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Abstract

Challenges in training, dissemination, and implementation have impeded the ability of providers to integrate promising
digital health tools in real-world services. There is a need for generalizable strategies to rapidly train real-world providers
at scale to support the adoption of digital health. This study describes the development of principles guiding rapid training
of community-based clinicians in the support of digital health. This training approach was developed in the context of an
ongoing trial examining implementation strategies for FOCUS, a mobile mental health intervention designed for people with
serious mental illness. The SAIL (Simple, Accessible, Inverted, Live) model introduces how digital tools can be leveraged to
facilitate rapid training of community agency-based personnel to serve as digital mental health champions, promoters, and
providers. This model emphasizes simple and flexible principles of intervention delivery, accessible materials in a virtual
learning environment, inverted or “flipped” live training structure, and live consultation calls for ongoing support. These
initial insights lay the groundwork for future work to test and replicate generalizable training strategies focused on real-world
delivery of digital mental health services. These strategies have the potential to remove key obstacles to the implementation

and dissemination of digital health interventions for mental health.
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Introduction

Mental health care is in the midst of a digital transition
(Ben-Zeev, 2020). Over the last decade, numerous digi-
tal technologies designed to assess, monitor, and treat
mental illnesses have emerged (Van Ameringen et al.,
2017), and the COVID-19 pandemic has only served to
accelerate this growth (Torous et al., 2020b; Wind et al.,
2020). During the pandemic, demand for digital health
increased rapidly (Connolly et al., 2021), investors fun-
neled billions of dollars to private sector digital mental
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health start-up companies (Ladka, 2021), and regulations
were loosened to allow for technologies to support care
continuity during the public health emergency (HHS Press
Office, 2020). This growth has been fueled by tremendous
unmet need for mental health services among individuals
with serious mental illnesses (Walker et al., 2015). Pub-
licly funded community behavioral health agencies in
particular face crisis-level workforce shortages (Assistant
Secretary for Preparedness and Response (ASPR), 2021;
Health Resources and Services Association, 2021; Turale
& Nantsupawat, 2021), and demand for services contin-
ues to increase in the wake of the COVID-19 pandemic
(Vahratian et al., 2021). Digital health interventions pre-
sent a promising means of addressing population mental
health needs (Arevian et al., 2020; Friis-Healy et al., 2021;
Rauschenberg et al., 2021); however, several barriers pre-
vent this promise from being actualized in real-world set-
tings (Mohr et al., 2018).

One crucial barrier to real-world implementation is
the lack of a workforce trained to provide digital health
interventions (Nemec & Chan, 2017; Torous & Keshavan,
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2020). The effectiveness of unguided digital mental health
interventions is limited by higher dropout rates relative to
human supported digital interventions (Mohr et al., 2019,
2021; Torous et al., 2020a). Trained clinicians are a criti-
cal component to ensuring client engagement, understand-
ing and continued functioning of digital mental health
interventions, and supporting the development and mainte-
nance of required digital infrastructure in clinical settings
(Ben-Zeev et al., 2015; Graham et al., 2019; Schueller
et al., 2017; Wisniewski & Torous, 2020). Trained person-
nel can provide ongoing motivational and technical sup-
port within the framework of “supportive accountability”
(Mohr et al., 2011), wherein the interpersonal relationship
with a caring facilitator increases intervention adherence.
Although core competencies for mHealth supporting clini-
cians have been proposed (Schueller et al., 2021), to date,
there has been little effort to establish efficient, scalable
strategies for training the existing workforce in these core
competencies.

To realize the promise of the growing body of empirical
support for digital mental health interventions, strategies
to rapidly and scalably train mental health staff to cham-
pion, promote, and deliver digital health interventions are
required. We report here on four key principles that have
grounded our efforts to train community-based behavioral
health providers in the delivery of digital health. Our group
is conducting a hybrid type III effectiveness-implementation
trial across community mental health agencies across the
state of Washington examining FOCUS — a mobile health
(mHealth) intervention designed to support self-management
in individuals with serious mental illness (SMI). Illness
self-management describes empowering individuals with
serious mental illnesses to monitor clinical status and
use available resources or coping skills to respond accord-
ingly to achieve or maintain recovery (Ben-Zeev et al., 2013;
Mueser et al., 2006). The FOCUS program combines the
use of a patient-facing mobile application with an mHealth
Support Specialist (mHSS) who is a trained provider offering
technical, motivational, and clinical support. FOCUS has
demonstrated feasibility and acceptability among individu-
als with SMI (Ben-Zeev et al., 2014), similar clinical ben-
efits to clinic-based evidence-based treatments (Ben-Zeev
et al., 2018), cost-efficiency (Ben-Zeev et al., 2021), and
high levels of engagement (Buck et al., 2020). Our ongo-
ing study provided an opportunity to develop scalable digi-
tal mental health strategies. No previous deployments of
FOCUS have involved training multiple community-based
providers to serve as mHSS at multiple locations. Further,
the constraints of the COVID-19 pandemic required that our
group’s training activities take place entirely virtually. Here
we describe key principles to guide digital mental health
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training, provide examples from the FOCUS mHealth effort,
and discuss potential implications for meeting the challenge
of rapidly training a digital-health enabled workforce.

