
RP25 Family Physicians Providing Gender-Affirming Care to Transgender Individuals: Training 
Opportunities Identified in a Survey of Peers 
Shanna Stryker, MD; Sarah Pickle, MD; Harini Pallerla, RA; Julia Bedard-Thomas, MD 

05/8/18 10:00 AM - 11:00 AM Exhibit Hall B South, Exhibition Level 

Purpose: To identify the characteristics of and training opportunities experienced by current 

providers of gender-affirming health care to transgender/gender-nonconforming individuals, 

and to describe their recommendations for training other individuals in this skill set. 

Methods: A voluntary cross-sectional electronic survey was distributed to a multidisciplinary 

group of clinicians who worked for organizations dedicated to providing gender-affirming 

health care, who were subscribed to listservs joined by professionals interested in the care 

of transgender individuals, who attended conferences focused on educating clinicians about 

gender-affirming care, and who were professional colleagues of any of the individuals in 

these groups. Responses were entered directly into an online database for analysis and 

identifying information was not gathered, ensuring anonymity of responses. Results: Of 473 

respondents, 42 (9%) were family physicians. While 41% of these physicians were less than 

5 years post-residency, most were self-taught in gender-affirming care (61%) with a 

smaller cohort reporting training during residency (24%). Respondents felt that clinical 

experience/rotations and mentorship were important training opportunities for those within 

our discipline. Conclusions: Family medicine physicians are well suited to provide care to 

transgender and gender nonconforming patients who are seeking gender-affirming primary 

care and hormones. While further research is needed to determine the optimal timing for 

this training, these results suggest that exposure to principles of gender-affirming care 

during family medicine residency would equip physicians with the skills necessary to enter 

the transgender care workforce postresidency. 

CRJ1 Population Management at a Clinic for Individuals Affected by Homelessness: Taking Steps 
Towards Collaborative Care 

Elizabeth Beckman, MD; Corey Keeton, MD; Rachel Kishton, MD; Harini Pallerla, RA; Shanna 

Stryker, MD; Chris White, MD, MHA, JD 

05/8/18 1:45 PM - 2:45 PM Lincoln 5, Exhibition Level 

Purpose: Combined family medicine-psychiatry residents with a continuity clinic at an urban 

clinic are transforming delivery of psychiatric care from colocated to a collaborative care 

model, starting wth providing population-based care and improving measurement-based 

outcomes. Setting: McMicken Integrated Care Clinic is a Healthcare for the Homeless site in 

Cincinnati, Ohio, where combined family medicine-psychiatry residents have provided 

formal psychiatric consultation in a colocated model since 2015. Participants: Adults 

receiving primary care services referred to psychiatry: 61% male; 55% white, 44% African 

American; mean age 44.3 years. A primary psychiatric diagnosis was identified: 60% 

affective disorder, 25% anxiety disorder (including posttraumatic stress disorder) and 14% 

psychotic disorder. Nearly all patients had co-occuring alcohol or drug use disorder. 

Intervention 1: We developed a patient registry using an existing open source model to 

define and characterize our population. We reviewed our approach to monitoring and 

achieving measurement-based outcomes and found substantial missing PHQ-9 data 

(retrospective collection; preintervention period). Intervention 2: To address gaps in 

measurement based depression care, patients were provided a new PHQ-9 form that was 

more straightforward to score; medical assistants were trained in a PHQ-9 recording method 

wherein total score is viewable in a flowsheet to demonstrate trend. PHQ-9 scores were 

then prospectively recorded (postintervention period). Measures: The proportion of visits 

with a recorded PHQ-9 score. Analysis: Chi-squared analysis was performed to compare the 

preintervention and postintervention proportions. Results: Registry use allowed for more 

accurate characterization of our patient population (as above). The intervention significantly 
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improved accurate scoring and accessible recording of PHQ-9. Chi-squared analysis 

demonstrated a significant difference P=0.001. Review of all PHQ-9 scores suggest 

substantial symptom burden: 10.4% had score < 5, 12.0% had score between 5-9, 32.8% 

had score between 10-19, and 14.8% had score of 20 or more. Conclusions: Our two-part 

intervention of use of a clear, concise form and medical assistant training was effective in 

increasing the proportion of visits with a recorded PHQ-9 score. Accurate scoring and 

accessible PHQ-9 trending is important for achieving measurement-based outcomes, which 

is the third pillar of collaborative care. 

