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Presenter
Presentation Notes
Welcome to today’s presentation on the GME’s office role in the  response and the management in the aftermath of a resident death by suicide.  I am Dr. Woodson Scott Jones, Dean/DIO, SAUSHEC.   I’m fortunate to be joined today by two colleagues and friends, Dr. Cathy Kuhn, Associate Dean GME/DIO, Duke and Lyuba Konopasek, DIO, New York Presbyterian Hospital.



Disclaimer

• The presenter has no financial 
relationships to disclose or Conflicts of 
Interest (COIs) to resolve.

• The views presented are those of the 
author and do not necessarily represent 
the views of the Department of Defense
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00:02-00:03
We have nothing to disclose.  I have to report my presentation does not necessarily represent the views of the Department of Defense.



Goals and Objectives
• After the end of this session, each attendee will:

1. Identify the key initial assessment, communication 
and intervention strategies following a resident 
death by suicide

2. Identify at least 2 key resources to optimally 
identify before a crisis to ensure capacity to rapidly 
build your response team 

3. Commit to at least one of the initiatives presented 
to address physician well-being, depression or 
suicide prevention in their institution
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00:03-00:05
This is going to be an Interactive Webnar in that we want you to engage but also to commit to the identification of the resources available to you in a crises, whether a resident death by suicide or an accident.  Further, we are going to challenge you to commit to initiatives at your institution to address physician well-being, depression and/or suicide prevention.  We will mention a number of resources briefly that can be found with links at the end of this presentation.  If you already have robust programs, you may learn of additional ideas or resources to further improve your current program.



Resources For Presentation

• Action Plan Worksheet
http://www.acgme.org/Portals/0/PDFs/Webinars/C
ombatingBurnoutActionPlan.pdf

• Polling Function, Group Chat and Question Box
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00:05 – 00:06
We have a list of resources with links at the end of todays presentation.  We have attached a worksheet you may use if desired to develop an action plan during this webinar or at a later date. 

Dr. Jones will monitor Group Chat and text pertinent questions to Dr. Konopasek and Dr. Kuhn if it fits within their presentation.
We have three forms of communication available during this presentation.  We have a polling function, group chat and a question box.  We will have some polls early to better know our audience.  Please use the Group Chat function to ask questions directly related to prescient to the matter being discussed.  We will do our best to address your Chat Questions but may not be able to do so during the presentation.   If not during, we will do so after.  

If you have a question not immediately related to the topic at hand, please ask in the Question Box and we will Answer these after the presentation.  


http://www.acgme.org/Portals/0/PDFs/Webinars/CombatingBurnoutActionPlan.pdf


Getting To Know Our Audience

• What is your primary role in your institution?
– DIO
– GME Institutional Office
– Program Director/Associate Program Director
– Program Coordinator 
– Faculty
– Other
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00:06 – 00:07
Using the Polling Function on your screen, please share with us the role which best describes your role within your institution.   



The Data On Death By Suicide 
• 300 – 400 suicidal deaths each year1

• 1 in 16 surgeons report suicidal ideation2

• Death by suicide rates by practicing physicians 
higher than:3

• General population
• Compared with Professions
• Age and Gender Matched Controls

1. Center c, et. al. Confronting depression and suicide in physicians: A consensus statement. JAMA 2003;289:3161-3166.
2. Shanfelt TD, et. al. Special report: Suicidal ideation among American surgeons. Arch Surg. 2011;46:54-62.
3. Schernhammer ES, Colditz GA. Suicide rates among physicians: A quantitative and gender assessment. Am J Psychiatry. 2004;161:2295-2302.6

Presenter
Presentation Notes
00:07-00:08
300 – 400 physician suicides per year is equivalent to loosing a 747 jet airliner full of physicians or 2 – 3 medical school classes each year. (136 one estimate average size).  Further, Shanafelt found a very concerning high rate of suicidal ideation among surgeons.  Population based studies have in general have shown higher rates of suicide among practicing physicians than the general population, even after controlling for age and gender.  Schernhammer’s work noted male physician death by suicide rates modestly elevated and female rates highly elevated to the general population.   More recently white male physicians great than 50 years old surpassed the death by suicide rate among dentist.  Well, what do we know about residents?



