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Introduction
The psychiatry clerkship is a significant component of the
core curriculum of medical schools worldwide. It provides
an ideal opportunity for learning and gaining clinical and
theoretical experiences.1 The clerkship experience pro-
vides students with practical and realistic experiences with
psychiatric patients, compared to the nonclinical exposure
in pre-clerkship. These experiences can be important
factors in residency choice.2 Psychiatric education during
clerkship may influence students’ attitudes towards
mental illness, stigma and psychiatric patients in a positive
way.3 The clerkship may also contribute to psychological
development, future resilience and well-being; but nega-
tive development is also possible.4,5

Studies examining the relative growth in knowledge show
that the level of knowledge amongst students at the end of
the clerkship is not equal, even if it was equal at the start of
the clerkship. These findings suggest that the learning
environment influences learning outcomes.6

Clerkship rotations are usually carried out at different sites
with several supervisors. There are variations in patient
populations and clinical education.7

Some studies suggest that students may experience vari-
ations in patients’ length of stay, patient volume, types of
diagnoses and quality of supervision. There is evidence in
the literature regarding the importance of clinical super-
vision on student learning. The variations extend to the
clinical competence demonstrated by the student, general
attitude towards clinical practice, the quality of the stu-
dent’s interaction with patients and staff, the amount of
student’s available knowledge, the student’s competence
in taking and presenting a case history, and the student’s
general clinical competence. Clinical competence also
may be assessed during practical examination, profes-
sional performance and theoretical examination.

A survey of graduating US students identified several
elements of an excellent psychiatry clerkship experience.
The elements included clear communication of expecta-
tions, transparent grading, integration in the team, mean-
ingful clinical work, organization, valuing student time, a
good clinical environment, inpatient experience, timely
faculty feedback, faculty teaching, a diversity of clinical
experiences and quality outpatient experience.8

The variation of students’ clinical experiences has fre-
quently been identified as a problem worldwide with a
need for reform, structure and uniformity.6,7 Canadian
medical schools report significant variations in most
aspects of clerkship.

A third-year psychiatry clerkship is a core (mandatory)
rotation of six weeks in duration in the majority of
Canadian medical schools. Several schools split the
experience into two blocks of three weeks. Clerkship is
intended to be a structured clinical experience under
the direct supervision of staff psychiatrists who assume
the responsibility for patient care. The psychiatry
clerkship uses a variety of clinical settings including
adult, geriatric, outpatient units, psychotherapy clinics,
ambulatory clinics, consultation-liaison teams, emer-
gency settings, and child and adolescent outpatient and
inpatient settings. For most students, clerkship will be
their only supervised learning experience in psychiatry.
In such a short time, all of psychiatry cannot be
covered. Clerkship should provide students with the
psychiatric competencies required for them to continue
on to generalist or specialist postgraduate training.

This paper aims to:

(i) Provide specific recommendations on the core com-
petencies to be met during psychiatry clerkship.

(ii) Describe best practices in teaching during clerkship.
(iii) Discuss and explore the methods that shape the

delivery of teaching.
(iv) Describe the emerging, innovative approaches to

clerkship teaching practice.
(v) List specific recommendations for areas of teaching

during clerkship.

Undergraduate clerkship directors from across Canada
met with representatives from the CPA Education
Committee and concluded that a position paper was
required to reform the undergraduate psychiatry clerk-
ship in Canada. A general framework was designed to
combine a literature review with expert opinion to
produce a hybrid review and make recommendations on
clerkship reform in Canada. An initial comprehensive
search was conducted in Medline and irrelevant articles
were excluded. A narrative review to synthesize the
empirical literature was combined with expert consen-
sus to provide a comprehensive understanding of core
competencies, teaching and assessment. Psychiatry
clerkship assessment will be the subject of a future
paper.

Identified Psychiatry Clerkship
Objectives
The following psychiatry clerkship objectives were iden-
tified through the above process:
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General Objectives

(1) Conduct and document a complete psychiatric diag-
nostic evaluation including a complete history, rele-
vant collateral history, mental status examination and
appropriate physical exam in an accurate, organized
and systematic manner.