Upon completion of this session, participants should be able to: 

1. Define key components of using a patient registry for population management 

2. Describe a simple intervention to improve accurate scoring and recording of measurement-based 

depression management in primary care 

3. Apply a framework to provide collaborative care psychiatry to a unique patient population. 

 

B045 From Drab to Fab: A PowerPoint Makeover Using Seven Principles of Instructional Design 
Theory 

Megan Rich, MD; Michael Putnam, MD; Corey Keeton, MD 

05/6/18 7:15 AM - 8:15 AM Marriott Ballroom, Lobby Level 

Instructional design theory over the past 20 years has described principles that enhance 

learning when teaching using multimedia modalities such as PowerPoint, interactive 

platforms like Nearpod, or screencasts like Camtasia. Yet, many clinical educators have not 

had the training or faculty development needed to enhance learning of medical students and 

residents. In this session, we will review the key concepts of instructional design theory 

including Mayer’s principles for multimedia design. We intentionally chose to focus on the 

seven highest yield principles as cognitive load theory tells us that the human brain can 

work with seven novel pieces of learning at any given time. This is one example of how 

instructional design theory can inform lecture design. For this session, participants are 

highly encouraged to bring an already prepared lecture (such as a PowerPoint slide deck, 

either on a laptop or tablet, or printed out). Time will be provided to apply these principles 

by redesigning a portion of the slides. Peers will provide feedback. Finally, the presenters 

will share examples of multimedia tools beyond PowerPoint. 

Upon completion of this session, participants should be able to: 

1. Describe the key components of cognitive load theory and the principles of multimedia design 

2. Revise a multimedia presentation to incorporate the principles of instructional design theory 

3. Assess a partner’s newly revised multimedia presentation and provide feedback. 

 
L41A Walk a Mile in Your Patient’s Shoes: Creating a Social Determinants of Health Field Experience 
for Interns 
Corey Keeton, MD; Elizabeth Beckman, MD; Michael Putnam, MD; Megan Rich, MD 

05/7/18 3:00 PM - 3:30 PM Lincoln 2, Exhibition Level 

The social determinants of health (SDH) are well-documented environmental, social, and 

economic factors that impact the health of individuals and entire communities and are 

related to health inequities. As of yet, there are no best practices for teaching residents to 

diagnose or treat the SDH. Here we present one curricular intervention that can easily be 

replicated in any family medicine residency. The goals of the SDH field experiences are 
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several, including providing contextual experiences around the issues of poverty so that 

residents can better empathize with patients, increasing knowledge of SDH and local 

community resources, and introducing new interns to community where they now work. In 

this session, we will guide audience participants through the key steps in planning such an 

experience. Our goal is for participants to draft an outline of their individualized experiential 

learning session. 

Upon completion of this session, participants should be able to: 

1. List the key steps to creating a successful immersive experience focused on the social determinants of 

health 

2. Explain the learning theory that supports experiential teaching of adult learners 

3. Plan the initial steps of a social determinants of health field experience 
 

L22A In the Room Where It Happens: Talking to Politicians and Defining Your Ask 

Megan Rich, MD; Anna Goroncy, MD 

05/7/18 11:15 AM - 11:45 AM Lincoln 2, Exhibition Level 

Physicians increasingly view political activism as a necessary skill set to promote upstream 

solutions and thus prevent downstream problems, address the social determinants of 

health, and to fulfill our social responsibility to care for entire communities and populations. 

Policy change can have a powerful impact on the health of individuals and communities. But 

to get policy change physicians must work with politicians (locally and nationally), who often 

speak with a different vocabulary and have different expectations from the conversation. In 

this session, the audience will delve into the language of politics, consider methods for a 

conversation (written, verbal over the phone, or verbal in person), and learn strategies for 

clarifying their concerns and distilling their knowledge and experience into a clear "ask" for 

the politician. 

