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In many jurisdictions, the transition from a time-based to a
competency-based model of medical education (CBME)
requires reassessing curricula and mandatory training experi-
ences. In Canada, the national roll-out of this new model for
psychiatry residencies in 2020 has highlighted challenges
related to the nature and scope of the discipline. In particular,
current views diverge about the role of psychotherapy in the
future of psychiatry. Some argue psychotherapy differenti-
ates psychiatry from other medical specialties because psy-
chiatry and psychotherapy practice remain inseparably
linked. Others argue contemporary psychiatry should be
based on a neurobiological understanding of mental disorders
and psychotherapy should be provided by allied mental
health professionals.1,2 In an influential survey, psychiatrists
and psychiatry educators ascribed less importance to long-
term and social psychotherapies, and more importance to
descriptive or biological psychiatry.3 These 2 views have
divergent implications for training. In this Perspective, we
describe a middle ground and propose a training model that
recognizes that most psychotherapy services and most psy-
chotherapy research are now performed by non-physicians4

but emphasizes that all psychiatrists should continue to
learn and use psychotherapy skills.

Psychotherapies are Evidence-Based
Interventions Recommended for Most
Mental Disorders
Many psychotherapy modalities have a strong evidence base
and, alone or in combination with pharmacotherapy constitute
core interventions for most mental disorders. For example, the
CANMAT guidelines endorse the use of cognitive behavioral
therapy (CBT) as a first-line intervention for both the acute
treatment and relapse prevention of major depressive disorder

(MDD).5 This recommendation is based on multiple random-
ized controlled trials and. meta-analyses.6 Similar evidence
exists both for other mental conditions – for example, schizo-
phrenia,7 borderline personality disorders8- and other psycho-
therapy modalities – such as, psychodynamic therapy,9

interpersonal therapy,10 or dialectic behavioral therapy.11

Lack of Access to Psychotherapy and its
Implication for Residency Training
The Mental Health Commission of Canada (MHCC) reports
that only a minority of Canadian adults and children with
mental health concerns have access to services or profes-
sional support.12 They recommend a wider and more equita-
ble access ‘to psychotherapies and clinical counselling by
service providers who are qualified to deliver approaches
that are based on best available evidence’ (p. 4).12

Similarly, in Quebec, the Commissioner for Health and
Well-Being states, ‘given the numerous arguments in
favour of psychotherapy, the issue facing Canadian policy-
makers is no longer whether to increase access to it, but
rather to consider what is the best approach to providing
broader and more equitable access to psychotherapy ser-
vices.’ (p. 101)13 In the Canadian publicly funded health
system, these calls to improve access to psychotherapy and
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the question of who should be compensated to provide it,14

raise 2 related questions about psychotherapy training in
the new CBME psychiatry residency: what psychotherapy
competencies should be graduating psychiatry residents
achieve? How should the training be delivered?

Given the lack of access to psychotherapy,15,16 we do not
endorse the position that psychiatrists should be prohibited
from providing psychotherapy. However, we also do not
believe that psychiatry residency training should aim to
produce full-time psychotherapists. Data from Ontario
suggest that most psychiatrists who exclusively practice psy-
chotherapy are located in the 2 largest cities, Toronto or
Ottawa, and they treat over long periods of time a small
number of patients who typically are not severely ill and
are economically advantaged.15 A small number of psychia-
try residents still use most of their selective and elective time
to improve their psychotherapeutic skills; they may ulti-
mately decide to focus their practice solely on psychother-
apy. We argue, for the reasons of economics and patient
access to care, that they should also focus on treating patients
with severe mental illness who are not treated by other mental
health professionals (e.g., patients who are acutely suicidal,
psychotic, or with complex physical co-morbidities).

What Psychotherapy Competencies Should
Graduating Psychiatry Residents Achieve?
In the context discussed above, we propose that psychother-
apy core skills and competencies required from all psychiatry
residents should meet 2 criteria: ‘need’ (from a population
burden of illness perspective) and ‘applicability’ (meaning
the skills can be applied in multiple settings). The
University of Toronto has developed a list of psychotherapy
competencies that meet these 2 criteria and are observable
(available upon request). The feasibility of this approach in
CBT and psychodynamic therapy has already been evalu-
ated.17 This approach can be applied to psychotherapy train-
ing more broadly. For example, given the ubiquity of sleep
disturbances in patients with mental illness,18 CBTi skills
are fundamental to the specialty. Similarly, given the

co-morbidity of mental illness and addiction,19 all psychia-
trists need to acquire motivational interviewing skills.

How Should Psychotherapy Training
be Delivered to Psychiatry Residents?
Residency training in any medical specialty is constrained by
limitations of time and other resources (e.g., availability of
supervisors). Training also needs to rely on fundamental edu-
cational principles and to conform to the accreditation require-
ments associated with CBME (e.g., observable competencies
that can be achieved in a sequential manner). Finally, any pro-
posed model of training should be practical so it can be imple-
mented in the 17 accredited psychiatry residency programs in
Canada. In this context, among the infinite number of possible
psychotherapy training models, we discuss the relative merits
of 3 exemplars: (i) the ‘traditional’ model of the Canadian
Royal College that had guided training in Canada until
2020; (ii) a CBME ‘familiarity’ model from the American
Association of Directors of Psychiatry Residency Training
(AADPRT) in the United States (US); (iii) a new ‘applied’
model that we propose as a viable alternative to address
some of the limitations and challenges of the 2 other models
(Table 1). We acknowledge that these are convenient models
to contrast, but also that there is an infinite number of
options or hybrids that could be considered.