FOCUS mHealth Support Specialist Role and Tasks

The FOCUS mHealth support specialist (mHSS) role is
informed by telebehavioral health competencies developed
by the Coalition for Technology in Behavioral Science
(CTIBS; (Maheu et al., 2017) and builds on previous work
involving research deployments of FOCUS (Ben-Zeev et al.,
2015; Jonathan et al., 2017). The mHSS has four key tasks:
(1) preparing the clinic for FOCUS launch (e.g., raising
awareness, training colleagues, establishing technological
infrastructure), (2) installing the technology and orienting
clients, (3) facilitating measurement-based care by synthe-
sizing and sharing data with the clinical team, and (4) pro-
viding ongoing mHealth skills coaching to clients through
weekly 10- to 15-min phone calls.

Remote Training of the mHealth Support Specialist

The virtual training sequence is completed over a period of
2 weeks. It is anchored by two 4 h live trainings delivered
via videoconferencing by an expert in mHealth clinical care
(i.e., the “trainer”) to clinicians at community-based behav-
ioral agencies who will fill the mHSS role (i.e., “trainees”).
In advance of the first training week, trainees are provided
introductory videos and written material that provide an
initial primer and overview to the program (about 10 min
of video, 5 pages of written text). Then, prior to each live
training, trainees are requested to asynchronously and inde-
pendently read and review relevant materials (each time
above 30 min of video, and 15 to 20 pages of text) at least
a week in advance (i.e., week #1 is used for preparation
for training #1, week #2 preparation for training #2). One
week before the first training, the trainer sends an email con-
taining links to excerpts of the training manual and videos
providing didactic content covering client-facing tasks (i.e.,
mHealth support calls and installing FOCUS). Following
the first training, trainees receive links to videos and read-
ings related to implementation-related tasks (e.g., sharing
FOCUS data with the clinical team, and preparing the clinic
for launch). Trainees are encouraged to practice client-facing
tasks with peers in the week preceding second training
(e.g., behavioral rehearsal in clinic or interacting with the
FOCUS system), and the subsequent live training provides
opportunities for review, practice, and discussion. Follow-
ing the training, trainees are allowed access to all training
materials through our training website, and ongoing support
is provided through consultation calls.
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Four Guiding Principles: Simple, Accessible,
Inverted, Live (SAIL)

Four principles ground this training approach, each of
which we describe in the following sections and depict
in Fig. 1: (1) simple and flexible principles of interven-
tion delivery, (2) accessible online learning materials,
(3) inverted or flipped live training structure, and (4)
live consultation calls for ongoing clinical support. We
believe these four principles—abbreviated as SAIL (Sim-
ple, Accessible, Inverted, Live)—have been key in allow-
ing for a streamlined, remote, and technology-mediated
training process and have potential to generalize to other
healthcare systems introducing digital health. Impor-
tantly, these principles are flexible to the needs of spe-
cific training levels; individuals with Bachelor’s, Master’s
and Doctoral levels of training have all received mHealth
training that follows them, and overall materials are suf-
ficiently flexible to match individual learner needs. In the
sections to follow, we define each of the four key training prin-
ciples, explain the rationale of each, and provide examples
from FOCUS mHealth training to demonstrate.

Guidance for clinical and
implementation activities of the
mHealth support specialist take the
form of lists of principles, relying
heavily on mnemonics, bulleted lists
and “flexibility within fidelity.”

Simple and
flexible principles

of intervention
delivery

Accessible
materials in
virtual learning

virtual learning environment.
Excerpts are shared directly to

All FOCUS mHealth-related training
materials are shared on an online

S: Simple and Flexible Principles of Intervention
Delivery

First, the intervention model should be simple, flexible, and
principle-driven. Treatment manuals introducing empirically
supported treatments are often time-consuming to review and
complex to implement (Stirman et al., 2010). Research on
distance learning supports the use of abbreviated and focused
content, reduced jargon, and mnemonics to allow for chunk-
ing and easier retention (Mahlangu, 2017). Further, the use of
core principles—rather than protocolized directives—allows
for flexible and patient-centered intervention delivery. This
approach is consistent with the “flexibility within fidelity”
(Kendall & Frank, 2018) framework, wherein core compo-
nents (e.g., core intervention goals or coaching call compo-
nents) are identified to allow for faithful implementation, but
clinicians can present these within an “adaptable periphery,”
responding to client needs, setting-specific characteristics and
clinician strengths. This approach is particularly well-suited
to digital health, where clinicians are redirecting their exist-
ing clinical skills toward novel applications rather than learn-
ing an entirely new set of professional activities.

Content simplified through
heuristics, acronyms

Flexible principles for client-
centered clinic-specific
intervention delivery

EE|

Training manual excerpts
provide introduction to role

environment

trainees one week in advance of
each of 2 four-hour live trainings.

Didactic content is delivered directly

Inverted or
flipped live
training structure

to trainees to prepare in advance,
and each of two 4-hour live training
(via Zoom) focus on practice,
behavioral rehearsal, discussion and

Q&A to ensure skill acquisition.