Resident Death By Suicide
Suicide 2nd most common cause of death1

• Suicide most common in male residents
• Suicide more frequent:

• Earlier in training (interns/2nd yr)
• During 1st and 3rd quarter of AY

• Lower than age- & gender-matched general population
• No upward or downward trend over the 15 years

Suicide ideation increases during internship2

• 370% increase in first 3 months

1. Yaghmour NA, et. al., Causes of death in ACGME-accredited programs 2000 through 2014; Implications for the learning environment. Acad
Med. May 2017
2. Sen s., et. al., A prospective cohort study studying factors associated with depression during a medical internship. Arch Gen Psychiatry. 
2010:67:557-565
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00:08 – 00:09
A review of ACGME-accredited programs found 324 resident deaths during training from among 381 thousand residents over a 14 year period.  Cancer was the number one cause of resident death followed by suicide and then accidents.  However, for male residents, suicide was the number one cause of death.   Importantly, breaking down the timing of death by suicide during training, in was highest among interns followed by second year residents.  The most common time during the academic year was the first and third quarter of training.  So, the evidence pointed to opportunities for perhaps more intense focus on efforts during orientation and just after the holidays.   

Interestingly, despite the data on burnout an depression in medical students and residents and data reporting higher age- and gender-matched suicide in physicians in general, this study found that resident death by suicide was lower (4.7 suicides per 100,000 person years) than the general population (13 suicides per 100,000 person years).  

Yet, another prospective study of 740 interns at 13 institutions noted a 370% increase in suicidal ideation after the first 3 months of training.  So while the study of ACGME-accredited program’s residents death had surprising results, suicide was the second overall most common cause of resident death and perhaps most preventable cause.  Therefore, it is imperative for the DIO and GME leadership to proactively implement interventions and be prepared to deal with the unfortunate scenario of a resident death by suicide should it happen in their institution.  We will each briefly share our experience as DIOs faced with managing a resident death by suicide.



Speakers Experience
(Resident Death By Suicide)

• Lyuba Konopasek, MD

• Catherine Kuhn, MD

• Woodson “Scott” Jones, MD
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00:09 – 00:12

Scott – Resident death by suicide is more than a statistic for the 3 of us today who have all experienced a resident death by suicide.  We will each now briefly share our experience with you.

Lyuba – 

Cathy – We are a year past two trainee deaths by suicide—one was a former trainee who had started a fellowship locally and died a couple of months into his new program. About 9 months later, a current trainee died by suicide. The second suicide rekindled stress and grief in the department that experienced the first suicide.  The resident who died a year ago was one who I recruited to our institution when I was a program director.  Being a member of the affected department, and knowing the trainee, has resulted in a number of personal and professional challenges in leading through this.  


Scott –  We lost a resident in August 2014 despite recognition of risk, active engagement and even a facilitate change in residency programs.  I honestly was not sure what my role should be and initially left it to the military command on the communication side and my Associate Dean and Psychologist to work with the program, who did a phenomenal job!  I realized my role was going to be primarily to ensure we developed systematic, strategic plan to proactively engage with trainees earlier and improve the clinical learning environment.



Crisis Management: Different 
Perspectives and Approaches

• Behavioral Health Professionals
• C-Suite
• Public Affairs
• Residents and Faculty
• DIO (GME Leader)
• GME Office
• PD/PC
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00:12-00:12.5
Depending upon where you are located in the organization and where the crisis has occurred, your personal engagement might be quite different.  The needs for information and how the GME office engages with each entity above will be very different.  However, what is clear to us, many groups of individuals are going to have perspectives and need to be engaged with expeditiously and wisely. These complex relationships can lead to miscommunications or frank lack of communication.  Delays in communication can be a problem in and of itself.   Therefore, collaborative, effective leadership is an essential skill set with organization and harmony and synchrony of effort..   The responses and those engaged may be different depending upon the relationship the Sponsoring Institution has with the hospital. Are you one in and of the same?  How and when you communicate when they are two different institutions may need to be different. 




