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ABSTRACT

Background Residents report high levels of distress but low utilization of mental health services. Prior research has shown
several barriers that prevent residents from opting into available mental health services.

Objective To determine the impact of a mental health initiative centered around an opt-out versus an opt-in approach to
help-seeking, on the use of psychotherapy.

Methods Resident use of psychotherapy was compared between 2 time frames. During the first time frame (July 1, 2020 to
January 31, 2021), residents were offered access to therapy that they could self-initiate by calling to schedule an appointment
(opt-in). The second time frame (February 1, 2021 to April 30, 2021) involved the switch to an opt-out structure, during which
the same residents were scheduled for a session but could choose to cancel. Additional changes were implemented to reduce
stigma and minimize barriers. The outcome was psychotherapy use by residents.

Results Of the 114 residents, 7 (6%) self-initiated therapy during the opt-in period. When these same residents were placed
in an opt-out context, 59 of the remaining 107 residents (55%) kept their initial appointment, and 23 (39%) self-initiated
additional sessions. Altogether, across both phases, a total of 30 of the 114 residents initiated therapy (ie, 7 during the opt-in
and 23 during the opt-out). The differences in therapy use between the 2 phases are statistically significant (P<.001 by
McNemar’s test).

Conclusions There was a substantial increase in residents’ use of psychotherapy after the opt-out initiative that included
efforts to reduce stigma and encourage mental health services.

Introduction

Graduate medical education creates high-pressure
environments that frequently lead to psychological
stress for resident physicians. Given these conditions,
researchers have demonstrated a substantial preva-
lence of workplace burnout, depression, and general
psychological distress among residents.1-7 Despite
this, residents report a low rate of mental health ser-
vices use. In one study, only 23% of residents with
depression sought any treatment8 compared to 53%
of those in the general population.9 Yet psychother-
apy shows efficacy for many conditions10 and allows
access to an individual who can evaluate, treat, and
potentially protect residents from the most severe
mental health outcomes, including suicide. The
Accreditation Council for Graduate Medical Educa-
tion (ACGME) formally requires institutions to pro-
vide access to mental health counseling11 and to
ensure that residents have the opportunity to attend
these appointments even during working hours.12

These requirements are typically met via access to
mental health clinicians coupled with instructions to
residents such as, “If you need help, call this number

to schedule an appointment.” While expeditious, this
“opt-in” strategy has multiple issues that will ham-
per its efficacy.

Studies of resident help-seeking in this opt-in envi-
ronment demonstrate low levels of utilization of
mental health services.8,13,14 Residents note confiden-
tiality concerns, lack of time, credentialing and
licensing repercussions, and stigma as some of the
barriers to initiating contact.8,15,16 Additionally,
studies have demonstrated that when individuals
develop greater levels of depression they process
information differently.17-19 These depression-induced
changes in processing create biases in thinking that
result in negative self-appraisals along with a more
pessimistic estimation of the likelihood that help-
seeking will actually lead to improvement.20,21 Thus,
paradoxically, the more depressed a resident becomes,
the less likely they are to believe psychotherapy will
be helpful, leading to less utilization of mental health
services among those who may need them the most.
Combined, these barriers to help-seeking create a
milieu in which the standard institutional opt-in ther-
apy strategy may fail.

Rather than taking an opt-in approach, an “opt-out”
approach, where all residents are scheduled and then
can call to cancel, may improve resident use of mentalDOI: http://dx.doi.org/10.4300/JGME-D-23-00460.1
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health resources. This approach of universal mental
health screening has been used successfully in other
high-stigma, high-stress professions.22-24 Thus far, stud-
ies that have examined the role of opt-out approaches
in residents have found some success.25-27 Residents
generally approved of opt-out approaches, felt they
were potentially beneficial, and speculated that they
might improve their use of mental health sessions.
While helpful, these studies measured subjective out-
comes or had methodological issues that leave open
the question of whether opt-out approaches would
indeed result in actual increased help-seeking among
resident physicians. One recent exception included
a behavioral outcome measure. Kevern and col-
leagues28 introduced an opt-out program at a single
institution and found that just over half of the resi-
dents who participated accepted the opportunity for
a therapy session. One-third of those who did par-
take in therapy scheduled additional sessions. This
study suggests that opt-out approaches not only may
prove appealing to, and well received by, residents
but also may increase the actual utilization of mental
health services. The current study will complement
and expand on the work of Kevern and colleagues28

by adding a control group to allow additional evi-
dence of the potential value of the opt-out approach.