Live consultation
calls for ongoing
support

After the completion of training,
fidelity assessment, and launch,
mHealth support specialists continue
access to weekly, live consultation
calls focused on fidelity maintenance,
professional support, and
troubleshooting ongoing challenges.

Fig. 1 An overview of the specific components and principles of the SAIL model
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Emphasis on discussion and
practice

Ongoing consultation calls supporting
mHealth clinician via
videoconferencing

Community of mHealth support
specialists, co-supervision
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FOCUS mHealth training takes this approach in content
focused on structuring mHSS coaching calls with clients.
Training in this task involves two mnemonics that outline
both the structure and goals of a remote check-in session.
The first—GAINS—describes how a session contains the
following elements: (1) Greeting and assessment, where the
mHSS gathers information about the client’s experience with
the mHealth intervention, current symptoms, and goals for
the call; (2) Agenda, where the mHSS structures the check-in
call to follow; (3) Interventions, where the mHSS provides
troubleshooting, motivational support, or personalization of
self-management skills; (4) Next steps, where the mHSS and
client agree to a plan for self-management, mHealth use or
home practice; and (5) Scheduling, where the mHSS and
client establish a plan for the next meeting.

The second mnemonic—TAPS—describe the key activi-
ties of an mHealth call: (1) Technology troubleshooting to
ensure the device and app are functional for the client, (2)
Activation and motivation to assist clients in building or
maintaining motivation, (3) Personalization of mHealth
skills to creatively adapt mHealth suggested content in a
client-centered manner, and (4) Summarization of interven-
tions to allow clients to synthesize the learning from the call.
These elements are structured such that mHealth support
specialists cover them in order of importance as time allows
for a brief mHealth support call. For example, if a client’s
device is not working, an entire call may focus on technology
troubleshooting. In another instance, if the client has a func-
tional device and is motivated to use the system, an entire
call may focus on personalization of mHealth skills. GAINS
and TAPS provide straightforward and memorable but flex-
ible organizational principles to guide an mHealth coaching
session. For example, while the mHSS is prepared to target
all elements of the TAPS acronym, an individual mHealth
call may focus on one targeted objective (e.g., application of
a particular FOCUS skill or increasing motivation to use the
intervention). Another call might be delivered out of order
given immediate client needs (e.g., client activation or crisis)
but still maintains all the core components of an mHealth
call laid out by GAINS. For example, providers can revisit
the call agenda if additional assessment reveals a need for a
focus on particular set of issues in that call.

A: Accessible Materials Through a Virtual Learning
Environment

Second, materials must be accessible to trainees online.
Increasingly, medical professionals across disciplines are
reliant on and prefer digital resources (Egle et al., 2015).
Digital materials are quickly searchable, shareable, and
accessible across multiple settings and devices. Further,
digital resources allow other clinicians providing back-up
or coverage rapid access to the same materials that were
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used to train the lead mHealth specialist. A quick transfer
of this information is particularly important in community
mental health settings, where employee turnover is high and
trained providers may be re-deployed to other roles (Brabson
et al., 2020).

The accessibility principle is demonstrated through the
FOCUS mHealth online resource library. This website
provides access to several resources, including the train-
ing manual, training videos, suggested practices to improve
mHealth coaching skills, “cheat sheet” checklists for clini-
cal and implementation tasks, and the consultation call
schedule. Because these materials are centrally located and
digital, they can be instantly updated and disseminated at
once (compared to paper versions that would need to be
re-printed, mailed, and distributed). We have made those
materials publicly available and we encourage readers to
visit FOCUSmHealthTraining.org to access them.

I: Inverted or Flipped Live Training Structure

Third, live trainings should involve “flipped” or “inverted”
teaching. This approach describes a pedagogical strategy
that allows trainees to review didactic content asynchro-
nously, in advance of class time, such that they can use these
skills to transform knowledge into skill acquisition (Gilboy
et al., 2015). For example, in this approach, a course instruc-
tor might pre-record a lecture, require students to view this
video in advance of class meeting, and reserve in-class time
for synchronous demonstrations, discussion, or rehearsal.
Conventional training techniques may be insufficient to
train learners in the complex skills involved in evidence-
based mental health practice (Beidas & Kendall, 2010), and
flipped training approaches allow for a balance of didactic
training and deeper experiential practice, feedback, and dis-
cussion. Synchronous trainings aim to address issues that
could emerge in the future with clients and permit trainers to
assess functional competencies before launch (Beidas et al.,
2014).

The flipped approach is best exemplified in FOCUS train-
ings through the pre-workshop dissemination of FOCUS
videos and use of behavioral rehearsal during synchro-
nous training sessions. Brief videos (i.e., no longer than
10-20 min) introducing FOCUS skills are sent to trainees
at least one week prior to its corresponding synchronous
training session. With didactic content reviewed in advance,
synchronous training sessions can provide a brief review of
didactic content, but emphasize question and answer, dis-
cussion, and experiential practices to facilitate knowledge
and skill acquisition. Trainees observe the trainer demon-
strate specific skills, then practice together in real time to
allow for proximal and behaviorally specific feedback from
peers and the trainer. For example, when learning FOCUS
installation, trainees watch and read didactic content related
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to installing FOCUS before having the chance to practice
with the group and trainer in vivo via videoconferencing.
Or, when learning mHealth coaching, trainees review core
principles of sessions in advance allowing synchronous
training to emphasize observing the trainer, as well as prac-
ticing in vivo during the training session, and exchanging
feedback on performance.