Disaster/Crisis Management Model

Preparation

Response

Recovery

Mitigation
Disaster 

Management 
Cycle

Event
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00:12.5-00:13
Being retired military and actively a part of the community training for responses to humanitarian disaster, crisis response an be viewed as both an art, skill and science. developed and honed over time.   There are multiple levels of engagement by a number of different entities with different focuses and levels of effort over time.  One straight forward and simple approach is to think about and approach a death by suicide as a “disaster.”  The cycle provides a time based approach for dealing with such untimely events.  As we know with disasters, Preparation is critical to responding quickly and effectively.  Think about Mitigation as risk reduction and as part of a cycle happens both before a disaster and after as part of a learning, feedback cycle to reduce the risk of the disaster happening again or improving the response once it does happen.  For instance, the American Foundation for Suicide Prevention Interactive Screening Program (ISP) is a Mitigation or risk reduction effort optimally implemented before a resident death by suicide (ACGME CPR IV.C.1.e)(2).  However, the response loop is cyclical to illustrate how to think about Mitigation as those plans, as in our case, that as an institution we want to implement AFTER a resident death by suicide to reduce the risk of subsequent suicides.  That is why Dr. Konopasek and I will briefly touch on Mitigation.   So, we will start with Dr. Konapasek covering Mitigation and Preparation.  Dr. Kuhn will then talk about the initial Response phase after a suicide.  I’ll close by covering Recovery and wrapping back into the beginning of the cycle with our institutional Mitigation efforts. 



Preparation

Response

Recovery

Mitigation
Disaster 

Management 
Cycle

Disaster/Crisis Management
Mitigation – Preparation Phase
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00:13 – 00:25 (12 Minutes)



Institution/Program Status

• Does your institutions/program have a formal 
process or policy to guide response after a 
resident death by suicide?
– Yes
– No
– Don’t Know
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Polling Function:  Does Your institution/program have a formal process or policy to guide the GME office or program’s response after a resident death by suicide?



Mitigation/Preparation (Pre-
Impact)
• Well-being Inventories

• Institutional (DIO)
• Program Specific (PD)
• Focus on prevention

• Focus on prevention
• This is really 99.99999% of the pie – for some, this 

will be 100% of the pie
• Crisis preparation is also important

Presenter
Presentation Notes
Internal Inventory
Communicating with family
Memorial Service
Suicide (differences)




What can we do? 
The literature says…
• Systematic review and meta-analysis for interventions 

to prevent and reduce burnout (overall, emotional 
exhaustion and depersonalization)

• 15 RCTs and 37 observational studies 
• Both individual focused and organizational strategies 

can increase engagement and decrease burnout in 
physicians

• Organizational
• Shortened shifts and work process changes

• Individual
• Facilitated small groups
• Stress management and self-care training
• Communication skills training

West, Dyrbye, Erwin, Shanafelt, Lancet, 2016; Panagioti et al. JAMA 
IM, 2016.



Program Well-Being  Inventory:
Individual vs. Organizational Focus
• Leadership
• House staff mental health resources

• Crisis management Plan
• Resident Orientation
• Policies

• Duty Hour, Fatigue, Sick call, Supervision, Grievance
• Curriculum

• Making space for reflection - Process groups  
• Building skills - Mindfulness, Resiliency

• Operations discussions
• Mentorship and advising

• Creating community
• Faculty development
• Screening Konopasek L, Slavin SJ. JPeds, 

2015 



As a DIO….what should you do? 

• Serve as advocate for resources that address 
individual factors

• Serve as advocate for work flow issues and 
organizational factors

• Oversee Program Well-Being Plans and ensure 
compliance with new CPRs 

• Use  your APE!
• Establish GMEC Well-Being Sub-Committee
• Discuss residents with difficulties with PDs
• Ensure you are prepared to manage a crisis



As a DIO…what do you need 
to have in place for Crisis 
Management
• SOP for finding missing residents
• Communication tree
• AFSP tool kit – do you know about it
• Mental Health Support





“After a Suicide” Toolkit: 
Crisis Response Tools
• Facts about Suicide and Mental Disorders among Medical 

Residents
• Tips for talking about suicide 
• Sample death notifications to be used in face-to-face in 

small groups 
• Sample death notifications to be sent by e-mail
• Memorial Service Planning Checklist
• Sample Media Statement
• Key Messages for Media Spokesperson
• Additional Resources
• https://afsp.org/our-work/education/physician-medical-

student-depression-suicide-prevention/#section0



Contagion: 
Consider this in advance
• Clusters of suicide occur, especially after a celebrity 

suicide
• Messaging is very important

• Provide information, if you don’t others will
• Avoid glamorizing event – including graphic details 
• Avoid idealizing person who died by suicide
• Avoid statements describing death as an acceptable/ 

inevitable solution to problems
• Focus on options and support systems

• Provide resources for suicide prevention



As a DIO…what do you have 
in place for Crisis Management?
• SOP for finding missing residents
• Communication tree
• AFSP tool kit – do you know about it
• Mental Health Support



What do you have in place for Crisis 
Management?