(2) Demonstrate how to screen for and diagnose the
major categories of psychiatric disorders using the
Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition Text Revision criteria
(DSM-5-TR) and other diagnostic and functional
assessment tools.

(3) Discuss the importance of comorbidity of psychiatric
and medical illness and evaluate and manage this
with appropriate use of targeted physical examina-
tion, investigation and consultation.

(4) Integrate information obtained in the assessment to
develop a working and differential diagnosis using
the DSM-5-TR. Describe the etiology of the diag-
nosis within a biopsychosocial framework relevant to
the patient.

(5) Develop and carry out (under supervision) a biopsy-
chosocial management plan that considers immedi-
ate, short-term and long-term treatment goals using
available resources. This includes assessment of
suicide/homicidal risk and taking appropriate action
where necessary.

(6) Communicate effectively, both orally and in writing,
to patients, families and health-care professionals.
This includes medical record documentation, case
presentations, medication orders under supervision,
referrals, and patient and family interviews.

(7) Work collaboratively within a multidisciplinary team.
(8) Describe the structure of the mental health system,

relevant legal issues and ethical issues pertinent to
the care of psychiatric patients in both general
medical and psychiatric settings, including (a)
respect for patient autonomy and confidentiality, (b)
the implications and principles of civil commit-
ment and (c) the process of obtaining a voluntary
or involuntary commitment.

(9) Demonstrate commitment to lifelong learning,
including the development of self-assessment skills
and the use of evidence-based resources to direct
patient care.

(10) Demonstrate the attitudes and behaviours necessary
to optimize the care of the patient presenting with
psychiatric symptoms. Emphasis should be placed on
recognizing the components of a therapeutic rela-
tionship, professional boundaries, stress manage-
ment and work–life balance.

(11) Discuss the role of stigma as a potential barrier to
accessing mental health care and explore and
manage one’s own preconceptions or reactions to
patients with psychiatric symptoms.

(12) Demonstrate knowledge of the epidemiology, course
and prognosis for the major DSM-5-TR diagnostic
categories.

Specific Objectives

(1) Psychopharmacology and neurostimulation
treatments:
(i) Determine indications, basic mechanism of

action, common side effects and important
drug interactions and starting doses for com-
monly used psychotropic medications.

(ii) Determine how to appropriately monitor patients
on antidepressants, mood stabilizers, antipsy-
chotics and benzodiazepines.

(iii) Apply knowledge of benzodiazepine
pharmacology to the management of alcohol
withdrawal.

(iv) Describe extrapyramidal side effects and their
management.

(v) Describe the symptoms and initial
management of serotonin syndrome and neu-
roleptic malignant syndrome.

(vi) Describe the indications, contraindications,
process and side effects of electroconvulsive
therapy and repetitive transcranial magnetic
stimulation.

(2) Emergency psychiatry:
(i) Identify signs and symptoms of an agitated patient

and describe nonpharmacological and pharmaco-
logical management approaches.

(ii) Demonstrate suicide risk assessment and man-
agement of this risk.

(iii) Describe the different legal forms for involun-
tary assessment and admission.

(iv) Discuss capacity assessment.
(v) Discuss the indications for psychiatric

hospitalization.
(3) Anxiety disorders and obsessive-compulsive and

related disorders:
(i) List the DSM-5-TR diagnostic criteria of the

common anxiety disorders and describe basic
psychological and pharmacological manage-
ment approaches.

(ii) Differentiate between the following disorders in
terms of presenting symptoms, epidemiology,
course, prognosis and family history: panic
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disorder, generalized anxiety disorder and social
phobia.

(4) Mood disorders:
(i) List the DSM-5-TR criteria for bipolar I,

bipolar II and major depressive disorder.
(ii) Describe the first-line psychotherapeutic

and pharmacological management for
bipolar I, bipolar II and major depressive
disorder.

(iii) Review the differential diagnosis and investiga-
tions in a patient presenting with mood
symptoms.

(iv) Distinguish major depressive disorder from
normal grief.

(v) Identify features of depressive disorders across
the lifespan.