Traditional Model
During the past 2 decades, the Canadian Royal College
required psychiatry residents to achieve introductory knowl-
edge, working knowledge or proficiency in various psycho-
therapeutic modalities as20 defined by:

–Introductory knowledge: Able to recognize, identify, or,
describe principles.
–Working knowledge: Able to demonstrate core aspects of
Psychiatry, such as basic interviewing, problem formulation
and treatment. The resident can understand the scientific
literature.

Table 1. Comparison of 3 Psychotherapy Training Models.

Traditional Model of the

Canadian Royal College

Familiarity Model of the American

Association of Directors of Psychiatry

Residency Training

Proposed

Applied Model

Requires exposure to theory ++ + +
Requires ‘pure’ experiential learning +++ + ++
Application of psychotherapy skills to

‘non-psychotherapy patients’
− − +++

Opportunity for additional exposure to didactic

or experiential learning during elective time

+ ++ +++

Flexibility for learners − ++ +++
Requires supervisory resources +++ + ++

+++: strong emphasis; ++: medium emphasis; +: low emphasis; −: not included.
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–Proficient: Able to demonstrate working knowledge enhanced
by a developmental, cultural, and lifespan perspective, allowing
detailed interviewing and bio-psychosocial problem formula-
tion with capacity to teach, consult, assess and manage
referrals. The resident can critically review and apply the
scientific literature relevant to this competency (p. 3).20

These requirements were associated with specific time-
based experiences, which for psychotherapy were, ‘no
less than thirty-two (32) weeks or eight (8) months of the
PGY [post-graduate year] 2–5 experience […] In addition
to seminars or structured learning activities which are suf-
ficient for basic knowledge, working knowledge is attained
by the resident participating as an observer or co-therapist
while proficiency is attained by the resident acting as the
primary therapist and engaging in supervision one (1)
hour per week.’ (p. 4)20

In addition, the Royal College required that residents
demonstrate ‘proficiency in the delivery of cognitive beha-
vioural therapy (CBT), family or group therapy (and
working knowledge in the other), psychodynamic therapy
and supportive therapy […] working knowledge in the deliv-
ery of behavioural therapy, dialectical behavior therapy
(DBT), family or group therapy (with proficiency in the
other) and interpersonal therapies (IPT)’. Finally, introduc-
tory knowledge was ‘required for brief psychodynamic psy-
chotherapy, mindfulness training, motivational interviewing
(MI) and relaxation’ (p. 6).21

This traditional model required a broad range of experi-
ences and exposed residents to multiple evidence-based psy-
chotherapy modalities. However, its extensive requirements
took up a minimum of one-sixth (17%) of training time in
the PGY2–5 years which necessarily took time away from
other areas of need in the field. Further, their completion
required that residents engage in specific psychotherapy
modalities with a series of identified patients and individual
supervision for each hour of psychotherapy delivered.
Based on our observation of more than 500 residents over
more than a decade, we believe that typical psychiatry resi-
dents who meet these requirements do not have enough expe-
rience to become skilled (‘proficient’) psychotherapists by
the time they complete their residency. Residents wanting
to practice specific psychotherapy have to complete supple-
mentary training involving additional didactic learning and
treatment of patients under supervision. Furthermore, some
residents are resentful because they perceive that their profes-
sional interests and this training in several psychotherapy
modalities are not aligned. They see these requirements as
onerous and potentially detracting from their career goals.

Familiarity Model
In 2018, in the context of the implementation of CBME in
psychiatry residency in the US, a task force of the US
AADPRT published proposed Entrustable Professional

Activities (EPA) psychiatry residents should achieve at the
end of their training.22 Using a Delphi model, this task
force determined that CBT and psychodynamic psychother-
apy did not meet their criterion for inclusion as an EPA,
which consisted of a content validity index of at least 0.8
based on the proportion of respondent directors who rated
an item as ‘high’ or ‘very high’ on an essentialness score.
An asymmetric confidence interval associated with each
mean essentialness rating was also calculated to protect
against ‘the artificial narrowing of the confidence interval
that can occur with skewed data’ (p. 1050).22 The task
force noted that there is ‘agreement that all residents should
have exposure to these [psychotherapy] practices and cer-
tainly know when to refer a patient to these modalities […]
the disagreement centers on whether all residents should
obtain ‘competence for independent practice’ by the end of
training or whether graduation might require a lower thresh-
old such as entrustment for indirect supervision’ (p. 1053).22

In part, this result may be due to the current scope of the
profession and context in the US where the provision of psy-
chotherapy by psychiatrists has been on the decline.23 This
change coincides with changes in reimbursement and
increases in managed care where most insurance cover psy-
chotherapy at a rate applicable to all qualified mental
health professionals.