Accordingly, we sought to determine if an opt-out
approach, complemented by efforts to reduce stigma,
would result in increased help seeking among resi-
dents, as determined by the actual use of psychother-
apy sessions, compared to a control condition of a
more traditional opt-in approach.

Methods
Settings and Participants

In academic year 2020-2021, Riverside Community
Hospital, a major teaching hospital and clinical rota-
tion site for the University of California Riverside
School of Medicine in Southern California, devel-
oped a bundle of initiatives designed to reduce barri-
ers to help seeking and minimize stigma for its 114
emergency medicine, family medicine, and internal
medicine residents. This initiative provided the oppor-
tunity to undertake an observational study comparing
the use of psychotherapy between the time frames
before and after its implementation.

Interventions

The condition before the initiative (the opt-in condi-
tion) occurred between July 1, 2020, and January 31,
2021. During the opt-in period, all residents were
eligible to partake in confidential, free teletherapy
sessions provided by therapists at a local clinical

psychology training program. All participants received
an email informing them of the availability of this
service. Additional announcements of this service
occurred during educational conferences, on computer
screensavers, and on fliers placed in resident common
areas. These communications included a telephone
number that would allow residents to self-initiate a
call to schedule an appointment. The initial design
called for a 3-month opt-in condition, but due to
logistical issues associated with the COVID-19 pan-
demic, as well as ensuring adequate funding and an
adequate number of therapists to cover the poten-
tial sessions, the opt-in condition was extended to
7 months.

The period during the mental health initiative (the
opt-out condition) occurred between February 1,
2021, and April 30, 2021. Programs notified resi-
dents about the mental health initiative via email
and virtual meetings, during which residents were
told that they would be booked into a session of
teletherapy that they could then keep by simply log-
ging onto a link sent to them by the clinic, or that
they could cancel or reschedule by calling the psy-
chological services clinic. Those who already were
seeing a therapist at the clinic would not be booked
but would continue with their previously scheduled
sessions. Residents were informed that therapy par-
ticipation was voluntary and that the residency pro-
gram and sponsoring institution would not be notified
as to whether any given resident did or did not partici-
pate in therapy sessions, or if a resident was already
seeing a therapist at the clinic. Furthermore, the con-
tent of sessions was confidential, with the usual legal
exceptions, and was never shared between the psycho-
therapists and the program or institution.

During this period, the residency programs provided
the contact information of all emergency medicine,
family medicine, and internal medicine residents to the
same mental health clinic to allow clinic administra-
tors to schedule therapy sessions. The clinic reviewed
its internal records to determine which residents were
currently already in therapy with the clinic, having

KEY POINTS

What Is Known
Programs are searching for innovative ways to support the
mental health of their residents; opt-out strategies have
shown promise in similar arenas.

What Is New
This study demonstrated improved uptake in mental
health appointments for residents using an opt-out
strategy compared to a prior opt-in intervention.

Bottom Line
Program directors can look to this study for a new model
to design mental health interventions for their residents.

ORIGINAL RESEARCH

196 Journal of Graduate Medical Education, April 2024

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access



self-initiated therapy, and removed them from the list
of residents needing to be scheduled. The residency
program coordinators provided the clinic options for
preplanned time slots for the initial therapy sessions.
These appointments corresponded to the scheduled
residency didactic sessions (academic half days or
noon conferences). Throughout the academic year of
2020-2021, all of the residency programs were con-
ducting their educational sessions using computerized
video platforms due to the COVID-19 pandemic. Res-
idents were then notified by email of the date and
time of their scheduled session along with the option
to confirm the appointment, call and reschedule it, or
call and cancel it. All residency programs allowed resi-
dents to miss a proportion of didactics without report-
ing a specific reason for why they were absent. Thus,
those who attended therapy sessions and missed didac-
tics were not required to report their participation in
therapy. At the conclusion of the initial opt-out ther-
apy session, residents could choose to schedule addi-
tional sessions. For those who did so, the scheduling
was done via the typical procedures of the clinic with
jointly acceptable dates and times determined by the
resident and the clinic. During this phase, residents
could continue to call and schedule therapy sessions
themselves, should they choose to do so. The same
communication strategies offering counseling sessions
at the clinic that were present in the first time frame
continued throughout the second. For both the opt-in
and opt-out conditions, all therapy sessions were free
of charge to the residents. The residency programs
compensated the psychological services clinic an hourly
rate for all therapy sessions during both conditions,
which was covered by a grant from the state of
California.