L: Live Consultation Calls for Ongoing Support

Last, implementation is supported with ongoing trainer con-
sultation. Consultation describes ongoing learning opportu-
nities provided by trainers typically external to the interven-
tion setting (McLeod et al., 2018); it serves several functions
including continued training and skill development, problem
solving, clinical case application, and guided model adapta-
tion (Nadeem et al., 2013). Participation in consultation is
linked with adherence to fidelity standards, improved clini-
cian skills, and maintenance of practices over time (Beidas
et al., 2012). Group-based consultation also has the potential
to provide the opportunity for community and peer support;
these factors could be protective against burnout through
increasing group cohesion and improving perceptions of the
workplace atmosphere (Lasalvia et al., 2009).
Consultation is provided in FOCUS Training through
weekly group consultation with a FOCUS trainer delivered
through videoconferencing. Consultation meetings evenly
emphasize both clinical (i.e., patient-facing) and imple-
mentation (i.e. clinic-facing) activities. The trainer sets an
agenda weekly that includes (1) clinical case review, (2)
implementation problem-solving, and (3) a pre-prepared
“topic of the week” didactic presentation. Trainees share
metrics related to intervention delivery (e.g., pacing of client
recruitment, client engagement with FOCUS) and generate
clinical and implementation topics to discuss. The trainer
leads the group in discussion, troubleshooting, or behavio-
ral rehearsal practice in the moment, and often, these dis-
cussions inform the subsequent week’s “topic of the week”
didactic. When weekly discussion is completed, the trainer
delivers the topical presentation, either through brief instruc-
tional materials (e.g., PowerPoint slides) or verbal instruc-
tion. Examples of training content reviewed in consultation
include individual tailoring of FOCUS self-management
skills, agenda setting in coaching calls, using data to inform
and personalize mHealth coaching, and treatment termina-
tion. Calls take place weekly for 1 h and are available to
mHealth support specialists regardless of their time in the
role, number of previously attended consultation calls, or
skill level. In addition to providing didactic content, discus-
sion and practice opportunities, consultation calls have also
provided opportunities for group support and camaraderie.
For example, as new trainees have joined consultation calls,

more senior specialists have informally provided mentorship
and shared knowledge to support junior trainees.

Limitations and Areas for Growth

Though our team has experienced how SAIL principles
can facilitate successful and rapid training of an mHealth
workforce, much remains to be learned in this area. First,
little is known about relative efficacy of remote versus in-
person training modalities for specific training purposes
such as mHealth support roles, as well as the additive
value of each particular component (e.g., online resource
library vs. consultation calls and so on) in ensuring a well-
trained workforce. Second, our training experiences have
oriented around an intervention-specific mHealth support
specialist role (i.e., the FOCUS mHealth support specialist),
which differs from other models that have been suggested
in the academic literature, such as digital navigators who
provide guidance and support focused on multiple digital
tools simultaneously (Wisniewski & Torous, 2020). Differ-
ent models may suit different professionals, settings, and
target populations. Third, while the hybrid training model
provides some resource savings, it is not without costs;
for example, the training website requires updates and
maintenance. Future work is needed to address questions
related to long-term cost and sustainability both of SAIL
training and related implementation strategies. Our team’s
ongoing hybrid type-III implementation/effectiveness trial
will provide an important first step, and subsequent stud-
ies should continue to test the specific additive value of
particular training components. Finally, while the combi-
nation of multiple elements of training and sustainment
allows for personalization, much remains to be learned
about how elements could be adapted to optimize training
and consultation for the needs, preferences, and constraints
of individual learners and settings.

Conclusion

Our team has developed and successfully deployed a
remote workforce development approach consisting of
a hybrid (live and asynchronous) training delivered over
2-3 weeks, an online resource library, and ongoing consul-
tation calls. Key principles of this strategy are captured
within SAIL, as our approach has been (S) simple and
principle-driven, with (A) accessible online learning
materials, (I) inverted to allow for meaningful experiential
learning, and with (L) live consultation calls to provide
ongoing support. As mental health services continue to
incorporate digital technologies to keep up with increasing
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demand, client preferences, and standards of care, pres-
sures for healthcare systems to rapidly scale up a trained
workforce will grow. This model provides an example of
how a community mental health setting could go from
having little to no experience with digital health interven-
tions to having a provider well equipped and supported
to provide digital mental health interventions in a matter
of weeks.

Funding Research reported in this publication was supported by a
grant from the National Institute of Mental Health (ROIMH116057).
Dr. Buck is supported by a career development award (K23MH122504)
also from the National Institute of Mental Health. The content is solely
the responsibility of the authors and does not necessarily represent the
official views of the National Institutes of Health.

Declarations

Ethics Approval The study was performed in line with the prin-
ciples of the Declaration of Helsinki. Approval was granted by
the Institutional Review Board of the University of Washington
(IRB#STUDY00006141, Initial approval: 11/27/2018).

