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THE LEARNER'S VOICE

Intervene or Innovate: a Dilemma for Psychiatrists-in-Training
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As trainees about to graduate from psychiatry residency, we
believe that budding psychiatrists face a key dilemma when
considering how to spend our careers: whether to prioritize
intervention or innovation. To make the biggest impact,
should we focus on applying what is known in psychiatry,
delivering care to patients who need it now, expanding access
to treatments that work? Or should we devote our resources to
advancing our understanding of mental disorders, to discov-
ering novel treatments, to pushing the field in new directions?

Perhaps nowhere is this dilemma more obvious than in the
San Francisco Bay Area. Every day, we go to work next to
space-age laboratories, where researchers use tools like
optogenetics, functional magnetic resonance imaging, and
transcranial magnetic stimulation to develop new insights into
mental disorders. As part of our training, we receive teaching
at the forefront of psychiatry, whether grand rounds about
ketamine infusions, lunch talks about the default mode net-
work, or didactics about pharmacogenomics. Yet, beyond the
walls of our academic medical center, we too often see people
muttering to themselves, wandering the streets in the throes of
psychosis.We see tent encampments dotting sidewalks, where
people openly inject substances into their necks, and the flash-
ing lights of police cars as officers try to calm someone
screaming in the park. We see how far psychiatry has to go.

Psychiatrists-in-training have compelling reasons to focus
on intervention. According to the 2018 National Survey on
Drug Use and Health, approximately 4.1 million US adults
with serious mental illness, out of a total 11.4 million, did
not receive any mental health services in the past year [1].
Among an estimated 20.3 million US adults who needed sub-
stance use treatment in 2018, just 3.5 million received any in
the year prior [1]. More than 47,000 individuals died by sui-
cide in the USA during 2017. Meanwhile, the list of

underutilized, evidence-based treatments in psychiatry is far
too long. For instance, research suggests clozapine can de-
crease psychotic symptoms, suicidality, and mortality among
patients with schizophrenia, yet a 2014 study of nearly 80,000
antipsychotic treatment episodes for Medicaid-insured adults
with treatment-resistant schizophrenia found just 5.5% includ-
ed clozapine ini t iat ion over a 4-year period [2].
Electroconvulsive therapy is among the most effective treat-
ments for treatment-resistant mood disorders, yet a study of
approximately 1 million privately insured US adults with
mood disorders found just 0.3% had received electroconvul-
sive therapy in 2014 [3]. Opioid agonist therapy can decrease
mortality by half or more for patients with opioid use disorders
(OUDs); however, in 2017, 46.4% of US counties lacked any
publicly listed clinician who could offer OUD medications
[4].

At the same time, there is an obvious need for innovation in
psychiatry. As noted in a 2019 article, “biologic psychiatry has
thus far failed to produce a comprehensive theoretical model
of any major psychiatric disorder, any tests that can be used in
a clinic to diagnose clearly defined major psychiatric disor-
ders, or any guiding principle for somatic treatments to replace
the empirical use of medications” [5]. Mental disorders are
classified by symptom clusters, yet these labels likely do not
reflect the neurobiology underlying these symptoms. We do
not understand how the majority of our treatments, including
medications and psychotherapies, work, and we have little
ability to predict the course of any individual’s disease.

No one psychiatrist can take on every role. So how should
budding psychiatrists weigh these competing needs for inter-
vention and innovation?

First, psychiatrists-in-training need exposure to both of
these domains. During our residency training, we have spent
most of our time caring for patients; still, protected time for
scholarly work has enabled us to conduct research projects on
basic neuroscience, medical education, and psychiatric ser-
vices. Investing in education that supports both intervention
and innovation, including research track residencies, protected
scholarly time for non-research residents, and experiences in
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front-line community clinics, can enable psychiatrists to begin
thinking about these competing needs during training.

Second, the next generation of psychiatrists can leverage
new discoveries to better utilize existing treatments.
Telepsychiatry is allowing psychiatrists to provide gold stan-
dard treatments, such as buprenorphine for OUD, to patients
who live in remote areas and might otherwise not receive care.
When properly studied and regulated, mobile applications
bring hope for expanding access to evidence-based treat-
ments, including cognitive behavioral therapy and mindful-
ness exercises. Although still in its infancy, precision psychi-
atry, using tools like genomics and imaging, offers potential
pathways to better match patients with existing treatments.

Third, future psychiatrists can pay greater attention to
structural determinants of mental health. Psychiatric training
has often overlooked structural factors that affect mental
health, including criminalization, racial disparities, unstable
housing, and economic marginalization. A psychiatrist can
make a difference by helping an individual patient obtain a
specific medication; however, by shaping systems of care,
including hospital formularies, pharmacy benefit coverage,
and electronic prescribing procedures, the same psychiatrist
can influence access to this medication for many more pa-
tients. Likewise, an innovation-minded psychiatrist might
choose to develop her own topics for research, but asking
patients what matters to them and their communities can yield
new kinds of questions worth studying.

Fourth, psychiatrists need to expand our roles beyond the
medical community and to engage more with the public. We
cannot work in laboratories and ignore the chronic public
underfunding of psychiatric research compared with the bur-
dens of mental disorders. We cannot adequately care for indi-
vidual patients if we ignore the influence of public stigma on
treatment access, insurance reimbursement, and workforce
shortages in psychiatry. By working with policymakers, pa-
tient organizations, and media, psychiatrists can educate the
public about the realities of mental health care and advocate
for evidence-based policies. If psychiatrists stay confined to
laboratories and clinics, we risk having our research findings
gather dust, our nation’s mental health policies designed with-
out our input, and our patients shackled by enduring stigma.

The American Psychiatric Association’s definition of a
psychiatrist largely focuses on direct clinical care [6]. Taking

care of patients is a key role of psychiatrists; however, as our
residency graduation approaches, we believe this role is just
one of many that tomorrow’s psychiatrist can embody.
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