At the beginning of the mental health initiative,
program directors notified residents that participa-
tion in psychotherapy was an elective part of their
educational curriculum. This curriculum was designed
to potentially aid them personally, but would also
help their patients by improving their own under-
standing of psychotherapeutic interventions. Addition-
ally, it could help their colleagues by allowing them to
better describe the process of psychotherapy to other
struggling residents who may harbor doubts about
mental health care. Furthermore, characterizing their
participation in psychotherapy as fulfilling a curricular
component of their training, rather than as a response
to a stigmatized mental health condition, could insu-
late them from the potential negative impact of par-
ticipation in therapy on licensure or credentialing
applications.

At the start of the mental health initiative, the
therapists who would team with residents introduced
themselves in a virtual session for each of the 3

specialties involved in the study. Each therapist gave
their name, their approach to therapy, and a brief
introduction at the start of a scheduled didactic ses-
sion. This exposure was designed to reduce stigma
through familiarity with the individuals who may
provide the mental health services.

Outcomes Measured

Our primary outcome consisted of the number of
unique residents who self-initiated psychotherapy
appointments in each of the different time frames.
Following the completion of the mental health initia-
tive, the clinic provided anonymized administrative
records showing the number of unique residents who
called the clinic during each time frame. In the pre-
initiative time frame, the clinic noted the number of
unique residents who self-initiated a call, scheduled a
psychotherapy appointment, and participated in at
least one psychotherapy session. In the mental health
initiative time frame, the clinic recorded the number
of unique residents who, after the completion of
their automatically scheduled first session, asked to
schedule at least one additional session. Our second-
ary outcomes were the number of residents who
attended the initial prescheduled (opt-out) session
during the mental health initiative, and the number
of self-initiated therapy appointments the following
academic year (2021-2022) after the conclusion of
the mental health initiative.

Given that the research design used a sequential
observation approach, a competing hypothesis exists
for any effects noted in the 2 conditions. The need
for therapy may vary as a function of the calendar
months studied, rather than the mental health initia-
tive. That is, residents may generally seek out ther-
apy at a higher rate in the months of February
through April (the time interval for the mental health
initiative) as compared to July through January (the
baseline time frame using an opt-in approach). To
assess the likelihood of this alternative hypothesis,
the same mental health clinic provided anonymized
administrative data showing the number of new
resident-initiated therapy sessions by calendar month
for the academic year starting July 2021 and ending
June 2022, the year immediately following our study.
The institution returned to a standard opt-in approach
to therapy for that academic year.

Analysis of the Outcomes

We compared the rates of self-initiated psychother-
apy appointments between the 2 time periods with
McNemar’s test and provided descriptive statistics
to report participation in the opt-out therapy ses-
sions. For the following academic year (2021-2022),
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the monthly rate of new resident-initiated therapy
appointments in the July through January months
was compared to the rate in February through April
by a 2-tailed t test. Statistics were calculated by
STATA version 15 (Stata Corp).

The institutional review board for the sponsoring
institution approved this protocol.