(5) Eating disorders:
(i) Describe the DSM-5-TR criteria for anorexia

nervosa, bulimia nervosa and binge eating
disorder.

(ii) Identify common comorbidities of eating
disorders.

(iii) Describe basic pharmacological and nonphar-
macological management approaches for
eating disorders.

(6) Child and adolescent:
(i) Describe the core features of attention-deficit/

hyperactivity disorder, oppositional defiant dis-
order, conduct disorder, disruptive mood dysre-
gulation disorder, autism spectrum disorders,
anxiety disorders and obsessive-compulsive
disorders.

(ii) Describe basic pharmacological and nonphar-
macological management approaches for the
above conditions in the child and adolescent
population.

(7) Psychotic disorders:
(i) List the DSM-5-TR criteria and clinical

presentations for schizophrenia, delusional
disorder, substance-induced psychotic
disorder, brief psychotic disorder,
schizophreniform disorder and schizoaffective
disorder.

(ii) List first-line pharmacotherapy strategies for
the management of psychotic disorders.

(iii) List evidence-based nonpharmacological
interventions for psychotic disorders.

(8) Somatic symptoms and related disorders:
(i) Describe the main categories of DSM-5-TR

somatic symptoms and related disorders.
(ii) Describe a management approach for a patient

with somatic complaints.

(9) Neurocognitive disorders:
(i) Describe the basic pathophysiology of neuro-

cognitive disorders and their risk factors.
(ii) Describe the clinical features and progression

of common neurocognitive disorders.
(iii) Identify impairments in activities of daily living

and instrumental activities of daily living
arising from neurocognitive disorders.

(iv) Describe investigations that should be done in
neurocognitive disorders.

(v) Differentiate delirium from neurocognitive
disorders.

(vi) Describe pharmacological and nonpharmaco-
logical management strategies for delirium
and major neurocognitive disorders.

(vii) Perform cognitive screening assessments using
a standardized tool (e.g., Folstein Mini-Mental
State Examination and Montreal Cognitive
Assessment).

(10) Personality disorders:
(i) Define a personality disorder according to

DSM-5-TR.
(ii) Describe the key features of each DSM-5-TR

personality disorder.
(iii) Describe the elements of dialectical behaviour

therapy and its indications.
(11) Stress and trauma-related disorders:

(i) Discuss the concept of stress, including the
stress response curve and the possible impact
of trauma on child development (e.g., adverse
childhood experiences).

(ii) List defining characteristics of acute stress disor-
der and posttraumatic stress disorder and iden-
tify their common comorbidities.

(12) Substance and alcohol use disorders:
(i) Describe the clinical features of the alcohol and

substance use and related disorders listed in
DSM-5-TR.

(ii) Demonstrate appropriate alcohol and substance
use history-taking skills.

(iii) Describe common laboratory findings in indi-
viduals with an alcohol use disorder.

(iv) Recognize the manifestations of alcohol and
substance intoxication and withdrawal.

(v) Outline treatment andmonitoring approaches for
alcohol and opiate intoxication and withdrawal.

(vi) Define concepts of addiction, dependence, tol-
erance, withdrawal, rebound, and relapse.

(13) Psychotherapy:
(i) Describe the principles, indications and general

techniques of the following therapies:
(a) Cognitive behavioural therapy.
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(b) Interpersonal therapy.
(c) Dialectical behavioural therapy.
(d) Behavioural activation.
(e) Motivational interviewing.

Clerkship Teaching

Teaching Standards

The teaching component of the psychiatry clerkship is
driven by the learning needs of students in hands-on
clinical placements, and as such, may take many different
forms, both informal and formal. More informal teaching
may be bedside or impromptu educational opportuni-
ties initiated by students, resident teachers or supervisors.
This teaching is often case-driven, though not always
case-based, and is a pivotal part of any student’s clerkship
experience. More formal teaching should be considered to
enhance clinical learning and be grounded in the objec-
tives outlined by the Medical Council of Canada
(MCC) that govern the licensing of medical students after
their training.9