• SOP for finding missing residents
• Communication tree
• AFSP After Suicide Tool Kit – Did You Know About 

It? (Prior to Webinar)
• Mental Health Support



Disaster/Crisis Management
Response

Preparation

Response

Recovery

Mitigation
Disaster 

Management 
Cycle

Event
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00:25 – 00:40



Initial Emergency Response
Four Components

Verification Communication

Support Resources
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Thank you Scott and Lyuba.  Any emergency situation can be overwhelming, so in practice and for this talk, I’d like to break the emergency response into four components.



Initial Response: Verification

• Clarification and Engaging the Team
– Confirm death (depending on circumstances)
– Cause of death (if known)
– Engage Crisis Response Team (or equivalent)
– Plan for engagement with family
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You, the DIO are notified that a trainee has died—what do you do?

First must determine that the information is true, and if possible, confirm the cause of death.  Additional attention to suicide these days may create a situation where suicide is assumed to be the cause of death, when it may not be.  It is important to verify the facts, and not promulgate false information.  
Your first response should be to engage the support of your crisis response team, which we’ll address next, and also to reach out to the family, as their privacy and wishes are very important.



Crisis Response Team

• Identified and coordinated in advance
– Institutional or GME-Specific
– Membership

• GME leaders
• Hospital Administration
• Behavioral health/Grief Counselors/Chaplains
• Public affairs/media relations
• Chief Resident 

• Identify team leader, roles
• Set up initial meeting of Crisis Response Team
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In our case, we didn’t have a CRT established, but one was created on the fly, and has served well.  This can be a broad-based, institutional team that is used for a variety of crises, or one specific to GME.  Understanding your institution and its needs is the most important element—one size does not fit all.



Communication - Internal

• Initial Notification
– Who needs to know

• Groups with strongest relationship to deceased need 
earlier and more frequent communication

– Live meetings or other strategy
– Individual or group meetings

• Based on strength of relationship to deceased
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To some extent the path of communication will be determined by who gets the information first, but the groups with….

Live meetings are optimal, but it may be impossible to gather everyone—so a combination of live meetings, or phone calls from leaders, is useful.  Important to consider timing of notifications.



Initial Notification

• Health System 
– CMO
– Deans (GME and UME)
– Employee Health
– Employee Counseling Services
– Risk Management
– Counsel
– Media Relations Office
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I won’t read this list, but there are a number of individuals in your institution that will be critically important to engage—they will be essential to help with the initial response, as well as handling some elements you would probably prefer to delegate, such as dealing with any media/press about the event.  Depending on your relationships, these individuals either should simply be informed, or may want to work with you as you navigate the first several days of the event.



Initial Notification

• Department/Program of affected trainee
– Chair 
– Vice Chair for Education
– Program Directors
– Program Coordinators
– Trainees

• Special relationships
• General trainee group
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Obviously, important to focus first on the department and program of the trainee who died.  Address the most affected trainees, faculty first, then consider others.

If you are at the meeting where the residents are informed, pay attention to the response—those who are extremely quiet and those who are most upset may be the ones most affected.



Subsequent Notification

• Other GME programs
– Shared rotations

• Consider other learners
– Medical students
– Other student groups

• Health Team members
– Nurses, respiratory therapy, pharmacy, physical 

therapy, social workers

30



What should be shared?

• Acknowledge facts
• Respect for privacy 
• Available resources
• Recognition that responses may vary
• AFPS: After a Suicide Toolkit

– contains templates for communication

• Plan for additional 
communication/notification

31

Presenter
Presentation Notes
You can use this opportunity to model an appropriate approach in communication—using terminology such as died by suicide rather than committed suicide, for example.  This is very important teachable moment—help coach PD.  Important not to speculate—share only the facts that are known, acknowledge the unanswerable questions-the AFPS toolkit includes some very helpful templates and suggestions about how to manage unanswerable questions.