Results

There was a combined total of 114 residents in the
internal medicine, emergency medicine, and family
medicine residency programs when the initiative
began. The FIGURE shows the distribution of residents
throughout the 2 time frames. During the 7 months
of the opt-in time frame (pre-mental health initiative)
only 7 of 114 residents self-initiated therapy (6%).
Thus, subtracting the 7 residents who sought therapy
on their own, 107 residents were scheduled for an
initial therapy session during the opt-out mental
health initiative. No resident self-initiated a call to
the clinic to begin therapy during the post-initiative
time frame. Of the 107 residents who were sched-
uled into a therapy appointment, 59 (55%) kept the
initial appointment and 48 (45%) did not. Of the
59 residents who kept their initial appointment 23
(39%) self-initiated at least one additional therapy
session. Thus, in the traditional opt-in phase, 7 of
114 residents self-initiated therapy (6%), while an
additional 23 out of 107 entered therapy during
the intervention’s opt-in phase (22%) for a total of

30 residents opting in out of the total of 114 (26%)
(P<.001 by McNemar’s test).

During the academic year following the mental
health initiative, an average of 2.3 unique resident-
initiated appointments occurred per month for the
months of July through January, and 2 per month
for the months of February through April, with a
median of 4 total sessions per resident. There was no
statistically significant difference in the rate of unique
resident-initiated therapy between these 2 time periods
(t (8)=0.25, P=.81). In the academic year following the
study (when in-person sessions were an option), there
were a total of 135 sessions, and residents opted for
the telehealth structure in 111 of these sessions (82%).

Discussion

Our study, which compared a traditional opt-in
structure for mental health support to an opt-out
structure, coupled with deliberate efforts to reduce
stigma, found a 15% absolute (350% relative) increase
in the number of residents utilizing psychotherapy ses-
sions. This increase is even more substantial given that
the opt-out time frame lasted less than half the dura-
tion of the opt-in time frame.

As noted earlier, Kevern and colleagues recently
conducted an opt-out investigation.28 Our study inter-
vention closely resembled that of Kevern et al28 in
that both studies used an opt-out approach, utilized
teletherapy, and allowed booked sessions during pro-
tected didactic time. The resulting utilization of ther-
apy in this approach is surprisingly consistent with
that study. In the Kevern et al study, 40% of residents
opted out of therapy, while in the current study 45%
opted out. Similarly, Kevern and colleagues found
that 34% of residents who participated in the initial
opt-out session scheduled additional therapy sessions,
while we found a rate of 39%. Our study replicates
these behavioral results and adds to the foundation
of this prior work through the use of a control condi-
tion, which allows for greater certainty of the positive
impact of institutions transitioning from a standard
opt-in approach to an opt-out approach.

Although the current study and Kevern and col-
leagues’ work indicate the potential success of opt-
out programs, such an approach would be problem-
atic if opposed by the residents. Our study focused
exclusively on behavioral outcomes, but there is evi-
dence that residents are not opposed to the idea of
opt-out approaches and believe they are generally
helpful.25-28 For example, in the recent Kevern et al
opt-out study,28 96% of those who participated in
therapy, and completed the survey, felt it was worth
their time and were satisfied with their appointment,
94% felt it demonstrated that the program cared

FIGURE

Flow Diagram of Resident Use of Therapy During Opt-In
and Opt-Out Conditions
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about their well-being, and 98% recommended that
the service be offered to future residents. Thus, resi-
dents who opted to participate in therapy through
the opt-out program reported significantly positive
appraisals of the experience. In addition to generally
endorsing the opt-out therapy experience, residents
reported it likely would result in actual increases in
the use of therapy. In the Kevern et al study,28 81%
of those who participated in therapy speculated that
the program would increase their willingness to par-
ticipate in mental health services, which is the ulti-
mate goal of such an intervention.

Regardless of whether residency programs use
opt-in or opt-out approaches to scheduling, the issue
of competing time demands and priorities may frus-
trate efforts to improve engagement in mental health
services. Mental health appointments conflict with
either didactic, clinical, or personal time. Given that
lack of time is a primary barrier to seeking mental
health services, we advocate for allowing residents to
book their appointments during clinical or didactic
time should they wish to do so. Given that the
median number of sessions for any given resident
was 4 over a 12-month period, the loss of didactic
exposure or clinical experience is likely minimal,
especially compared to the impact of untreated mental
health concerns. For those specialties with ACGME-
imposed minimum required attendance at didactics,
we advocate for the ACGME to allow mental health
services as an acceptable excuse for missing a didac-
tics session. Of note, programs are required by the
ACGME Common Program Requirements to allow
residents to attend mental health appointments dur-
ing working hours.12

Although the initiative was centered around opt-
out scheduling, several other components existed.
For example, confidentiality concerns are cited by
57% of residents as a reason they do not attend
therapy appointments.8 Resident concerns include
worries that co-residents, faculty, and/or the pro-
gram director may discover that they have under-
taken therapy. The institution attempted to mitigate
some of these concerns by creating a milieu in which
all residents were presumed to be undertaking ther-
apy as part of the opt-out approach. Thus, no given
resident appeared exceptional when they undertook
therapy.

