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Telepsychiatry is recognized for its potential to bridge gaps in
access to specialist healthcare (Deslich et al. 2013; Hilty
et al. 2013; McGinty et al. 2006; Simpson et al. 2001).
However, there are limits in the ability of telepsychiatry to
address the magnitude of need. When telepsychiatry is used
as a mode of traditional consultation, in other words, one
consultant to one patient, services can quickly be saturated
and accrue unmanageable waitlists. Such models also miss
opportunities to develop further capacity to manage mental
illness within primary care in distal communities.
Integrated care models can also increase availability of high
quality mental health care in the primary care setting and improve
short- and long-term patient outcomes, including symptoms,
functioning, and quality of life (Kates et al. 2011). Such programs vary in degree of integration along a spectrum including co-located, consultation-liaison, or collaborative
care/chronic care models, with the latter being the most robustly evidenced to improve clinical outcomes and cost effectiveness of care (APA-APM 2016). It is thought that the most
essential elements of the more comprehensive collaborative
care interventions are: (1) evidence-based care, (2)
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team-based care, (3) measurement-based treatment to target,
and (4) population-based care (APA-APM 2016; Raney and
American Psychiatric Association 2015).
Additional capacity and access can be created by using
telepsychiatry to create integrated care teams when resources to
build a team, particularly specialists, are not locally available.
Emerging evidence supports the utility of televideo-based communication to effectively achieve collaborative care (Fortney
et al. 2013; Fortney et al. 2015). To harness this synergy, integrated care team members including psychiatrists will require
competencies to practice in evidence based integrated care
models via a team at a distance.
These competencies will need to span those necessary for
integrated care and those necessary for the effective use of
telemedicine. Recent scholarship has identified the competencies necessary for telepsychiatry across stages of learning and
practice (Hilty et al. 2015; Crawford et al. 2016) and curricular
approaches to attaining them (Sunderji et al. 2015). Similarly,
competencies for psychiatrists to practice integrated care have
been identified. Sunderji et al. (2016) mapped 40 knowledge,
skill, and attitude domains through expert consensus.
Generalism or the clinical expertise to manage a broad range
of mental health and addiction presentations across the
lifespan seen in primary care was an important skillset, as
were the interpersonal, attitudinal, and communication abilities that enable psychiatrists to build trusting working relationships. These relationships are the foundation that allows the
collaborative co-management of complex patients and attendant risk management and additionally foster knowledge exchange, resulting in capacity building across the team. More
advanced competencies include program consultation, quality
improvement, and the ability to advocate for and implement
higher degrees of integration (e.g., the collaborative care model) and to situate one’s work in an interprofessional, organizational, and health system context (Sunderji and Jokic 2015).
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Table 1
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Individual practitioner competencies

Area or topic

Competent/ proficient

Expert

Evaluation methods

Collaborative models
of care

• Knows the key components of
integrated care models along the
spectrum, the evidence in this area
and its limitations

Written assignments
Observation of clinical practice (real
and simulation), including direct
and indirect care

Interprofessional
team work

• Works effectively with
inter-professional team,
maintaining awareness of others’
training and scopes of practice,
and valuing a diversity of
perspectives
• Uses consultation as an opportunity
for building ongoing relationship

Communication

• Clarifies and amplifies
communication via technology
• Adjusts in consideration of patient
culture and preference of patient
and team members
• Elicits cultural meaning of
illness/wellness
• Demonstrates awareness that social
determinants may affect interest
in, use of, and experience with
telemedicine
• Adjusts history taking to
geographic, cultural and
socioeconomic context
• Adjusts interview to technological
and patient needs/ preferences
• Completes MSE, physical exam
and administers tools
collaboratively with team
• Formulates plan for calls, Rx at a
distance
• Follows up with PCP by TP or
phone

• Practices an evidence-informed
integrated care approach adapted
to context (e.g., population
served, resources available);
advocates for implementation of
effective models
• Integrates indirect care (e.g., case,
chart, or caseload review) into
practice
• Engages providers to clarify
questions and needs
• Establishes and maintain
relationships with communities
• Implements best-practices in
knowledge exchange
• Practices and role models working
with complex patients and
subpopulations; makes effective
decisions regarding delegation
and entrustment; negotiates roles
with other team members;
assumes shared accountability for
patient outcomes
• Trouble-shoots communication
difficulties related to technology
• Uses technological solutions for
team-based communication
• Follows cultural formulation
frameworks

Patient care

Documentation

• Tailors documentation for
interprofessional team use
• Uses complex EHR (e.g. Cerner,
Epic)

Health advocacy

• Identifies relevant resources and
needs within community
• Considers how technology
addresses and contributes to
health equity gaps

• Conducts in-depth, well-paced, and
concise interview
• Teaches others how to do parts of
PE and troubleshoot PE problems
far end
• Tailors recommendations to
available resources, sociocultural
factors and patient preference
• For medication recommendations:
considers safety, accessibility and
adherence factors; plans for
follow-up and monitoring; is
aware of legal and jurisdictional
issues related to prescribing
• Recommends management that
maximizes care while minimizing
cost; avoids zero-value care
• Provides sufficient detail to allow
implementation of plan over time
and within local context/resources
• Embeds evidence and educational
content in written communication
• Utilize shared EHR with distal sites
• Champions telepyschiatry and
integrated care as means to
address health inequities and
needs