Having, and committing to, a plan for additional updates/communication is very important.



Communication - External

• Engage media relations if available
• Refer all external questions to media office
• Monitor social media
• Circumstances of suicide will dictate the 

relative importance of external 
communication

• ACGME—resource, helpful
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In our experience, the local media has been very circumspect about publicity when residents have died.  However, this may not always be the case and having your media experts available to help is important.

There is no penalty for communicating with the ACGME—Dr.  Tim Brigham and others are very interested in this problem, and are available to support you and your institution.



Who needs support?

• Program director and coordinator
• Significant core faculty
• Resident/fellow colleagues
• Other trainees
• GME staff
• YOU
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Everyone needs support.  Those closer to the decedent may have more acute need than others, but a loss such as this can trigger grieving in others who may not have known the decedent well, but have a personal history with suicide in a close friend or family member.  Some people may do fine initially, but need support later when a trigger brings the loss to a more poignant place.

Need for support will vary over time, and is not limited to the immediate response time.

DIO should pay attention to his/her feelings especially if closely connected to the trainee or department.



Central GME Role

• Support for program leaders and trainees
• Support for program coordinator

• What can GME leaders do?
– Attend the announcement meetings
– Attend memorial services
– Office hours—expanded availability
– Walk Rounds

34

Presenter
Presentation Notes
GME Staff are dedicated to trainees and this impacts them too.  They can help.

As a GME leader, you can represent the institution at announcement meetings, etc.



DIO Role

• Institutional Leadership
• Program Director support

– Personal
– Facilitate resources

• Lead the resource initiative
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This is one of many times when leadership is called into action—response may vary depending on the relationship with the trainee.  Since (we hope) no one has a lot of experience around this, DIO can help the program director with his/her initial response.  Also, PD may have very strong emotional responses, including feelings of guilt, --and DIO can be an important person that the PD can talk with. 

Also helping to mobilize resources, acutely and later.



What Does Support Look Like?

• Behavioral Health & grief counseling services
– Chaplains, ombudsperson

• Protected time and places
• Gestures of caring
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Some examples of support:

Quiet room in the work environment where people can go/grieve (with or without a moderator), even if they can’t take time away from work
Resident groups doing nice things for each other:  various groups of surgery trainees provided food, meals for anes trainees



Immediate support

• Coping with feelings
– Loss and sadness
– Guilt--how did we miss this?
– Anger
– Variable timing and expression

• Listening
• Look for others who are struggling
• Time away

– For counseling
– Trainees may want to establish care
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People closest to the department are in the best position to see this.  
After our DBS, trainees who had stopped seeing BH counselors decided to start—needed help getting established with providers.
Some trainees may be so distressed that they can’t work and need some relief.  As a DIO, your advocacy may be essential in helping the PD and chair provide the time that is required for departmental members to cope. This could include some advocacy with the health system for reduced clinic time, ability for proceduralists to be away, etc.



Augmented Behavioral
Health Resources

• People
• Times

– Appointments
– Clinical coverage

• Locations
– Group meetings
– Individual sessions
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Here is another place where an institutional leader can help—ensuring additional resources, expanded times, and coverage so people can attend.  Some people will not be comfortable in group sessions,  Ideally have a variety of options.



Memorial-Funeral

• Approach should be similar for trainee deaths 
from any cause

• Family-sponsored funeral
– Allow department members to attend if possible

• DIO can work with program and institution to facilitate

• Work event
– Can be acute or a few weeks/months later
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The last part of the initial crisis response is communication with the family about funeral plans, and assisting departmental members of the deceased with attending or participating in the funeral.  

It’s important to recognize that each family likely has different ideas, and their desires should take priority over others.  As Lyuba has already mentioned, it is important that the memorials remember the deceased trainee, but do not glamorize their struggles or the decision to end their lives.

Maintaining a strategy of handling trainee deaths from any cause in a similar manner helps prevent romanticizing suicide and also helps address the stigma of suicide.

Scott will now take us through the recovery phase.