Likewise, nearly two-thirds (62%) of residents cite
a lack of convenient access as a barrier to psy-
chotherapy.8 Traditional in-person therapy sessions
require clients to leave their workplace, travel to an
office building, sit in a waiting room (often with
other clients who may recognize the physician), com-
plete a session, exit through the same waiting room,

and travel back to the workplace. This mental health
initiative maximized convenience through the use of
teletherapy sessions.

Additionally, using third-party therapists rather
than in-house or employment-linked therapists (such
as those obtained through an employee assistance
program) may have increased resident confidence in
confidentiality.16 Anecdotally, we found that resi-
dents were comfortable disclosing to others that they
had a therapy session during the opt-out phase. For
example, residents would openly state that they
needed to leave didactics to attend their therapy ses-
sions. This suggests that the mental health initiative
was at least partially successful in reducing confiden-
tiality and stigma barriers.

Our study has a number of limitations. The goal
of the initiative was to maximize the use of therapy
by residents. The institution was successful in this
regard, but the multipronged approach using an opt-
out strategy coupled with stigma reduction interven-
tions does not allow for the investigation of individ-
ual elements. Moreover, although participants came
from 3 different residency programs, they all were
under a single sponsoring institution. Our study
design did not randomize residents, but rather used
an observational design. This allows for confounders
such as the calendar months involved in each condition.
The pre-initiative time frame occurred between July
and January, while the post-initiative time frame
occurred between February and April. This leaves
the possibility that the effect on help seeking could
be due to variables related to the time frames them-
selves rather than the opt-out or opt-in condition.
However, our analysis of help-seeking incidence the
year after the initiative did not support that alterna-
tive hypothesis, as rates of help-seeking did not dif-
fer by the sequential time frames used in our study.
Additionally, we used a clinic staffed by doctoral
students in clinical psychology supervised by licensed
clinical psychologists. This approach allowed for a
unified single clinic with adequate resources to see
all interested residents. However, the use of clinical
psychology students, rather than licensed psycholo-
gists, may influence our findings. Finally, our study
was limited in the ability to determine the underlying
motivational drivers that resulted in the observed
increase in therapy. Residents may have opted to
participate out of concern for their own mental
health, to be a role model for other residents, to
learn about therapy so they can better help their
future patients, or because of some other factor.
Future research may help determine what motiva-
tional drivers are best used to encourage resident
mental health utilization.
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Conclusions

In this study of 3 residency programs at a single
institution, we found that a mental health initiative
designed to reduce barriers to help-seeking, including
a transition to an opt-out strategy for scheduling
appointments, resulted in a substantial increase in the
number of residents using psychotherapy sessions.

References

1. Low ZX, Yeo KA, Sharma VK, et al. Prevalence of
burnout in medical and surgical residents: a meta-
analysis. Int J Environ Res Public Health. 2019;16(9):
1479. doi:10.3390/ijerph16091479

2. Chaukos D, Chad-Friedman E, Mehta DH, et al. Risk
and resilience factors associated with resident burnout.
Acad Psychiatry. 2017;41(2):189-194. doi:10.1007/
s40596-016-0628-6

3. 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):443-451. doi:10.1097/ACM.
0000000000000134

4. Elmore LC, Jeffe DB, Jin L, Awad MM, Turnbull IR.
National survey of burnout among US general surgery
residents. J Am Coll Surg. 2016;223(3):440-451.
doi:10.1016/j.jamcollsurg.2016.05.014