Consent to Participate Informed consent was obtained from all indi-
vidual participants in the study.

Competing Interests Dr. Ben-Zeev has financial interests in Merlin
LLC, FOCUS technology, and CORE technology. He has an inter-
vention content licensing agreement with Pear Therapeutics and has
provided consultation services to Trusst Health, K Health, Boehringer
Ingelheim, eQuility, Deep Valley Labs, and Otsuka Pharmaceuticals.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article's Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article's Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

Arevian, A. C., Jones, F., Moore, E. M., Goodsmith, N., Aguilar-Gaxiola,
S., Ewing, T., Siddiq, H., Lester, P., Cheung, E., Ijadi-Maghsoodi,
R., Gabrielian, S., Sugarman, O. K., Bonds, C., Benitez, C., Innes-
Gomberg, D., Springgate, B., Haywood, C., Meyers, D., Sherin, J.
E., & Wells, K. (2020). Mental health community and health system
issues in COVID-19: Lessons from academic, community, provider
and policy stakeholders. Ethnicity and Disease. https://doi.org/10.
18865/ED.30.4.695

Assistant Secretary for Preparedness and Response (ASPR). (2021). Direct
services workforce shortages during COVID-19 [WWW Document].
Public Health Emergency. URL https://www.phe.gov/Preparedness/

@ Springer

planning/abc/Pages/Direct-Services-Workforce-Shortages-during-
COVID-19.aspx. Accessed 20 Nov 2021.

Beidas, R. S., & Kendall, P. C. (2010). Training therapists in evidence-
based practice: A critical review of studies from a systems-contex-
tual perspective. Clinical Psychology: Science and Practice, 17,
1-30. https://doi.org/10.1111/j.1468-2850.2009.01187.x

Beidas, R. S., Cross, W., & Dorsey, S. (2014). Show me, don’t tell
me: Behavioral rehearsal as a training and analogue fidelity tool.
Cognitive and Behavioral Practice, 21, 1-11. https://doi.org/10.
1016/j.cbpra.2013.04.002

Beidas, R. S., Edmunds, J. M., Marcus, S. C., & Kendall, P. C. (2012).
Training and consultation to promote implementation of an
empirically supported treatment: A randomized trial. Psychiatric
Services. https://doi.org/10.1176/appi.ps.201100401

Ben-Zeev, D. (2020). The digital mental health genie is out of the bot-
tle. Psychiatric Services 71(12), 1212—-1213.

Ben-Zeev, D., Brenner, C. J., Begale, M., Duffecy, J., Mohr, D. C., &
Mueser, K. T. (2014). Feasibility, acceptability, and preliminary
efficacy of a smartphone intervention for schizophrenia. Schizo-
phrenia Bulletin, 40, 1244-1253. https://doi.org/10.1093/schbul/
sbu033

Ben-Zeev, D., Brian, R. M., Jonathan, G., Razzano, L., Pashka, N.,
Carpenter-Song, E., Drake, R. E., & Scherer, E. A. (2018). Mobile
health (mHealth) versus clinic-based group intervention for peo-
ple with serious mental illness: A randomized controlled trial.
Psychiatric Services, 69, 978-985. https://doi.org/10.1176/appi.
ps.201800063

Ben-Zeev, D., Drake, R., & Marsch, L. (2015). Clinical technology
specialists. BMJ. https://doi.org/10.1136/bm;j.h945

Ben-Zeev, D., Kaiser, S. M., Brenner, C. J., Begale, M., Duffecy, J.,
& Mohr, D. C. (2013). Development and Usability Testing of
FOCUS: A Smartphone System for Self-Management of Schizo-
phrenia. Psychiatric Rehabilitation Journal, 36, 289-296. https://
doi.org/10.1037/prj0000019

Ben-Zeev, D., Razzano, L., Pashka, N., & Levin, C. (2021). Cost of
mHealth versus clinic-based care for serious mental illness: Same
effects, half the price tag. Psychiatric Services, 72, 448-451.

Brabson, L. A., Harris, J. L., Lindhiem, O., & Herschell, A. D. (2020).
Workforce turnover in community behavioral health agencies in
the USA: A systematic review with recommendations. Clinical
Child and Family Psychology Review. https://doi.org/10.1007/
$10567-020-00313-5

Buck, B., Chander, A., & Ben-Zeev, D. (2020). Clinical and demo-
graphic predictors of engagement in mobile health vs. clinic-based
interventions for serious mental illness. Journal of Behavioral
and Cognitive Therapy. https://doi.org/10.1016/j.jbct.2020.03.004

Connolly, S. L., Stolzmann, K. L., Heyworth, L., Weaver, K. R., Bauer,
M. S., & Miller, C. J. (2021). Rapid increase in telemental health
within the Department of Veterans Affairs during the COVID-19
pandemic. Telemedicine and e-Health. https://doi.org/10.1089/
tm;j.2020.0233

Egle, J. P., Smeenge, D. M., Kassem, K. M., & Mittal, V. K. (2015).
The internet school of medicine: Use of electronic resources by
medical trainees and the reliability of those resources. Journal of
Surgical Education. https://doi.org/10.1016/j.jsurg.2014.08.005