Disaster/Crisis Management
Recovery Phase

Preparation

Response

Recovery

Mitigation
Disaster 

Management 
Cycle

Event
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00:40 – 00:50
I will now address the Recovery Phase of which Mitigation can be a part.  Mitigation, or our risk reduction initiatives, can also play a role in recovery.  They can help bring meaning to what may seem meaningless.  For instance, we will talk about how our residents, staff and the family of the deceased spoke of the meaning they gained in engaging in or supporting the Orientation Sessions and Small Group Sessions I’ll talk about later.  Mitigation is also the feedback process to look for ways to improve the institutional response and review current activities and institute additional measures to hopefully prevent a future death by suicide.  



Recovery 
(Restoration/Reconstruction)

• Ongoing Program-Level Behavioral Health 
Interventions
– Program Director/Residents
– Ensure Behavioral Health/Chaplains remain engaged
– DIO (How are you doing?)
– Anniversary dates of events (remember/ask)
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It is important to have the long view here.  Remember to periodically check in on your program director, chief residents.  Remember the close friends.  You might consider to ask your Chief residents to monitor residents social media postings.  If web-based memorials set-up, set a time for taking them down.  Ensure they are balanced to avoid contagion.  Ensure graphic details are not being shared.  Ensure your Crisis Response Team gets a debrief by “in-house” experts in mental health 2 – 8 weeks later.  Don’t forget the faculty either.  Finally, but not least, don’t forget yourself.  I have 25 August  in my calendar to remind me to check in some of our Crisis Response Team members on an annual basis.  This is not everyone one of them but I have noted over time which of them has this date seared into their memory … and know them well enough the call will be helpful.



Recovery/Mitigation 
(Restoration/Reconstruction)

• Empower The Program
– Encourage Program Level Initiatives

• Program-level Wellness Initiative
– Clarity of purpose, agenda, membership and roles
– “Cura Personalis” IM Resident Medical Humanities Group

• Program-level Wellness Curriculum

• Empower Residents (House Staff Council)
– Quarterly Wellness Symposiums 
– Orientation Session (with mentorship)

• Nidus for “Time To Talk About It: Physician Depression and 
Suicide”

– MedEdPORTAL https://doi.org/10.15766/mep_2374-8265.10508
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As noted earlier, during the Recovery phase, recognize the value of the meaning and purpose that can be derived through initiatives and interventions by carefully inviting those perhaps most impacted to participate in Mitigation efforts.   The residency program most impacted, with aide from our mental health team, started a program-level wellness initiative.  This included a charter, members and activities.  The Chief Residents in the IM Program started a Medical Humanities Group for their residents.   Several of our training programs are at various stages in development and implementation of wellness curriculum.   The House Staff Council was so moved they took on Physician Well-Being as their primary focus!  They started regular symposiums within internal and external  speakers.  The GME Office role was to support the lunch time sessions to address physician well-being and offer support for outside speakers.  Faculty and residents were both involved and participated in the sessions.  Part of our post-episode assessment recognized the need to ensuring our residents were aware of the remarkable mental health resources already available .  Further, we saw an opportunity to stress the importance of recognition of the signs of depression to our faculty and residents.  We wanted to all be challenged to become our “brothers keeper.” This led to the Orientation session involving residents, faculty and our primary mental health provider, which then morphed into this MedEdPortal resource now available to anyone in the country. 

https://doi.org/10.15766/mep_2374-8265.10508
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An Orientation session was presented the next year that included a fellow who shared his struggle with depression and how his near act of suicide was thwarted in a large part by a staff member who noted he “had changed”.  The fellow reported his willingness to engage because the staff cared AND he knew he had recently lost his brother, a radiology resident, to death by suicide.   This Orientation Session was used to introduce all our incoming residents to our mental health services offered through our HARBOR Program.  I’ll share a little more about this later.  The Orientation session was condensed to produce a powerful, 7 minute video to open small group sessions.  The video are real residents, staff and fellows, including the one who nearly took his own life.  




44https://doi.org/10.15766/mep_2374-8265.10508

Presenter
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This session might help your institution address the new ACGME CPR IV.C.1e) and VI.C.1.e).1 on education of symptoms of burnout and depression and encouraging residents and faculty to alert the PD when they are concerned. 