The MCC provides a framework that is extensively used
in Canada and recognized worldwide. Their approach
offers overarching objectives based on the Canadian
Medical Education Directives for Specialists
(CanMEDS) roles: communicator, collaborator, health
advocate, leader/manager, scholar, professional and
medical expert. It is the work of each Canadian medical
school to determine how best these objectives will be met
through curriculum development across all clerkship
rotations.10

For psychiatry clerkship teaching, under the medical
expert role, MCC identifies 17 clinical presentations/
diagnoses that apply most directly to psychiatry practice
(Table 1). As there may be overlap with other clerkship
rotations (i.e., pediatrics or care of the elderly), each
medical school must decide which clerkship will be pri-
marily responsible. Consideration should be given to the
following for psychiatry teaching:

It is important to note that some of these topics may have
been covered in the pre-clerkship teaching for psychiatry.
It is essential to coordinate psychiatry pre-clerkship
and clerkship teaching to ensure that there is no curric-
ular redundancy.11 In addition, teaching content may be
selected to reflect the assessments used by the course.
There is value in ensuring that content reflects assessment,
but it is recommended to create teaching opportunities that
reflect national standards, prepare students for postgrad-
uate training and support societal needs.

The formats or methods adopted for formal clerkship
teaching are variable. They must take into consideration
how best to teach this content given the resources, cur-
ricular objectives and preferences of each university
site.12,13 Certainly, the movement towards integrated and
longitudinal clerkship experiences also challenges deliv-
ery methods, as students may be at remote sites with
access to different patient populations and resources
compared to urban sites. This shift has invited more
asynchronous and virtual methods of teaching delivery to
allow students to access teaching when possible.

Delivery Methods

In the effective delivery of clerkship education, a combi-
nation of learning strategies is generally recommended.
The 2016 Survey of the Association of Directors of
Medical Student Education in Psychiatry in the US dem-
onstrated that psychiatry clerkship programs use the fol-
lowing modalities for teaching: case-based learning (23.4
per cent), small group discussions (22.5 per cent), for-
mative observed structured clinical examinations or stan-
dardized assessments (15.02 per cent), team-based
learning (14.7 per cent), interactive computer teaching
modules (11.8 per cent), and problem-based learning
(10.7 per cent).14

Asynchronous learning involves students being pro-
vided learning material to be used in a self-directed
manner with clear learning goals. This material can
include interactive videos,15 case-based materials,16

reflective writing assignments17 and even comics to

Table 1. Clinical Presentation/Diagnoses That

Apply to Psychiatry Practice as Identified by the

Medical Council of Canada (MCC).

Attention, learning and school problems

Developmental delay

Anxiety

Personality disorders

Psychosis

Sleep–wake disorders

Substance use or addictive disorders

Suicidal behaviour

Weight loss/eating disorders/anorexia

Substance withdrawal

Adults with developmental disabilities

Mania/hypomania

Depressed mood

Dementia (major/mild neurocognitive disorders)

Delirium

Obsessive-compulsive and related disorders

Somatic symptoms and related disorders

Adapted from MCC (2024).9
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engage students to review core concepts.18

Self-assessment, which is a recommended component of
asynchronous learning, could include multiple-choice and
clinical decision-making questions with automated
feedback.

Synchronous learning can include case conferences and
group-based learning. This provides students with an
opportunity to review results from their self-study and
reflect on their learning through peer and faculty
interactions.16

Active learning which combines intentional engagement,
purposeful observation and critical reflection is evidenced
as leading to superior student academic performance both
in pre-clerkship and clerkship assessments. Examples of
active learning include problem-based learning and clini-
cal simulation. This should be preferred over more passive
learning strategies where students receive information in
traditional lecture-style sessions.19 The flipped class-
room, where students learn key concepts on their own
using guided material and then use the classroom time to
engage with peers and the teacher to practice application
of knowledge, is a widely used example of active
learning.20

The amount of independent studying students engage
in outside of protected, in-classroom time during clerkship
is worthy of consideration when designing a clerkship
curriculum. On average, students spend 11 to 20 hours per
week studying independently.19 This is a significantly
larger amount of time than is spent in designated
classroom time. Planned and intentional self-directed
study resources to supplement what students learn in
their clinical encounters and designated classroom
learning activities need to be considered.19