While this familiarity model is efficient with respect to
training time, it emphasizes a theoretical understanding of
various psychotherapeutic modalities instead of experiential
learning of these modalities with supervision. By design,
most graduating residents are not expected to be ready confi-
dent enough to provide psychotherapy independently.
Furthermore, without experiential training, many graduating
residents will not be able to integrate specific psychotherapy
skills into the provision of psychiatric care. Data suggest that
didactic knowledge about psychotherapy and other similar
skills (e.g., communication or teaching) is not sufficient to
be able to use them.24 Novice psychotherapists benefit
from supervision of ongoing cases that provides them with
a deeper understanding of the therapeutic relationship, how
to manage their own reactions, and act therapeutically
under challenging circumstances.25

Applied Model
Given the challenge related to access to psychotherapy pro-
vided by psychiatrists and its implication for psychiatry train-
ing, we propose a model focused on teaching ‘psychotherapy
skills’. This model includes the didactic teaching embedded
in the other 2 models; it also provides some early exposure
to several ‘pure’ psychotherapeutic modalities. However,
unlike the traditional Royal College model that encourages
broad but shallow exposure to multiple modalities, this
model emphasizes the application of psychotherapy skills
to multiple patient populations and settings.

La Revue Canadienne de Psychiatrieg 425



The design of this model is based on several informed
assumptions. First, the majority of graduates from Canadian
psychiatry residencies will not provide traditional individual
psychotherapy independent of other interventions (e.g., phar-
macotherapy). Second, psychotherapy remains an essential
intervention to improve both acute and long-term outcomes
in most patients with severe mental illness26 because all psy-
chiatric interventions can be enhanced by the application of
psychotherapeutic principles to improve engagement and
adherence.27 However, while psychotherapy delivered by a
physician is covered ‘free of charge’ by most provincial
health plans in Canada, most Canadian patients who could
benefit from psychotherapy do not have access to it because
there are not enough psychiatrists or other qualified physicians
to deliver psychotherapy.28 Given the prevalence of mental
illness, it is not possible to train enough physicians to meet
the need for psychotherapy.29 Our final, assumption is that
psychotherapy skills can have an impact on patient outcomes.
While we acknowledge that this crucial assumption has not
been directly tested in a randomized clinical trial, it is sup-
ported by evidence from computer-based interventions, ultra-
short interventions, and other indirect evidence such as the
impact of manual-based psychotherapy provided by lay
providers.30

Thus, we propose a training model aiming to generate
competence in the use of a variety of ‘psychotherapy skills’
rather than competence in the delivery of a specific formal
course of psychotherapy. For example, using the techniques
of Socratic questioning and thought records inherent to CBT
may help outpatients to identify and modify their dysfunc-
tional thoughts around medication adherence. Similarly,
DBT skills may help a patient presenting with dysregulated
affect in an emergency department. Psychodynamic skills
may be of value during family meetings or to engage inpa-
tients who are reluctant to talk to a psychiatrist. In this
model, as in the AADPRT familiarity model, psychiatry res-
idents acquire didactic and experiential familiarity with a
small number of psychotherapy modalities. They also learn
to apply psychotherapy skills that are useful to most patients
in most settings. These skills have been defined by both
national and local expert consensus. Consistent with the
apprenticeship associated with CBME, the acquisition of
these skills is ensured through a combination of direct super-
vision (i.e., being in the room, or using audio/video record-
ings) and indirect supervision (i.e., resident report, review
of clinical notes) integrated into regular psychiatric care.
This model provides the additional advantage of necessitat-
ing a discussion with supervisors about which skills to use
with each patient in a given context (i.e., specific therapeutic
skills targeting specific symptoms or behaviors in a specific
patient seen in a specific setting). These discussions were
largely moot in the traditional model as a predetermined
psychotherapy was delivered to a small number of patients
pre-selected for the lack of co-morbid or characterological
complexity. We acknowledge that this model could potentially

have some disadvantages. For example, if a very small number
of residents opted to pursue additional training in psychother-
apy, access could be diminished. Another potential challenge
is the need for increased faculty development so that residents
can be supported in using psychotherapy in clinical situations
and settings that are less suitable for psychotherapy than in the
traditional model.

The observation of skills proposed in our model is entirely
compatible with the Royal College’s CBME program which
all 17 schools are currently implementing. This would
support a smooth implementation across the country if
adopted. However, each program and ultimately each resi-
dent could customize their training beyond the basic require-
ments outlined above. While most residents would have
fewer psychotherapy training hours, the early experiential
training in specific psychotherapy modalities would continue
to identify the subset of psychiatry residents who decide to
pursue additional training in these modalities. Residents
interested in developing advanced expertise in psychotherapy
would have access to more institutional resources. In turn,
more psychiatrists could conduct academic work (i.e., teach-
ing and research) in medical psychotherapy. Reducing the
number of required core modalities increases the available
elective time to deepen psychotherapeutic skills, train in
additional elective modalities, or develop expertise in other
areas. Like current models of sub-specialty training, this
model would result in solid core competencies for general
psychiatrists, while allowing for the development of true
expertise in a subset of self-selected residents.
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