5. Fang Y, Lodi S, Hughes TM, Frank E, Sen S, Bohnert
ASB. Work hours and depression in U.S. first-year
physicians. N Engl J Med. 2022;387(16):1522-1524.
doi:10.1056/NEJMc2210365

6. Patel TH, Cleary JL, Zhao Z, Ross KET, Sen S, Frank E.
Assessment of the prevalence and trajectory of depressive
symptoms by sexual orientation during physician
training. JAMA Health Forum. 2022;3(4):
e220812. doi:10.1001/jamahealthforum.2022.0812

7. Chen L, Zhao Z, Wang Z, et al. Prevalence and risk
factors for depression among training physicians in
China and the United States. Sci Rep. 2022;12(1):8170.
doi:10.1038/s41598-022-12066-y

8. Guille C, Speller H, Laff R, Epperson CN, Sen S.
Utilization and barriers to mental health services among
depressed medical interns: a prospective multisite study.
J Grad Med Educ. 2010;2(2):210-214. doi:10.4300/
JGME-D-09-00086.1

9. Puyat JH, Kazanjian A, Goldner EM, Wong H. How
often do individuals with major depression receive
minimally adequate treatment? A population-based,
data linkage study. Can J Psychiatry. 2016;61(7):
394-404. doi:10.1177/0706743716640288

10. Leichsenring F, Steinert C, Rabung S, Ioannidis JPA.
The efficacy of psychotherapies and pharmacotherapies
for mental disorders in adults: an umbrella review
and meta-analytic evaluation of recent meta-analyses.

World Psychiatry. 2022;21(1):133-145. doi:10.1002/
wps.20941

11. Accreditation Council for Graduate Medical Education.
Common program requirements section VI.C.1.e).(3).
Accessed April 2, 2023. https://www.acgme.org/
globalassets/PFAssets/ProgramRequirements/CPRs_
Section-VI_with-Background-and-Intent_2017-01.pdf

12. Accreditation Council for Graduate Medical Education.
Common Program Requirements section VI.C.1.d).(1).
Accessed April 2, 2023. https://www.acgme.org/
globalassets/PFAssets/ProgramRequirements/CPRs_
Section-VI_with-Background-and-Intent_2017-01.pdf

13. Joules N, Williams DM, Thompson AW. Depression
in resident physicians: a systematic review. Open J
Depress. 2014;3(3):48621. doi:10.4236/ojd.2014.33013

14. Levy AB, Nahhas RW, Sampang S, et al. Characteristics
associated with depression and suicidal thoughts among
medical residents: results from the DEPRESS-Ohio
study. Acad Psychiatry. 2019;43(5):480-487.
doi:10.1007/s40596-019-01089-9

15. Campbell S, Delva D. Physician do not heal thyself.
Survey of personal health practices among medical
residents. Can Fam Physician. 2003;49:1121-1127.

16. Dunn LB, Moutier C, Green Hammond KA, Lehrmann J,
Roberts LW. Personal health care of residents:
preferences for care outside of the training institution.
Acad Psychiatry. 2008;32(1):20-30. doi:10.1176/appi.
ap.32.1.20

17. Disner SG, Beevers CG, Haigh EAP, Beck AT. Neural
mechanisms of the cognitive model of depression. Nat
Rev Neurosci. 2011;12(8):467-477. doi:10.1038/nrn3027

18. Beck AT. Thinking and depression. I. idiosyncratic
content and cognitive distortions. Arch Gen Psychiatry.
1963;9:324-333. doi:10.1001/archpsyc.1963.
01720160014002

19. Beck A. Cognitive models of depression. J Cogn
Psychother. 1987;1(1):5-37.

20. Clark D, Beck A, Alford B. Scientific Foundations of
Cognitive Theory and Therapy of Depression. John
Wiley & Sons Inc; 1999.