There is a clear need for high-quality web-based
resources in psychiatry education. Surveys involving
psychiatry clerks suggest that 90 per cent want more
educational smartphone apps and that only a minority
currently use printed material. The applications of tech-
nology in clerkship learning are instrumental, rather than
supplemental.21 Nearly 55 per cent of the clerkship
directors in the US reported using digital technology in
their clerkship teaching.14

Given that a significant number of medical schools use
clerkship settings outside the academic hospitals,
web-based learning activities appear to be a feasible and
satisfactory way to ensure didactic comparability
across sites.22

In the delivery of an effective clerkship, the role of the
teacher can be distributed among many potential

candidates. In addition to staff psychiatrists, students can
learn from other mental health professionals as well as
resident physicians and peers.

Literature suggests that incorporating residents as edu-
cators both augments resident training and enhances the
medical student experience and performance. Medical
students spend substantial time with residents, placing
them in a prime position to serve as educators. They are
able to build rapport more readily and create a safe space
that encourages student engagement, given the proximity
in age and training to clerks.23–25

Peer teaching is supported by research to be noninferior
compared to faculty teachers in the clerkship setting.
Near-peer teaching, where the near-peer teacher is on the
same level of medical training but one or more years
senior, is gaining momentum in medical education.26

Interprofessional education is a collaborative educa-
tional approach whereby students of two or more health
professions learn interactively together with the aim of
providing high-quality, patient-centred care.
Interprofessional learning events can be particularly
useful in clerkship as students work in teams during their
rotations. Topics pertaining to geriatric psychiatry have
shown to be effectively taught in interprofessional learn-
ing activities.20

In summary, delivery modes of clerkship learning are
varied. One method cannot be recommended above
others. Adopting a variety of teaching methods could
maximize the impact on students with different learning
styles and minimize faculty burden. The selection of
teaching methods should consider the resources available
at each medical school and sociocultural factors.27

Innovation in Delivery

While the aim of any psychiatry clerkship course is to
ensure learners meet core competencies in psychiatry, no
matter the specialty they choose, innovation in teaching
practice is invited and encouraged. Discussion in this
paper focuses on the medical expert CanMEDS role
with delineation of core presentations and diagnoses.
There certainly has been a movement towards incorpo-
rating other CanMEDS roles into psychiatry teaching in
ways that reflect the unique strengths that psychiatrists
hold as advocates, collaborators and communicators while
working in a variety of settings with individuals with
mental illness.

Standardized patients (SPs) are now widely used to
create opportunities to build communication and

The Canadian Psychiatric Association—Position Paper

Page 6



interview skills.28 SPs are individuals who have been
trained to present specific clinical material in a consistent
and reliable manner. There is extensive literature docu-
menting the fidelity and reproducibility of SPs’ perfor-
mance. The educational method uses active, experiential
learning with immediate individual verbal or written
feedback from the SP and faculty for each student.28

Students rank SP experience as useful learning experi-
ences in the clerkship. Students highlight the exposure to
different patients as valuable, providing them with the
opportunity to become more comfortable interviewing,
receiving feedback and watching their videotapes with
faculty.29,30

In one study, 42 per cent of students assigned to an out-
patient site evaluated a patient with bipolar illness, 25 per
cent saw a patient with schizophrenia, and 15 per cent
evaluated a patient with dementia. Given the limitations of
clinical exposure based on individual rotations, SPs can be
a useful supplementary resource to expose all clerks to
essential psychopathology.28,31

More than 90 per cent of Liaison Committee on Medical
Education-accredited medical schools in the US use SPs
in their educational curriculum. Students who had con-
ducted a comprehensive psychiatric interview of an SP
during their psychiatry clerkship demonstrated significant
improvement in data gathering, safety assessment and
professional demeanour during the psychiatric component
of the fourth-year standardized patient examination.32,33