Friis-Healy, E. A., Nagy, G. A., & Kollins, S. H. (2021). It is time to
REACT: Opportunities for digital mental health apps to reduce
mental health disparities in racially and ethnically minoritized
groups. JMIR Mental Health. https://doi.org/10.2196/25456

Gilboy, M. B., Heinerichs, S., & Pazzaglia, G. (2015). Enhancing stu-
dent engagement using the flipped classroom. Journal of Nutrition
Education and Behavior, 47, 109-114. https://doi.org/10.1016/].
jneb.2014.08.008

Graham, A. K., Lattie, E. G., Mohr, D. C. (2019). Experimental thera-
peutics for digital mental health. JAMA Psychiatry.


http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.18865/ED.30.4.695
https://doi.org/10.18865/ED.30.4.695
https://www.phe.gov/Preparedness/planning/abc/Pages/Direct-Services-Workforce-Shortages-during-COVID-19.aspx
https://www.phe.gov/Preparedness/planning/abc/Pages/Direct-Services-Workforce-Shortages-during-COVID-19.aspx
https://www.phe.gov/Preparedness/planning/abc/Pages/Direct-Services-Workforce-Shortages-during-COVID-19.aspx
https://doi.org/10.1111/j.1468-2850.2009.01187.x
https://doi.org/10.1016/j.cbpra.2013.04.002
https://doi.org/10.1016/j.cbpra.2013.04.002
https://doi.org/10.1176/appi.ps.201100401
https://doi.org/10.1093/schbul/sbu033
https://doi.org/10.1093/schbul/sbu033
https://doi.org/10.1176/appi.ps.201800063
https://doi.org/10.1176/appi.ps.201800063
https://doi.org/10.1136/bmj.h945
https://doi.org/10.1037/prj0000019
https://doi.org/10.1037/prj0000019
https://doi.org/10.1007/s10567-020-00313-5
https://doi.org/10.1007/s10567-020-00313-5
https://doi.org/10.1016/j.jbct.2020.03.004
https://doi.org/10.1089/tmj.2020.0233
https://doi.org/10.1089/tmj.2020.0233
https://doi.org/10.1016/j.jsurg.2014.08.005
https://doi.org/10.2196/25456
https://doi.org/10.1016/j.jneb.2014.08.008
https://doi.org/10.1016/j.jneb.2014.08.008

Journal of Technology in Behavioral Science (2023) 8:209-215

215

Health Resources and Services Association. (2021). Behavioral Health
Workforce Projections [WWW Document]. HRSA. URL https://
bhw.hrsa.gov/data-research/projecting-health-workforce-supply-
demand/behavioral-health. Accessed 20 Nov 2021.

HHS Press Office. (2020). OCR Announces Notification of Enforce-
ment Discretion for Telehealth Remote Communications During
the COVID-19 Nationwide Public Health Emergency [WWW
Document]. U.S. Department of Health and Human Services.
https://www.hhs.gov/about/news/2020/03/17/ocr-announces-
notification-of-enforcement-discretion-for-telehealth-remote-
communications-during-the-covid-19.html?fbclid=IwAROO-
0ic8IgF5sGfOU20RcI3M8PhsUCyB4TYndcPADHQISR VI TsJWi
pBVY. Accessed 20 Nov 2021.

Jonathan, G. K., Pivaral, L., & Ben-Zeev, D. (2017). Augmenting
mHealth with human support: Notes from community care of
people with serious mental illnesses. PsychiatricRehabilitation
Journal 40(3), 336-338.

Kendall, P. C., & Frank, H. E. (2018). Implementing evidence-based treat-
ment protocols: Flexibility within fidelity. Clinical Psychology: Science
and Practice. https://doi.org/10.1111/cpsp.12271

Ladka, S. (2021). Digital behavioral health is growing hand over fist.
Managed Healthcare Executive, 31.

Lasalvia, A., Bonetto, C., Bertani, M., Bissoli, S., Cristofalo, D., Marrella,
G., Ceccato, E., Cremonese, C., de Rossi, M., Lazzarotto, L., Marangon,
V., Morandin, I., Zucchetto, M., Tansella, M., & Ruggeri,
M. (2009). Influence of perceived organisational factors on job
burnout: Survey of community mental health staff. British Journal
of Psychiatry. https://doi.org/10.1192/bjp.bp.108.060871

Maheu, M. M., Drude, K. P., Hertlein, K. M., Lipschutz, R., Wall,
K., & Hilty, D. M. (2017). An interprofessional framework for
telebehavioral health competencies. Journal of Technology in
Behavioral Science. https://doi.org/10.1007/s41347-017-0038-y

Mahlangu, V. P. (2017). Professional development of adult learners
through open and distance learning. In: Global Voices in Higher
Education. https://doi.org/10.5772/intechopen.68818

McLeod, B. D., Cox, J. R., Jensen-Doss, A., Herschell, A., Ehrenreich-
May, J., & Wood, J. J. (2018). Proposing a mechanistic model of
clinician training and consultation. Clinical Psychology: Science
and Practice. https://doi.org/10.1111/cpsp.12260

Mohr, D. C., Azocar, F., Bertagnolli, A., Choudhury, T., Chrisp, P.,
Frank, R., Harbin, H., Histon, T., Kaysen, D., Nebeker, C., Richards,
D., Schueller, S. M., Titov, N., Torous, J., Arean, P. A., & on
behalf of the Banbury Forum on Digital Mental Health. (2021).
Banbury forum consensus statement on the path forward for digi-
tal mental health treatment. Psychiatric Services.

