past
decade. They include health care reg-
ulation and reform; the economics of
behavioral health care; managed care
and related organizational structures
such as health maintenance organiza-
tions, preferred provider organiza-
tions, physician hospital organiza-
tions, and individual practice associa-
tions; medical necessity, level-of-care
criteria, and the utilization manage-
ment process; practice standards and
guidelines; quality management; the
interface between psychiatry and
general medicine; and consumerism
in psychiatric practice.

The second set of recommenda-
tions focuses on topics that tradition-
ally have been addressed in residency
programs but must have their content
significantly modified and updated to
remain current with changes in the
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field. They include the continuum of
care, treatment planning, legal and
ethical issues, documentation re-
quirements, professional roles and
career options, and approaches to in-
terdisciplinary relationships.

Building skills
There exists a growing consensus
about the skills or competencies that
residents should possess to practice
effectively in a managed care envi-
ronment. These skills either supple-
ment or refine essential skills current-
ly being taught in residency pro-
grams. Schreter (15) organized these
skills into three categories. The first
category, clinical skills, includes effi-
cient multiaxial assessment and dif-
ferential diagnosis; goal-focused and
problem-oriented treatment plan-
ning; and facility with a broad reper-
toire of clinical interventions includ-
ing psychopharmacology, crisis inter-
vention, brief treatments, group and
family interventions, alternatives to
inpatient care, and the treatment of
substance abuse.

The second category, clinical man-
agement skills, focuses on competen-
cies related to managing care. They
include assessing medical necessity
and determining an appropriate level
of care; evidence-based selection of
treatments; care coordination and the
case management of “high utilizers”;
and analyzing and managing the ethi-
cal dilemmas created by managed
care.

The third category is administrative
skills. The recommended competen-
cies include navigating the interface
with managed care organizations; cre-
ating focused documentation of care
that complies with all requirements;
achieving proficiency with credential-
ing and billing procedures; and learn-
ing to advocate for patients’ rights
with treatment systems and managed
care organizations.

Selecting training 
sites and structures
The sites of training heavily influence
the educational experience. Despite
considerable concern about the tradi-
tional emphasis on inpatient units as a
setting for residency training (14), in-
patient rotations remain prominent in
many programs.

Brief lengths of stay, the limited
depth of interaction with patients,
and the intrusiveness of managed
care all contribute to residents’ disil-
lusionment with inpatient rotations.
Further, training directors have noted
that the first residency rotation has
disproportionate influence on resi-
dents’ attitudes and treatment ap-
proaches. Yet we often persist in as-
signing residents exclusively to inpa-
tient experiences at the beginning of
their training, missing the opportuni-
ty to balance such assignments with
other rotations (9).

Optimally, the sites and program
structures used for training should ex-
emplify for residents the principles
and practices reviewed in the didactic
portions of the training. For example,
placing residents on continuous treat-
ment teams early in the residency
brings to life the concepts of a contin-
uum of services and continuity of
care. These program structures re-
quire residents to serve as principal
caregivers across a range of modali-
ties, giving them firsthand experience
with the process of managing care by
continually matching patient need to
treatment intensity. Such teams have
seen widest use in public-sector set-
tings such as community mental
health centers (14) and in the Veter-
ans Affairs system (24). They have
also been used successfully in aca-
demic clinical settings such as in the
Dartmouth program (25).

Specific settings afford exposure to
treatment approaches that are in-
creasingly relevant in a managed care
environment. Intensive outpatient,
partial hospital, and crisis respite ro-
tations expose residents to alterna-
tives to inpatient care. Similarly, rota-
tions in dual diagnosis and addiction
programs strengthen residents’ ability
to address both psychiatric and sub-
stance abuse treatment needs, a skill
increasingly in demand in the health
care marketplace.

Rotation through an outpatient set-
ting where care is managed by inter-
nal or external reviewers builds resi-
dents’ skills in brief treatment. There
is evidence to suggest that once ex-
posed, a significant percentage of res-
idents choose to work in such a set-
ting (26). Primary care settings also
have been suggested as venues in

which to educate residents about the
interface between general medicine
and psychiatry.

Senior residents and fellows have
some selected opportunities to rotate
through managed behavioral health
care organizations. These rotations
afford firsthand experience with the
clinical, ethical, and legal issues in-
volved in managing care. Such rota-
tions are typically of most interest to
residents who wish to pursue careers
in administrative psychiatry.

Selecting teachers and supervisors
Finding faculty qualified and inter-
ested in teaching about managed care
and contemporary clinical practice is
a challenge. A common short-term
strategy involves hiring part-time fac-
ulty or drawing on voluntary clinical
faculty to manage and provide this
portion of the curriculum. A more
permanent solution is to recruit new
full-time faculty members with inter-
ests and expertise in these areas. Clin-
ical educator tracks have been devel-
oped in medical schools across the
country in response to the need for
faculty who specialize in clinical care
and the clinical education of resi-
dents. Promotional criteria for these
faculty members place greater em-
phasis on clinical and educational ac-
complishments and less emphasis on
traditional requirements for research
productivity.

As a related challenge, current su-
pervisory pools tend to be composed
of full-time faculty and voluntary clin-
ical faculty members, many of whom
have little interest in or tolerance for
managed care. Often missing in the
supervisory process is dialogue about
the weaknesses of traditional ap-
proaches to treatment and the enor-
mous challenge of caring for individ-
uals and populations in a cost-con-
scious manner. Didactic instruction
and clinical training experiences can
be undermined if most supervisors
view such instruction and experiences
as misguided and convey that attitude
to their students.

