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Problem:
Psychotherapy is a key component of residency training for 
all psychiatry residents , as evidenced by its position as a 
milestone in the ACGME and American Board of Psychiatry 
and Neurology Milestone Project, a framework for programs 
to evaluate resident’s progression in key competencies1. As 
psychotherapy is best learned through experience, it is 
essential for residents to have their own psychotherapy 
cases. University of Minnesota psychiatry residents begin 
their psychotherapy training in their second year with 
supportive psychotherapy. Residents are expected to have 
two supportive psychotherapy patients who they see weekly  
throughout the year. For years, residents have reported 
difficulty in finding psychotherapy patients. There has not 
been a clearly outlined process for finding patients and the 
onus of finding an appropriate patient is often placed on the 
second-year resident themselves. As a result, many 
residents spend many months with only one or even no 
psychotherapy patients. This likely negatively impacts the 
psychotherapy training on residents. We therefore sought to 
map the current processes used for residents to get 
psychotherapy patients in an effort to clarify and improve the 
process in the future.

Intervention: Switch from centralized scheduling to self-
scheduling.
Process: Instead of intake coordinators doing the 
scheduling, new G2 residents will be taught how to self-
schedule therapy patients in July.
Therapy lead will keep data pertaining to the duration it 
takes for a patient to be scheduled from the moment an 
opening is found.
Direct comparison will be made at the end of the year to 
determine which method (centralized scheduling vs self-
scheduling) performs better in terms of reducing duration 
from opening to scheduling.

Methods
We first identified the stakeholders involved in the process 
of scheduling new psychotherapy patients: the current 
residents, intake coordinators, and psychotherapy 
supervisors. Stakeholders were surveyed on personal 
experiences of identifying and scheduling new 
psychotherapy patients. Next, utilizing the software 
Lucidchart, we created a process map to visually graph the 
above information. This was done collaboratively with the 
PGY4 residents in real time using screen- sharing abilities 
on Zoom. We then presented the process map to the 
stakeholders, and refined it further according to their 
feedback.

Discussion:
Glen Rebman, DO, PGY4 psychiatry, volunteered as liaison 
between clinic scheduling and residents, and facilitated the 
majority of these methods. Dr. Rebman created and 
maintained a master list (ML) documenting the number of 
therapy cases carried by each resident in clinic.

In several instances, Dr. Rebman initiated patient scheduling 
independently, or with the assistance of our clinic manager, 
based off the ML. Dr. Rebman sent patient charts to a 
resident identified by him as needing a new patient, and the 
resident called the patient to schedule them. Other times, a 
resident might contact Dr. Rebman to indicate their need of a 
case. Dr. Rebman then referred to the clinic waitlist, chart 
reviewed each case, and after identifying an appropriate 
patient, messaged clinic scheduling and requested that they 
call the patient for scheduling.

Certain patients were referred from inpatient units or specialty 
outpatient clinics. Clinic scheduling called the patient and 
scheduled them with a resident identified by Dr. Rebman as 
needing a patient. Other times, the resident had worked with 
the patient directly, and later called the patient to schedule 
them.  

Certain cases involved a G3 resident referring their 
medication management patients to a G2 resident calling, 
texting, or messaging the G2. Other times, the G3 resident 
contacted Dr. Rebman to inform him their patient needed a 
therapist. Dr. Rebman would then identify a resident needing 
a case, and ask clinic scheduling to schedule the patient. 

Certain patients were identified by resident’s psychotherapy 
supervisors as appropriate for a particular resident. The 
supervisor would message clinic scheduling, who would call 
the patient to schedule them with the resident. 

These different processes all resulted in the patient being 
contacted either by 1) clinic scheduling, or 2) the resident in 
need of a case. The established clinic workflow dictates that, 
if a patient is not reached at call #1, a message is left 
including the clinic callback number, and 5 days is given for 
patient to respond. After 5 days, call #2 is placed, and if not 
reached, another message is left with clinic call back number. 
After 7 more days, if the patient does not call back, the patient 
is returned to the waitlist. If at any time, the patient calls back 
or the patient is reached in a call attempt, the patient may 
either decline, or be scheduled at that time. 

Process Map for Psychotherapy Referrals
The several different ways in which patient scheduling is initiated 
highlights the need for a streamlined scheduling system. The 
complex workflow is exacerbated each year as resident classes 
turn over, and a new incoming resident class either continues to 
utilize the above methods or creates new workflows.  Our process 
map also highlights the need to formalize Dr. Rebman’s role, which 
may be left vacant upon his graduation. Given the substantial 
involvement Dr. Rebman plays in the scheduling workflow, 
significant delays in scheduling are possible should his role not be 
filled. 
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