21. Siegel JT, Lienemann BA, Rosenberg BD. Resistance,
reactance, and misinterpretation: highlighting the
challenge of persuading people with depression to seek
help. Soc Personal Psychol Compass. 2017;11(6):
e12322. doi:10.1111/spc3.12322

22. Scherrer JF, Widner G, Shroff M, et al. Assessment of a
post-deployment yellow ribbon reintegration program for
National Guard members and supporters. Mil Med. 2014;
179(11):1391-1397. doi:10.7205/MILMED-D-14-00094

23. Office of the Under Secretary of Defense. Report to
Congress: Mental Health Assessments for Members of
the Armed Forces. Published 2018. Accessed April 2,
2023. https://www.health.mil/Reference-Center/
Congressional-Testimonies/2019/01/11/Mental-Health-
Assessments-for-Members-of-the-Armed-Forces

ORIGINAL RESEARCH

200 Journal of Graduate Medical Education, April 2024

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access

http://doi.org/10.3390/ijerph16091479
http://doi.org/10.1007/s40596-016-0628-6
http://doi.org/10.1007/s40596-016-0628-6
http://doi.org/10.1097/ACM.0000000000000134
http://doi.org/10.1097/ACM.0000000000000134
http://doi.org/10.1016/j.jamcollsurg.2016.05.014
http://doi.org/10.1056/NEJMc2210365
http://doi.org/10.1001/jamahealthforum.2022.0812
http://doi.org/10.1038/s41598-022-12066-y
http://doi.org/10.4300/JGME-D-09-00086.1
http://doi.org/10.4300/JGME-D-09-00086.1
http://doi.org/10.1177/0706743716640288
http://doi.org/10.1002/wps.20941
http://doi.org/10.1002/wps.20941
https://www.acgme.org/globalassets/PFAssets/ProgramRequirements/CPRs_Section-VI_with-Background-and-Intent_2017-01.pdf
https://www.acgme.org/globalassets/PFAssets/ProgramRequirements/CPRs_Section-VI_with-Background-and-Intent_2017-01.pdf
https://www.acgme.org/globalassets/PFAssets/ProgramRequirements/CPRs_Section-VI_with-Background-and-Intent_2017-01.pdf
https://www.acgme.org/globalassets/PFAssets/ProgramRequirements/CPRs_Section-VI_with-Background-and-Intent_2017-01.pdf
https://www.acgme.org/globalassets/PFAssets/ProgramRequirements/CPRs_Section-VI_with-Background-and-Intent_2017-01.pdf
https://www.acgme.org/globalassets/PFAssets/ProgramRequirements/CPRs_Section-VI_with-Background-and-Intent_2017-01.pdf
http://doi.org/10.4236/ojd.2014.33013
http://doi.org/10.1007/s40596-019-01089-9
http://doi.org/10.1176/appi.ap.32.1.20
http://doi.org/10.1176/appi.ap.32.1.20
http://doi.org/10.1038/nrn3027
http://doi.org/10.1001/archpsyc.1963.01720160014002
http://doi.org/10.1001/archpsyc.1963.01720160014002
http://doi.org/10.1111/spc3.12322
http://doi.org/10.7205/MILMED-D-14-00094
https://www.health.mil/Reference-Center/Congressional-Testimonies/2019/01/11/Mental-Health-Assessments-for-Members-of-the-Armed-Forces
https://www.health.mil/Reference-Center/Congressional-Testimonies/2019/01/11/Mental-Health-Assessments-for-Members-of-the-Armed-Forces
https://www.health.mil/Reference-Center/Congressional-Testimonies/2019/01/11/Mental-Health-Assessments-for-Members-of-the-Armed-Forces


24. Maxfield D. Health & wellness: making mental health
mandatory. Firehouse. Published May 17, 2021.
Accessed April 2, 2023. https://www.firehouse.com/
safety-health/article/21215982/health-wellness-making-
mental-health-mandatory

25. Sofka S, Grey C, Lerfald N, Davisson L, Howsare J.
Implementing a universal well-being assessment to
mitigate barriers to resident utilization of mental health
resources. J Grad Med Educ. 2018;10(1):63-66.
doi:10.4300/JGME-D-17-00405.1

26. Chang J, Ray JM, Joseph D, Evans LV, Joseph M.
Burnout and post-traumatic stress disorder symptoms
among emergency medicine resident physicians during
the COVID-19 pandemic. West J Emerg Med. 2022;
23(2):251-257. doi:10.5811/westjem.2021.11.53186