You can see all the resources available with this intervention in MedEDPortal for download to facilitate small group sessions at your institution.  

Anyone can register to get a AAMC number for access to MedEdPORTAL even if not from a AAMC member institution. 

https://doi.org/10.15766/mep_2374-8265.10508


Mitigation 
(Restoration/Reconstruction/Risk Reduction)

• Institutional Level Inventory
– Lessons Learned

• All “Hands on Deck” appreciated
• Ensure active GME Office engagement is to support … not 

ascribe blame
• Better clarity & purpose for program-level initiative

– Suicide Awareness Programs
– Intake Risk Screening Assessments (next slide)
– Launch Institution Level Physician Well-Being 

Program
– Coordinate Services/Initiatives 45
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Other important aspects of Mitigation are “after-action” meetings, briefs and lessons learned.  We found that everyone coming together to help in both recovery and subsequent efforts to prevent this from happening again was important.  We realized that our GME Office very active engagement, including the Associate Dean for GME’s very active involvement at the Program level was threatening to some.  This was a program that had some clinical learning environment concerns and some leadership seemed concerned the very active engagement was part of fact finding mission rather than to ensure everyone was being taking care of.   This was our cue to pull back and let the genesis and forward movement for these initiatives rest within the Program itself.  I’ve already spoken of the “Time To Talk About It” Orientation and Small Group sessions.  Other key Mitigation efforts included launching a screening program and strategic, systematic institutional approach through a new Physician-Wellbeing Subcommittee. 



Risk Screening Assessments
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We recently launched the ISP to a little more than ½ our programs.  We have had about a 5% response rate on the survey.   of residents reaching out for help.  This should put your institution in compliance with ACGME CPR IV.C.1.e).(2) stating that the program must “provide access to appropriate tools for self-screening;”

The ISP Survey has been sent to 326 trainees with a 5% response rate (16).  Of those, 1 questionnaire was classified as a Tier 1A (high distress w/ indication of suicidal behavior), 7 questionnaires were Tier 1B (high distress w/ no indication of suicidal behavior), and 8 questionnaires were Tier 2 (moderate distress).   11 of the 16 respondents logged back into the website to review my personal response, and 5 respondents submitted at least one dialogue note.  Two of those trainees came in for mental health care as a direct result of the survey and dialogue.




Resident-Focused  Mental Health Resource

• In Hospital
• ISP Results Linked to 

HARBOR Providers 

47

Harnessing Adaptive Resident 
Behavior for Occupational 

Resilience 
(HARBOR)

Presenter
Presentation Notes
We have long had very involved mental health providers in our institution with residents.  However, the process was rather informal and reactive.  They were the source we knew we could refer residents when issues came to our attention rather than a resource that was actively communicated to trainees they could access BEFORE issues came to our attention.  Donna Schwabe came up with the concept of the HARBOR … a safe place … that stands for Harnessing Adaptive Resident Behavior for Occupational Resilience or HARBOR.   She created pamphlets to distribute at Orientation along with imbedding this resource into our Time To Talk about Orientation Session and small group sessions.   Approximately 8 – 12% of our residents receive services through the HARBOR.  We have preliminary data noting diminished acuity of diagnosis and reduced inpatient admission days.   Subsequently, this program has grown now to include access to our graduate allied health programs and other hospital employees.  



Institution Level Well-Being Program
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I briefly mentioned coordination of efforts.  We formed a strategic subcommittee in which I put my most talented, engaged, former logistics officer in charge.  He and the community brought vision, mission and a strategic plan to implementation of our program.  

The Committee saw itself within the broader community and not in isolation.  Key players in the community directly or engaging with the committee are shown.   Our hospital resiliency program has a lot of experience of engaging to prevent second victims after adverse outcomes and communicating bad news.  Quality Improvement and Patient Safety are clearly related to Well-being and burnout.  