There are also increasing opportunities to use simulation
as a core component of teaching.29,34 This more novel
approach to teaching is becoming more mainstream and
several schools across Canada are using simulation in
their teaching. Simulation-based approaches are particu-
larly powerful when teaching subjects like the manage-
ment of the agitated patient.35,36 With challenges to
delivery, web-based lectures as well as e-modules have
also become more common and there is evidence to
suggest that these approaches offer equal outcomes on
standardized assessment tools.14,22,28 Certainly during the
COVID-19 pandemic, there has been a sense that virtual
teaching methods are a good way to ensure that learners
can engage in sessions regardless of their location or
health status. There has also been discussion about
exposure to telepsychiatry approaches and the potential
learning through virtual rotations.31,32

Clinical topics such as psychotherapy and neurostimula-
tion have not historically been considered a mandatory
part of the clerkship curriculum in Canada.37,38 At present,
exposure is variable in clerkship courses across Canada.

This may reflect issues with access and resources.
Exposure to these topics is encouraged but cannot be
standardized across Canada.

In addition to the teaching interventions listed above,
some schools have experimented with incorporating
approaches to teaching skills that have previously been
considered traits and thus not directly taught. One
example of this is teaching strategies to improve empathy
as a skill in medical students using interactive video
technology.15

Recommendations
The teaching component of the psychiatry clerkship cur-
riculum is integral to meeting the learning needs of our
students, regardless of the opportunities and limitations at
the location where they have been placed. Based on the
literature review conducted, as well as discussions with
key psychiatry clerkship stakeholders across Canada,21

the primary recommendations for psychiatry clerkship
teaching are as follows:

(1) Coordination with pre-clerkship curriculum is essen-
tial to ensure that all mandatory presentations, as
outlined by the MCC, are met.

(2) Given the movement in Canada towards using both
regional site selection and integrated models of clerk-
ship delivery, consideration of teaching methods that
are accessible to all students should be prioritized. This
may include use of high-quality, web-based resources
as well as asynchronous modules or simulations. There
should be a movement away from paper-based teaching
resources where possible.

(3) When possible, protected time for formal asyn-
chronous teaching should be considered to
ensure that students are able to complete these
opportunities in a fair and equitable manner. This
may also include protected time for completion of
self-directed learning activities with a clear deli-
neation of mandatory versus optional components.

(4) Given the evidence to support using residents as
teachers, incorporation of resident teaching for stu-
dents is recommended. This will also support resi-
dent development of teaching skills as part of the
transition to practice entrustable professional
activities.

(5) Opportunities for collaboration with interdisciplinary
professionals in psychiatry clerkship teaching is a
new approach that will hopefully continue to grow as
further evidence-based teaching practice is
developed.
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(6) The use of both SPs and simulation-based teaching is
becoming more mainstream in clerkship teaching.
With this in mind, development of faculty training
for the use of SPs and simulation is essential, with
avenues for collaboration and knowledge translation
across the country, especially as a significant finan-
cial and resource burden is tied to these endeavours.

(7) Psychiatry clerkship teaching in Canada has a very
limited evidence base. It is recommended that
further Canadian-based research be conducted to
better support practices in clerkship education to
allow for a more robust discussion of methods and
outcomes for students.

References
1. Lyons Z. Impact of the psychiatry clerkship on medical student

attitudes towards psychiatry and to psychiatry as a career.
Acad Psychiatry. 2014;38(1):35–42. doi:10.1007/s40596-013-
0017-3

2. Eagles J, Wilson S, Murdoch J, et al. What impact do undergraduate
experiences have upon recruitment into psychiatry? Psychiatr Bull.
2007;31:70–72. doi:10.1192/pb.bp.106.010801

3. Petkari E, Masedo Gutiérrez AI, Xavier M, et al. The influence of
clerkship on students’ stigma towards mental illness: a
meta-analysis. Med Educ. 2018;52(7):694–704. doi:10.1111/
medu.13548

4. Hansell MW, Ungerleider RM, Brooks CA, et al. Temporal trends in
medical student burnout. Fam Med. 2019;51(5):399–404.
doi:10.22454/FamMed.2019.270753

5. Lee SJ, Park CS, Kim BJ, et al. Psychological development during
medical school clerkship: relationship to resilience. Acad
Psychiatry. 2020;44(4):418–422. doi:10.1007/s40596-020-01191-3

6. Wimmers PF, Schmidt HG, Splinter TA. Influence of clerkship
experiences on clinical competence. Med Educ. 2006;40(5):450–
458. doi:10.1111/j.1365-2929.2006.02447.x

7. Nutter D, Whitcomb M. The AAMC project on the clinical
education of medical students. Washington, DC: Association of
American Colleges; 2001.

