
ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 18, NO. 5 ✦ SEPTEMBER/OCTOBER 2020

438

Telepsychiatric Consultation as a Training and Workforce 
Development Strategy for Rural Primary Care

Morhaf Al Achkar, MD, PhD1

Ian M. Bennett, MD, PhD1,2

Lydia Chwastiak, MD, MPH2

Theresa Hoeft, PhD2

Tre Normoyle, PhD3

Melinda Vredevoogd, MS2

Davis G. Patterson, PhD1

1Department of Family Medicine, Univer-
sity of Washington, Seattle, Washington
2Department of Psychiatry and Behav-
ioral Sciences, University of Washington, 
Seattle, Washington
3Valley View Health Center, Chehalis, 
Washington

 Annals Journal Club selection; 
see inside back cover or https://www.Ann 
Fam Med.org/content/AJC/..

Conflicts of interest: authors report none.

CORRESPONDING AUTHOR

Morhaf Al Achkar, MD, PhD
Department of Family Medicine
University of Washington
314 NE Thornton Place
Seattle, WA 98125
alachkar@uw.edu

ABSTRACT
PURPOSE There is a shortage of rural primary care personnel with expertise in 
team care for patients with common mental disorders. Building the workforce 
for this population is a national priority. We investigated the feasibility of regular 
systematic case reviews through telepsychiatric consultation, within collaborative 
care for depression, as a continuous training and workforce development strategy 
in rural clinics.

METHODS We developed and pilot-tested a qualitative interview guide based 
on a conceptual model of training and learning. We conducted individual semi-
structured interviews in 2018 with diverse clinical and nonclinical staff at 3 rural 
primary care sites in Washington state that used ongoing collaborative care and 
telepsychiatric consultation. Two qualitative researchers independently analyzed 
transcripts with iterative input from other research team members.

RESULTS A total of 17 clinical, support, and administrative staff completed inter-
views. Participants’ feedback supported the view that telepsychiatric case review-
based consultation enhanced skills of diverse clinical team members over time, 
even those who had not directly participated in case reviews. All interviewees 
identified specific ways in which the consultations improved their capacity to 
identify and treat psychiatric disorders. Perceived benefits in implementation and 
sustainability included fidelity of the care process, team resilience despite mem-
ber turnover, and enhanced capacity to use quality improvement methods.

CONCLUSIONS Weekly systematic case reviews using telepsychiatric consultation 
served both as a model for patient care and as a training and workforce develop-
ment strategy in rural primary care sites delivering collaborative care. These are 
important benefits to consider in implementing the collaborative care model of 
behavioral health integration.

Ann Fam Med 2020;18:438-445. https://doi.org/10.1370/afm.2561.

INTRODUCTION

Common mental health disorders, including depression and anxiety, 
are leading causes of global disability1 and contribute substantially 
to premature mortality.1,2 Most treatment of behavioral health dis-

orders occurs in primary care, which has been described as the de facto 
mental health system of the United States.3 This association is particularly 
true in rural areas, where the burden of these disorders (and suicide) is 
greater and specialty services are less available than in urban settings.4-6 
Building capacity of rural primary care clinics to deliver high-quality men-
tal health care, including through workforce development, is a major goal 
of national health policy.7-8 Behavioral health integration models, which 
provide specialty care input within primary care settings, are widely seen as 
a means of enhancing mental health care capacity, but are often insufficient 
to meet demand because of a limited workforce, especially in rural settings.9 
Developing clinical skills of existing rural clinicians and staff could rapidly 
and sustainably build capacity to address community mental health needs.10

The collaborative care model of integrated care has a large evidence 
base supporting its effectiveness in treating behavioral health disorders 
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in primary care. National policy efforts and new bill-
ing codes for bundled payment have increased the 
model’s dissemination, but this complex model requires 
substantial effort to implement.11-14 In this integrated 
care model, primary care physicians retain primary 
responsibility for treatment of behavioral health dis-
orders with the support of 2 new team members: a 
behavioral health care manager and a consulting psy-
chiatrist (Figure 1). Care managers (typically social 
workers, therapists, or nurses) work in the primary 
care clinic, provide measurement-based care and care 
coordination, and also may offer brief psychotherapy 
for depression or anxiety. Consulting psychiatrists 

provide expert recommendations on patient care 
through weekly caseload reviews with care manag-
ers, using tools and workflows guided by principles 
of effective chronic disease management, including a 
registry for tracking outcomes and process measures, 
measurement-based care, evidence-based treatments, 
a treatment-to-target strategy, and stepped care.15-17 
During regular systematic case reviews, psychiatrists 
provide input on patients through in-person or remote 
teleconsultation, leveraging psychiatric expertise to 
deliver specialty mental health care to more patients.18

An important principle of traditional specialty 
consultation is to disseminate authoritative clini-
cal knowledge to the referring clinician and medical 
community.19-22 This educational function improves 
the treatment of the patient for whom consultation is 
sought and enhances the care and outcomes of future 
patients with similar clinical presentations. Regular 
systematic case review may provide contextualized 
training that enhances a range of patient, clinician, and 
implementation and sustainability outcomes.23 A clini-
cal team’s continuous learning via input on patient out-
comes and evidence-based treatment options is a key 
element of a learning health care system.24 We hypoth-
esized that over time, the collaborative care model 
serves as a training and workforce development strat-
egy, a potentially important additional benefit. This 
qualitative study examined whether the model supports 
knowledge transmission (eg, training and workforce 
development) in rural primary care settings.