Resources
• ACGME Physician Well-Being Resources, Information, Education

http://www.acgme.org/What-We-Do/Initiatives/Physician-Well-Being

• After Suicide a Suicide: A Toolkit for Physician Residency/Fellowship Programs (American Foundation 
for Suicide Prevention - AFSP)

http://www.acgme.org/Portals/0/PDFs/13287_AFSP_After_Suicide_Clinician_Toolkit_Final_2.pdf

• MedEDPortal: “Time to Talk About It: Physician Depression and Suicide” Small Group 
Sessions (SAUSHEC)

https://doi.org/10.15766/mep_2374-8265.10508

• Making a Difference: Preventing Physician Suicide Video (Mayo/ AFSP) 
https://www.youtube.com/watch?v=I9GRxF9qEBA

• Inventory of Elements of Your Institutional Well-Being Plan 
http://www.acgme.org/Portals/0/PDFs/Webinars/DIOWell-BeingInventoryACGME2016.pdf

• Inventory of Elements of Your Program’s Well-Being Plan 
http://www.acgme.org/Portals/0/PDFs/Webinars/ProgramSpecificWell-BeingInventoryACGME2016.pdf
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This page contains links to the resources mentioned throughout this talk.  I will note continue to monitor the ACGME Physician Well-Being Resources page as the items available will continue to increase.

http://www.acgme.org/What-We-Do/Initiatives/Physician-Well-Being
http://www.acgme.org/Portals/0/PDFs/13287_AFSP_After_Suicide_Clinician_Toolkit_Final_2.pdf
https://doi.org/10.15766/mep_2374-8265.10508
https://www.youtube.com/watch?v=I9GRxF9qEBA
http://www.acgme.org/Portals/0/PDFs/Webinars/DIOWell-BeingInventoryACGME2016.pdf
http://www.acgme.org/Portals/0/PDFs/Webinars/ProgramSpecificWell-BeingInventoryACGME2016.pdf


Questions?

Short and Long Term Wellness Action Plan Items
http://www.acgme.org/Portals/0/PDFs/Webinars/Com

batingBurnoutActionPlan.pdf
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I have attached the link again to the Action Plan Worksheet as we hope all of you We will try to address the Questions we haven’t already addressed in the Group Chat function.  As a reminder, we will answer the Questions in the Question Box after the Webinar.

http://www.acgme.org/Portals/0/PDFs/Webinars/CombatingBurnoutActionPlan.pdf


Action Plan

• As a result of this workshop, I plan to develop: (Pick 
all that apply)

– A Crisis Management Plan
– An SOP for missing residents
– A communication tree
– An institutional Well-Being Plan
– A Program Well-Being Plan
– A Depression Screening Program/Process
– Orientation/Small Group Sessions
– Other
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Finally, using the polling function, as a result of this Webinar, what action items are you willing to commit to implement at your institution or within your program?

We appreciate you taking the time to join us today.  The fact that you took time to join us today speaks to your commitment to improving well-being and your stewardship of GME programs or your program.  We consider it a privilege to help and learn from other on how we might address this important issue.  

Also know we are available should you have a crisis at your institution.  Each of us has fielded a number of calls and proactively reached out to help institutions when we become aware of a resident death by suicide.  

Thank you.  



Speakers
(Resident Death By Suicide)

• Lyuba Konopasek, MD
lyk2003@nyp.org

• Catherine Kuhn, MD
catherine.kuhn@duke.edu

• Woodson “Scott” Jones, MD
Woodson.s.jones.civ@mail.mil
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00:09 – 00:12

Scott – Resident death by suicide is more than a statistic for the 3 of us today who have all experienced a resident death by suicide.  We will each now briefly share our experience with you.

Lyuba – 

Cathy – We are a year past two trainee deaths by suicide—one was a former trainee who had started a fellowship locally and died a couple of months into his new program. About 9 months later, a current trainee died by suicide. The second suicide rekindled stress and grief in the department that experienced the first suicide.  The resident who died a year ago was one who I recruited to our institution when I was a program director.  Being a member of the affected department, and knowing the trainee, has resulted in a number of personal and professional challenges in leading through this.  


Scott –  We lost a resident in August 2014 despite recognition of risk, active engagement and even a facilitate change in residency programs.  I honestly was not sure what my role should be and initially left it to the military command on the communication side and my Associate Dean and Psychologist to work with the program, who did a phenomenal job!  I realized my role was going to be primarily to ensure we developed systematic, strategic plan to proactively engage with trainees earlier and improve the clinical learning environment.

mailto:lyk2003@nyp.org
mailto:catherine.kuhn@duke.edu
mailto:Woodson.s.jones.civ@mail.mil
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