Upon completion of this session, participants should be able to: 

1. Define key vocabulary related to legislative and budgetary processes and politician office structure 

2. Compare and contrast methods of activism: writing vs calling vs. visiting 

3. Create your own "ask" including defining the problem, possible solutions and specific actions for the 

member of congress to take 

 

B044 Gender Bias in Medicine: What Your Patients, Peers and Boss May Bring to the Table 

Megan Rich, MD; Michelle Collier, MD; Catherine Pinkston, DO 

05/6/18 7:15 AM - 8:15 AM Marriott Ballroom, Lobby Level 

Gender bias is an inevitable experience for women in medicine. It shows up in the exam 

room, including patient satisfaction scores, and on evaluation forms for female medical 

students, all the while potentially increasing anxiety levels for those same students. It’s part 

of our culture. In this session, we explore both the evidence for how and why gender bias 

adversely affects women in medicine and potential ways to address gender bias in our 

training programs. This is also a time for sharing experiences-good, bad, or ugly-in a 

nonjudgmental and supportive environment. The goal is conclude with thoughtful and 

empowering ways to move forward. 

Upon completion of this session, participants should be able to: 
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1. Describe the evidence of gender bias in medicine 

2. Explore how gender bias can impact women in the field of medicine 

3. Brainstorm ways to address gender bias in medicine 

 

B059 The Error of Our Ways: Examining Patient Safety and Medical Error Disclosure Training in 
Medical Education 

Elizabeth Beckman, MD; Kara Ciani, MD; Megan Rich, MD 

05/6/18 7:15 AM - 8:15 AM Marriott Ballroom, Lobby Level 

The newly revised Accreditation Council for Graduate Medical Education (ACGME) common 

program requirements mandate teaching patient safety-including medical error disclosure. 

Error disclosure is a practice that currently does not meet patient expectations, likely in part 

because physicians feel uncomfortable with the process. Best teaching methods for error 

disclosure include role modeling (faculty sharing their experiences of making and disclosing 

medical errors), simulation, and empathy training. In this session, we will review the 

findings of a literature search on teaching error disclosure, as well as facilitate 

brainstorming and idea exchange about how family medicine residency programs can best 

meet this new requirement therein providing a networking opportunity to find other 

educators investigating the topic of patient safety and error disclosure. 

Upon completion of this session, participants should be able to: 

1. Describe relevant educational literature on the topic of medical error disclosure 

2. Discuss implications, advantages and disadvantages of published error disclosure training options for 

family medicine residency programs 

3. Define next steps of an individualized patient safety curriculum for their home institution that will meet 

the ACGME medical error disclosure requirement 

 
S05 Developing Resident Advocates: An Interinstitutional Learner Needs Assessment on Physician 
Advocacy 

Megan Rich, MD; Kathryn Freeman, MD; Manasa Irwin, MD 

05/6/18 10:30 AM - 11:30 AM Marriott Balcony B, Mezzanine Level 

There is a growing consensus that advocacy training must be integrated into the 

professional development of family medicine physicians. However, the best educational 

methods to incorporate this training into a residency curriculum are largely unknown. 

Strategies to assess the baseline knowledge, skills and attitudes of learners are well 

studied, but a needs assessment is a crucial and often neglected step in curriculum 

development. During this session, we will describe an interinstitutional needs assessment of 

family medicine trainees on the topic of advocacy. We will share best practices from the 

literature and our methods and results, highlighting the unique needs of each institution, as 

well as unifying themes. Participants should come prepared with their own curricular ideas 

and can expect to leave this interactive session with a roadmap for assessing the needs of 

their own learners. 

Upon completion of this session, participants should be able to: 

1. Describe the key components of a targeted needs assessment for curriculum design 

2. Compare physician agency versus activism in regards to physician advocacy 

3. Develop a plan to create an advocacy needs assessment at their own institution. 
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