8. Russo RA, Griffeth BT, Combs H, et al. Elements of an excellent
psychiatry clerkship experience: a survey study of graduating
medical students. Acad Psychiatry. 2021;45(2):174–179.
doi:10.1007/s40596-020-01373-z

9. Medical Council of Canada. 2024 [cited 2024 Jul 11]. MCC
examination objectives. Available from: https://mcc.ca/objectives.

10. Wear D, Skillicorn J. Hidden in plain sight: the formal, informal, and
hidden curricula of a psychiatry clerkship. Acad Med.
2009;84(4):451–458. doi:10.1097/ACM.0b013e31819a80b7

11. Wilkins KM, Moore D, Rohrbaugh RM, et al. Integration of basic
and clinical science in the psychiatry clerkship. Acad Psychiatry.
2017;41(3):369–372. doi:10.1007/s40596-016-0640-x

12. Colton PA, Dang K, Teshima J, et al. Psychiatry clerkship
core curriculum renewal: assessing the shift to larger-group
learning. Acad Psychiatry. 2013;37(6):417–420. doi:10.1007/
BF03340083

13. Blazek MC, Dantz B, Wright MC, et al. Spaced learning using
emails to integrate psychiatry into general medical curriculum: keep
psychiatry in mind. Med Teach. 2016;38(10):1049–1055.
doi:10.3109/0142159X.2016.1150982

14. Thomas LA, Dallaghan GB, Balon RM. The 2016 survey of the
Association of Directors of Medical Student Education in
Psychiatry. Acad Psychiatry. 2018;42(3):366–370. doi:10.1007/
s40596-017-0874-2

15. Chen A, Hanna JJ, Manohar A, et al. Teaching empathy: the
implementation of a video game into a psychiatry clerkship
curriculum. Acad Psychiatry. 2018;42(3):362–365. doi:10.1007/
s40596-017-0862-6

16. Taurines R, Radtke F, Romanos M, et al. Using real patients in
e-learning: case-based online training in child and adolescent
psychiatry. GMS J Med Educ. 2020;37(7):Doc96.

17. Whitmore CA, Sakai J, Mikulich-Gilbertson SK, et al. A four-week
reflective writing program in the psychiatry clerkship: testing effects
on reflective capacity. Acad Psychiatry. 2019;43(2):171–174.
doi:10.1007/s40596-018-0926-2

18. Joshi A, Hillwig-Garcia J, Joshi M, et al. Comics as an educational
tool on a clinical clerkship. Acad Psychiatry. 2019;43(3):290–293.
doi:10.1007/s40596-018-1016-1

19. Crisafio A, Cho SH. Impact of varying active learning time on
student performance on a standardized exam in the psychiatry
clerkship. Acad Psychiatry. 2020;44(2):196–199. doi:10.1007/
s40596-019-01147-2

20. Masud T, Ogliari G, Lunt E, et al. A scoping review of the
changing landscape of geriatric medicine in undergraduate
medical education: curricula, topics and teaching methods. Eur
Geriatr Med. 2022;13(3):513–528. doi:10.1007/
s41999-021-00595-0

21. Torous J, Nakamura Z, Rosen J, et al. Medical student utilization of a
novel web-based platform (psy-Q) for question-based learning in
psychiatry: pilot questionnaire study. JMIR Med Educ. 2020;6(2):
e18340. doi:10.2196/18340

22. Martin VL, Bennett DS. Creation of a web-based lecture series for
psychiatry clerkship students: initial findings. Acad Psychiatry.
2004;28(3):209–214. doi:10.1176/appi.ap.28.3.209