Multisource feedback

Observation of direct and indirect
care (real time and /or video and/
or simulation)

Observation (real time and /or video
and/ or simulation)

Chart review

Case-based discussion
Written assignments
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Table 1 (continued)
Area or topic

Competent/ proficient

Medicolegal and
ethics

• Practices within in-person and
telemedicine standards

Population-based
care

• Considers population health needs
• Understands issues of rural access,
epidemiology, economics
• Reflects on how telepsychiatry
may fit within local/ regional
needs
• Identifies opportunities for QI
based on case experiences

Health systems
leadership

Expert

Evaluation methods

• Considers ways that the physician
role can impact policy and
advocacy (e.g. regarding
community resources for health,
funding models for integrated
care, health professions
training/scopes etc)
• Avoids pitfalls with technologies
(e.g., cellular phones are not
private; gmail is not HIPAA
compliant)
Expert knowledge of distal sites’
health status and resources in
relation to population health
• Models effective contributions of
specialist expertise in clinical
teams where physicians may or
may not hold formal leadership
roles
• Integrates knowledge of evidence,
and experience of actual practice,
to identify and prioritize gaps;
works in a team to select and
apply QI methods
• Participates in coordination and
development of health system,
and integration of technology to
strategically meet needs

Case-based discussion

Written assignments, and case-based
discussion
Observation of indirect care
Quality improvement projects/
assignments
Multisource feedback

Adapted from Crawford et al. 2016; Hilty et al. 2015; Sunderji et al. 2016

Based upon these competencies identified in the literature
(Hilty et al. 2015; Crawford et al. 2016; Sunderji et al. 2016),
we propose competencies for the practice of integrated care
via telemedicine. In our framework, we suggested telemedicine competencies at beginner, competent/ proficient, and expert levels. While settings that provide integrated care via
telepsychiatry may be rich learning environments for the beginner, we assume here that the practice of integrated care via
televideo requires that all telepsychiatry competencies at the
beginner level have been attained, such as standard history
taking, establishing trust and building rapport with patients
via telemedicine, administering tools, documentation, and understanding issues of confidentiality and ethics in the context
of telemedicine. At the competent/proficient and expert levels,
the competencies summarized in Table 1 form a foundation
for delivering effective integrated care by televideo:
Assessing the development of these competencies should
follow the same principles and methods recommended to assess other clinical competencies (Holmboe et al. 2010).
Assessment should be workplace-based, continuous, and
should include direct observation by supervisors as well as
multisource feedback from other interprofessional team members. These approaches can be supplemented by additional
methods, including case discussions, reflective exercises,

and review of documentation. While recognizing that these
methods of assessment can be used across competencies, we
have suggested methods of assessment that best suit each
competency. We are also developing simulation methods that
can be employed via televideo and televideo-based observed
structured clinical examination (OSCE) formats. Simulations
can be used to assess competencies that may not arise reliably
or frequently in the practice setting.
In addition to individual practitioner competencies, a number
of implementation factors related to both internal and external
organizational structures also need to be considered when developing collaborative partnerships that involve telepsychiatry.
Although outside of the scope of this article, important barriers
to implementation include (1) challenges with traditional
catchment-based funding and physician remuneration models;
(2) legal, ethical, and political factors; (3) variability of processes,
protocols, and service agreements between sites; (4) access, quality, and reliability of technology; (5) lack of quality assurance
practices; (6) inconsistency of care by practitioners; (7) specialist
knowledge of or access to local resources; (8) individual patient,
provider, and organizational beliefs, attitudes, and expectations
relating to telepsychiatry and integrated care; and (9) organizational champions who support telepsychiatry (Alvarez 2002;
Batterham et al. 2015; Deslich et al. 2013; Godleski et al.
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2008; Hailey et al. 2009; Hsiung 2001; Luxton et al. 2010;
Rohland 2001; Shore et al. 2007). Each of these need to be
addressed to ensure optimal functioning of integrated care
models and to allow providers to practice within the full scope
of their competencies.
In the Department of Psychiatry at the University of
Toronto, we offer clinical experiences in integrated care via
telepsychiatry that senior residents may select to fulfill their
core training requirements in integrated mental health care. As
evidence for integrated care models via telepsychiatry continues to accrue, future directions for training should include
(a) developing pedagogical approaches, clinical training experiences, and curricula for current and future psychiatrists; (b)
integrating these with training experiences for other members
of the practice team; (c) developing valid assessment tools;
and (d) targeting and evaluating for higher order outcomes
(i.e., at the patient, organization, or population level).
Given the potential of both telepsychiatry and models of
integrated care to increase access to mental healthcare, developing and sustaining competencies in both of these areas is a
priority. These competencies, and means of evaluating them,
are just beginning to be elaborated. Here, we begin this work by
synthesizing the unique competencies required to provide integrated care and participate in interdisciplinary teams, using
telepsychiatry.
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