Mohr, D. C., Cuijpers, P., & Lehman, K. (2011). Supportive account-
ability: A model for providing human support to enhance adherence
to eHealth interventions. Journal of Medical Internet Research.
https://doi.org/10.2196/jmir.1602

Mohr, D. C,, Riper, H., & Schueller, S. M. (2018). A solution-focused
research approach to achieve an implementable revolution in digi-
tal mental health. JAMA Psychiatry, 75, 113—114. https://doi.org/
10.1001/jamapsychiatry.2017.3838

Mohr, D. C., Schueller, S. M., Tomasino, K. N., Kaiser, S. M., Alam,
N., Karr, C., Vergara, J. L., Gray, E. L., Kwasny, M. J., & Lattie,
E. G. (2019). Comparison of the effects of coaching and receipt
of APP recommendations on depression, anxiety, and engagement
in the IntelliCare platform: Factorial randomized controlled trial.
Journal of Medical Internet Research. https://doi.org/10.2196/
13609

Mueser, K. T., Meyer, P. S., Penn, D. L., Clancy, R., Clancy, D. M.,
& Salyers, M. P. (2006). The illness management and recovery
program: Rationale, development, and preliminary findings. In:
Schizophrenia Bulletin. https://doi.org/10.1093/schbul/sbl022

Nadeem, E., Gleacher, A., & Beidas, R. S. (2013). Consultation as
an implementation strategy for evidence-based practices across

multiple contexts: Unpacking the black box. Administration and
Policy in Mental Health and Mental Health Services Research.
https://doi.org/10.1007/s10488-013-0502-8

Nemec, P. B., & Chan, S. (2017). Behavioral health workforce develop-
ment challenges in the digital health era. Psychiatric Rehabilita-
tion Journal, 40, 339-341. https://doi.org/10.1037/prj0000283

Rauschenberg, C., Schick, A., Hirjak, D., Seidler, A., Paetzold, I.,
Apfelbacher, C., Riedel-Heller, S. G., & Reininghaus, U. (2021).
Evidence synthesis of digital interventions to mitigate the nega-
tive impact of the COVID-19 pandemic on public mental health:
Rapid meta-review. Journal of Medical Internet Research. https://
doi.org/10.2196/23365

Schueller, S. M., Armstrong, C. M., Neary, M., & Ciulla, R. P. (2021).
An introduction to core competencies for the use of mobile apps
in cognitive and behavioral practice. Cognitive and Behavioral
Practice. https://doi.org/10.1016/j.cbpra.2020.11.002

Schueller, S. M., Tomasino, K. N., & Mohr, D. C. (2017). Integrating
human support into behavioral intervention technologies: The
efficiency model of support. Clinical Psychology: Science and
Practice. https://doi.org/10.1111/cpsp.12173

Stirman, S. W., Bhar, S. S., Spokas, M., Brown, G. K., Creed, T. A,
Perivoliotis, D., Farabaugh, D. T., Grant, P. M., & Beck, A. T.
(2010). Training and consultation in evidence-based psychosocial
treatments in public mental health settings: The ACCESS model.
Professional Psychology: Research and Practice. https://doi.org/
10.1037/a0018099

Torous, J., & Keshavan, M. (2020). COVID-19, mobile health and
serious mental illness. Schizophrenia Research. https://doi.org/
10.1016/j.schres.2020.04.013

Torous, J., Lipschitz, J., Ng, M., & Firth, J. (2020a). Dropout rates in clini-
cal trials of smartphone apps for depressive symptoms: A systematic
review and meta-analysis. Journal of Affective Disorders. https://doi.
org/10.1016/j.jad.2019.11.167

Torous, J., Myrick, K. J., Rauseo-Ricupero, N., & Firth, J. (2020b).
Digital mental health and COVID-19: Using technology today
to accelerate the curve on access and quality tomorrow. Journal
of Medical Internet Research, 7, e18840. https://doi.org/10.2196/
18848

Turale, S., & Nantsupawat, A. (2021). Clinician mental health, nurs-
ing shortages and the COVID-19 pandemic: Crises within crises.
International Nursing Review. https://doi.org/10.1111/inr.12674

Vahratian, A., Blumberg, S. J., Terlizzi, E. P., Schiller, J. S. (2021).
Symptoms of anxiety or depressive disorder and use of mental
health care among adults during the COVID-19 pandemic —
United States, August 2020-February 2021. MMWR Surveillance
Summaries, 70. https://doi.org/10.15585/mmwr.mm7013e2

Van Ameringen, M., Turna, J., Khalesi, Z., Pullia, K., & Patterson, B.
(2017). There is an app for that! The current state of mobile appli-
cations (apps) for DSM-5 obsessive-compulsive disorder, post-
traumatic stress disorder, anxiety and mood disorders. Depression
and Anxiety. https://doi.org/10.1002/da.22657