23. Dewey CM, Coverdale JH, Ismail NJ, et al. Residents-as-teachers
programs in psychiatry: a systematic review. Can J Psychiatry.
2008;53(2):77. doi:10.1177/070674370805300202

24. McKean AJS, Palmer BA. Psychiatry resident-led tutorials
increase medical student knowledge and improve National
Board of Medical Examiners shelf exam scores. Acad
Psychiatry. 2015;39(3):309–311. doi:10.1007/
s40596-014-0277-6

25. Chochol MD, Gentry M, Hilty DM, et al. Psychiatry residents as
medical student educators: a review of the literature. Acad
Psychiatry. 2022;46(4):475–485. doi:10.1007/
s40596-021-01478-z

26. Ahmad SE, Farina GA, Fornari A, et al. Student perception of
case-based teaching by near-peers and faculty during the
internal medicine clerkship: a noninferiority study. J Med Educ
Curric Dev. 2021;8:238212052110207. doi:10.1177/
23821205211020762

27. Canadian Organization of Undergraduate Psychiatric Educators.
(n.d.) News. Canadian organization of undergraduate psychiatric
educators. [cited 2024 Jul 24]. Available from: https://www.
coupeweb.ca/news

The Canadian Psychiatric Association—Position Paper

Page 8



28. Hall MJ, Adamo G, McCurry L, et al. Use of standardized patients to
enhance a psychiatry clerkship. Acad Med. 2004;79(1):28–31.
doi:10.1097/00001888-200401000-00008

29. McNaughton N, Ravitz P, Wadell A, et al. Psychiatric education and
simulation: a review of the literature. Can J Psychiatry.
2008;53(2):85. doi:10.1177/070674370805300203

30. Pedersen K, Bennedsen A, Rungø B, et al. Evaluating the
effectiveness of video cases to improve patient-centeredness in
psychiatry: a quasi-experimental study. Int J Med Educ.
2019;10:195–202. doi:10.5116/ijme.5d9b.1e88

31. Martin A, Krause R, Jacobs A, et al. The mental status exam through
video clips of simulated psychiatric patients: an online educational
resource. Acad Psychiatry. 2020;44(2):179–183. doi:10.1007/
s40596-019-01140-9

32. Bennett AJ, Arnold LM, Welge JA. Use of standardized patients
during a psychiatry clerkship. Acad Psychiatry. 2006;30(3):
185–190. doi:10.1176/appi.ap.30.3.185

33. Meyer EG, Battista A, Sommerfeldt JM, et al. Experiential
learning cycles as an effective means for teaching psychiatric clinical
skills via repeated simulation in the psychiatry clerkship.

Acad Psychiatry. 2021;45(2):150–158. doi:10.1007/s40596-020-
01340-8

34. Patel M, Hui J, Ho C, et al. Tutors’ perceptions of the transition to
video and simulated patients in pre-clinical psychiatry training. Acad
Psychiatry. 2021;45(5):593–597. doi:10.1007/s40596-021-01504-0

35. Safdieh JE, Lee JI, Prasad L, et al. Curricular response to
COVID-19: real-time interactive telehealth experience (RITE)
program. Med Educ Online. 2021;26(1):1918609–1918609.
doi:10.1080/10872981.2021.1918609

36. Satnarine T, Lee Kin CM. A review of virtual medical student
rotations during the COVID 19 pandemic: Their role, advantages,
disadvantages, and future prospects. Cureus. 2022;14(4):e24280.
doi:10.7759/cureus.24280

37. Warnell RL, Duk AD, Christison GW, et al. Teaching
electroconvulsive therapy to medical students: effects of
instructional method on knowledge and attitudes. Acad Psychiatry.
2005;29(5):433–436. doi:10.1176/appi.ap.29.5.433

38. Philip NS, Rost-Banik D, Shaffer S, et al. Supportive psychotherapy:
a crash course for medical students. Acad Psychiatry.
2010;34(1):57–60. doi:10.1176/appi.ap.34.1.57

Psychiatric Training During Clerkship: Specific Recommendations for Reform—Part 1, Teaching and Learning

Page 9