27. Major A, Williams JG, McGuire WC, Floyd E, Chacko K.
Removing barriers: a confidential opt-out mental
health pilot program for internal medicine interns.
Acad Med. 2021;96(5):686-689. doi:10.1097/ACM.
0000000000003965

28. Kevern T, Davies R, Stiel K, Raaum S. Impact of
opt-out therapy appointments on resident physicians’
mental health, well-being, stigma, and willingness
to engage. J Grad Med Educ. 2023;15(6):734-737.
doi:10.4300/JGME-D-22-00898.1

Gregory Guldner, MD, MS, is Program Director, Emeritus,
Riverside Community Hospital Emergency Medicine Residency,
and Professor of Emergency Medicine, University of California
Riverside, Riverside, California, USA; Jason T. Siegel, PhD, is
Professor of Psychology, Division of Behavioral and Organizational
Science, Claremont Graduate University, Claremont, California,
USA; Chandler Broadbent, MA, is Behavioral Science Faculty,
Riverside Community Hospital Family Medicine Residency, and
a Clinical Psychology Doctoral Student, California Baptist
University, Department of Psychology, Riverside, California, USA;

Napatkamon Ayutyanont, PhD, is Division Research Director, Far
West Division, HCA Healthcare, Henderson, Nevada, USA; Deborah
Streletz, MD, is Program Director, Riverside Community Hospital
Family Medicine Residency, Riverside, California, USA;Alina Popa, MD,
is Program Director, Riverside Community Hospital Internal
Medicine Residency, and Professor of Medicine, University of
California Riverside, Riverside, California, USA; Joshua Fuller, PhD,
is Associate Professor of Industrial-Organizational Psychology,
California Baptist University, Riverside, California, USA; and
Timothy Sisemore, PhD, is the Former Director of Psychological
Services of Riverside, Riverside, California, USA.

Funding: The cost of the therapy sessions was supported by a
grant from CalMedForce and the State of California.

Conflict of interest: The authors declare they have no competing
interests.

This work was previously presented as a poster at the virtual
Accreditation Council for Graduate Medical Education Annual
Educational Conference, March 30-April 1, 2022; the Coalition for
Physician Well-Being Joy and Wellness Summit, Park City, Utah,
USA, July 10-12, 2023; the American Conference on Physician
Health, October 11-13, 2023, Palm Springs, California, USA; and at
the American Medical Association ChangeMedEd meeting,
Chicago, Illinois, USA, September 27-29, 2023.

The authors would like to thank Kathy Haimson, Lorra Baldes,
Jennifer Wilson, Carol Cahueque, Noel Cooper, the staff at
Psychological Services of Riverside, and the Residents at Riverside
Community Hospital.

Disclaimer: This research was supported (in whole or in part) by
HCA Healthcare and/or an HCA Healthcare affiliated entity. The
views expressed in this publication represent those of the
author(s) and do not necessarily represent the official views of
HCA Healthcare or any of its affiliated entities. Jason T. Siegel, PhD,
head of the HCA/CGU Physician Wellness Research Lab, receives
compensation from HCA Healthcare for time spent working on
well-being issues with HCA Healthcare Graduate Medical
Education.

Corresponding author: Gregory Guldner, MD, MS, Riverside
Community Hospital, Riverside, California, USA,
gregory.guldner@hcahealthcare.com

Received July 1, 2023; revisions received November 11, 2023, and
January 2, 2024; accepted January 10, 2024.

ORIGINAL RESEARCH

Journal of Graduate Medical Education, April 2024 201

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access

https://www.firehouse.com/safety-health/article/21215982/health-wellness-making-mental-health-mandatory
https://www.firehouse.com/safety-health/article/21215982/health-wellness-making-mental-health-mandatory
https://www.firehouse.com/safety-health/article/21215982/health-wellness-making-mental-health-mandatory
http://doi.org/10.4300/JGME-D-17-00405.1
http://doi.org/10.5811/westjem.2021.11.53186
http://doi.org/10.1097/ACM.0000000000003965
http://doi.org/10.1097/ACM.0000000000003965
http://doi.org/10.4300/JGME-D-22-00898.1
mailto:gregory.guldner@hcahealthcare.com