Walker, E. R., Cummings, J. R., Hockenberry, J. M., & Druss, B. G.
(2015). Insurance status, use of mental health services, and unmet
need for mental health care in the united states. Psychiatric Ser-
vices. https://doi.org/10.1176/appi.ps.201400248

Wind, T. R., Rijkeboer, M., Andersson, G., & Riper, H. (2020). The
COVID-19 pandemic: The ‘black swan’ for mental health care and
a turning point for e-health. Internet Interventions. https://doi.org/
10.1016/j.invent.2020.100317

Wisniewski, H., & Torous, J. (2020). Digital navigators to implement
smartphone and digital tools in care. Acta Psychiatrica Scandi-
navica, 141, 350-355. https://doi.org/10.1111/acps.13149

Publisher's Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

@ Springer


https://bhw.hrsa.gov/data-research/projecting-health-workforce-supply-demand/behavioral-health
https://bhw.hrsa.gov/data-research/projecting-health-workforce-supply-demand/behavioral-health
https://bhw.hrsa.gov/data-research/projecting-health-workforce-supply-demand/behavioral-health
https://www.hhs.gov/about/news/2020/03/17/ocr-announces-notification-of-enforcement-discretion-for-telehealth-remote-communications-during-the-covid-19.html?fbclid=IwAR0O-0ic8IgF5sGfOU2ORcI3M8PhsUCyB4TYndcPADHQIsRvfJTsJWipBvY
https://www.hhs.gov/about/news/2020/03/17/ocr-announces-notification-of-enforcement-discretion-for-telehealth-remote-communications-during-the-covid-19.html?fbclid=IwAR0O-0ic8IgF5sGfOU2ORcI3M8PhsUCyB4TYndcPADHQIsRvfJTsJWipBvY
https://www.hhs.gov/about/news/2020/03/17/ocr-announces-notification-of-enforcement-discretion-for-telehealth-remote-communications-during-the-covid-19.html?fbclid=IwAR0O-0ic8IgF5sGfOU2ORcI3M8PhsUCyB4TYndcPADHQIsRvfJTsJWipBvY
https://www.hhs.gov/about/news/2020/03/17/ocr-announces-notification-of-enforcement-discretion-for-telehealth-remote-communications-during-the-covid-19.html?fbclid=IwAR0O-0ic8IgF5sGfOU2ORcI3M8PhsUCyB4TYndcPADHQIsRvfJTsJWipBvY
https://www.hhs.gov/about/news/2020/03/17/ocr-announces-notification-of-enforcement-discretion-for-telehealth-remote-communications-during-the-covid-19.html?fbclid=IwAR0O-0ic8IgF5sGfOU2ORcI3M8PhsUCyB4TYndcPADHQIsRvfJTsJWipBvY
https://doi.org/10.1111/cpsp.12271
https://doi.org/10.1192/bjp.bp.108.060871
https://doi.org/10.1007/s41347-017-0038-y
https://doi.org/10.5772/intechopen.68818
https://doi.org/10.1111/cpsp.12260
https://doi.org/10.2196/jmir.1602
https://doi.org/10.1001/jamapsychiatry.2017.3838
https://doi.org/10.1001/jamapsychiatry.2017.3838
https://doi.org/10.2196/13609
https://doi.org/10.2196/13609
https://doi.org/10.1093/schbul/sbl022
https://doi.org/10.1007/s10488-013-0502-8
https://doi.org/10.1037/prj0000283
https://doi.org/10.2196/23365
https://doi.org/10.2196/23365
https://doi.org/10.1016/j.cbpra.2020.11.002
https://doi.org/10.1111/cpsp.12173
https://doi.org/10.1037/a0018099
https://doi.org/10.1037/a0018099
https://doi.org/10.1016/j.schres.2020.04.013
https://doi.org/10.1016/j.schres.2020.04.013
https://doi.org/10.1016/j.jad.2019.11.167
https://doi.org/10.1016/j.jad.2019.11.167
https://doi.org/10.2196/18848
https://doi.org/10.2196/18848
https://doi.org/10.1111/inr.12674
https://doi.org/10.15585/mmwr.mm7013e2
https://doi.org/10.1002/da.22657
https://doi.org/10.1176/appi.ps.201400248
https://doi.org/10.1016/j.invent.2020.100317
https://doi.org/10.1016/j.invent.2020.100317
https://doi.org/10.1111/acps.13149

	Developing the Workforce of the Digital Future: Leveraging Technology to Train Community-Based Mobile Mental Health Specialists
	Abstract
	Introduction
	FOCUS mHealth Support Specialist Role and Tasks
	Remote Training of the mHealth Support Specialist

	Four Guiding Principles: Simple, Accessible, Inverted, Live (SAIL)
	S: Simple and Flexible Principles of Intervention Delivery
	A: Accessible Materials Through a Virtual Learning Environment
	I: Inverted or Flipped Live Training Structure
	L: Live Consultation Calls for Ongoing Support

	Limitations and Areas for Growth
	Conclusion
	References