A simple strategy for solving this
supervisory dilemma is to add to the
full-time and adjunct faculty supervi-
sors who possess skills and attitudes
that will help residents understand,
critically evaluate, and adapt to the



current health care environment. The
objective should not be to replace,
but rather to balance, traditional ap-
proaches and thereby diversify the
supervisory experience.

Modeling and mentoring are best
accomplished when a resident and an
attending physician work as a pair, and
all patients are seen by the resident
and the attending either simultane-
ously or sequentially. This practice has
been less common in psychiatry than
in other specialties. However, it is in-
creasing, partly in response to the re-
quirements of payers. This model has
been implemented in several ambula-
tory sites, such as the University of
Louisville’s public-sector clinic (14).
That department found that pairing
attendings and residents enhanced
the quality of supervision, increased
revenue and compliance with regula-
tory requirements, and did not im-
pede resident-patient relationships.

Discussion
Over the past decade, some very tal-
ented individuals have tackled the is-
sue of what we must do to ensure that
residents are provided with the neces-
sary skills to thrive after completing
their training. The truly puzzling ques-
tion is not what academic psychiatry
should do but rather why it has taken
so few steps in these directions (27). In
a series of case studies of academic
psychiatry and managed care, Meyer
(25) identified only one department
that, in his view, had transformed its
clinical, training, and research pro-
grams broadly and quickly enough to
respond adequately to changes in the
health care environment.

Numerous causes for the slow
process of change have been suggest-
ed. On the surface, it appears that
many psychiatrists in academic med-
ical centers continue to question the
permanence of changes in the field.
Perhaps encouraged by the recent
backlash against managed care, many
hope that the field will revert to tradi-
tional assumptions and practices. Al-
ternatively, Sabin (28) has suggested
that the absence of a timely response
to changes is due to the “moral my-
opia” of academic psychiatry. He de-
fines this myopia as difficulty in at-
tending to the needs of populations
while simultaneously maintaining the

traditional and very important em-
phasis on the needs of individuals.

Monica Oss, the editor of Open
Minds, has suggested that many
provider organizations change only
when forced to do so (personal com-
munication, May 1998), leading to
the hypothesis that academic psychia-
try and academic psychiatrists may
have been somewhat isolated from
the contingencies of the marketplace.
Although few academic departments
have escaped the economic pressures
of managed care, many have been
somewhat protected by their host
universities or medical centers, which
have absorbed department operating
losses (29). Similarly, the principle of

academic freedom and the practice of
granting tenure have isolated some
faculty members from the need to re-
spond to market changes in a timely
fashion.

Another dynamic that has impeded
change in some departments is an un-
derlying ambivalence about the clini-
cal mission. Traditionally, clinical care
has been one aspect of the tripartite
mission of academic psychiatry and of
unquestioned value given its ability to
generate substantial cross-subsidies
for the other missions of teaching and
research. Since it can no longer gen-
erate such significant subsidies, some
departments have an unresolved am-
bivalence, whether explicit or implic-
it, about the importance of a contin-

ued clinical mission. Particularly in
research-oriented departments, this
dynamic has lessened faculty motiva-
tion to respond to changes in the mar-
ket and to modify their approaches to
clinical care and clinical teaching.

The solutions proposed for moving
academic psychiatry forward are com-
plex. Levinson (30), a noted organiza-
tional consultant, has suggested that
in times of change organizations and
the individuals within them must
grieve and accept their losses before
they can effectively move forward.
For most departments, reassessing
and reaffirming a commitment to the
clinical mission for reasons other than
subsidizing research and teaching also
seem essential. Recruiting new faculty
and retraining selected faculty can re-
shape and balance perspectives within
a department. Introducing contingen-
cies that reward successful clinical en-
deavors is perhaps the most rapid way
in which to change faculty behavior.
Lastly, some departments have cho-
sen to accept contracts to manage
mental health and substance abuse
care (31). This strategy undoubtedly
broadens departmental perspectives
on clinical care from the individual
patient to the population level.

In the end, the question of how
change is initiated and accomplished
is as elusive for academic organiza-
tions as it is for the individuals we
treat. Emotions, beliefs, and behav-
iors collide repeatedly with the
changing environment until motiva-
tion for individual or organizational
change develops. New behaviors then
slowly emerge. Highly relevant and
applicable to this process for academ-
ic psychiatry is the literature on
changing individual behavior (32–34),
physician behavior (35,36), and or-
ganizations as a whole (37–39).

Conclusions
Although managed care as we know it
may die at the hands of legislators and
the courts, the practice of psychiatry
has been dramatically altered. Acade-
mic psychiatry must respond to the
changes in the field. On the educa-
tional front, it must meet its obliga-
tion to prepare residents by providing
the knowledge and skills they will re-
quire to thrive professionally after
completing their training.
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Academic organizations are com-
plex systems. Changing one aspect,
such as the educational program, will
undoubtedly have some unintended
or unwanted effects on other aspects
of the academic enterprise. None-
theless, the educational mission car-
ries with it the responsibility to edu-
cate residents about current practice
patterns and marketplace realities.

The recommendations outlined
above suggest directions for increas-
ing the relevance of the psychiatric
residency. The next steps involve ac-
celerating the pace with which such
ideas are incorporated into depart-
ment curricula and developing model
curricula to further inform efforts to
update education programs. ♦
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