METHODS
We conducted a qualitative study using semistructured 
interviews. One qualitative investigator completed 
interviews from November 2016 through April 2017 at 
3 rural or rural-serving primary care sites in Washing-
ton state that had implemented the collaborative care 
model in community health centers through the state’s 
Mental Health Integration Program. Sites with suc-
cessful implementation—based on sustained high rates 
of clinical improvement—were selected for the study. 
We followed a purposeful sampling strategy to include 
representation of all team member roles at 2 sites: 
clinicians, support personnel, and administrative staff. 
At both sites, clinicians and staff had received formal 
training in the collaborative care model, and the sites 
had provided this model for at least 2 years.

The formal training elements were part of a stan-
dard implementation approach of the Advancing Inte-
grated Mental Health Solutions (AIMS) Center of the 
University of Washington, described in more detail 
elsewhere.25 Briefly, formal training included a 1-day 
workshop for collaborative care model team members, 

Figure 1. Initial conceptual model for training 
support by weekly systematic case review 
through telepsychiatry consultation.
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primary care clinicians, and the internal implementa-
tion team and a second day of skills-based training for 
the care managers. In addition, a series of webinars on 
training topics were available for all clinicians and staff. 
Psychiatrists led the training, along with behavioral 
health leads if present at the clinic. Behavioral health 
leads had administrative responsibility for the collab-
orative care model along with other behavioral health 
responsibilities. They allocated time to train care team 
members and coordinate communication among orga-
nizational leadership, care team members, and other 
staff. These individuals sometimes also had duties as 
care managers and worked with patients directly.

We developed a conceptual model of training 
through telepsychiatric consultation based on team 
expertise and literature on educational learning mod-
els, including consultation, informal learning, and 
just-in-time learning (Figure 1).26-29 We conceptualized 
consultation within an implementation science frame-
work, in which consultants have both specific exper-
tise in intervention strategies as well as knowledge 
and experience of applying these strategies in varied 
settings.26 We distinguished between informal and 
formal learning. Formal learning involves removing the 
learner from day-to-day work to join in simulations, 
lectures, and other instructional activities. Informal 
learning, in contrast, is mainly a social process that 
occurs through action and reflection involving coach-
ing and mentoring, self-directed learning, networking, 
and trial and error.27 Just-in-time training provides 
information at predetermined intervals, ensuring effec-
tive and timely dissemination of critical information to 
learners.28,29

We used our conceptual model to develop tailored 
guides for interviewing collaborative care model team 
members in different roles (consulting psychiatrist, 
care manager, primary care clinician, and medical 
staff). We pilot-tested the interview guides with col-
laborative care model team members in a university 
hospital-based clinic and revised the guides based on 
their feedback (the final version is included in Supple-
mental Appendix 1, https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/).

The first qualitative investigator conducted inter-
views in person during site visits, except for 3 primary 
care physicians who were interviewed by telephone. 
Interviews ranged from 21 to 95 minutes, averaging 
56 minutes. We audio-recorded and transcribed all 
interviews. Two study team members independently 
reviewed transcripts for accuracy and removed identi-
fying information before analysis with NVivo 11 Pro 
qualitative software (QSR International).

With the entire study team’s input, the first qualita-
tive investigator and a second qualitative investigator 

independently completed an iterative thematic analy-
sis. First, we captured text describing interactions 
where training, learning, or both occurred. We then 
coded each excerpt using low-level inferences.30 We 
further organized the codes according to interview-
ees’ clinic roles. Finally, we grouped the codes under 
themes and subthemes. The study team met as a group 
to review and revise the iterative thematic analysis, 
during which our diverse backgrounds supported criti-
cal reflections.

Investigator positions and expertise were comple-
mentary. The first qualitative investigator, who led 
design and data collection, holds a PhD in sociology 
and is a health analyst focused on community engage-
ment. The second qualitative investigator, who holds 
an MD and PhD and is trained in qualitative method-
ologies, brought sensitivity to education conceptual-
ization frameworks. Other team members included a 
primary care physician, a psychiatrist, a health econo-
mist, and a sociologist and health services researcher 
with expertise in rural health and primary care. All 
team members had research or clinical experience with 
behavioral health integration into primary care. The 
University of Washington Institutional Review Board 
approved the study.

RESULTS
We completed interviews with 17 participants work-
ing in rural clinics that used collaborative care teams 
with telepsychiatry consultation. Table 1 presents their 
characteristics. Participants had a median of 2 years of 
experience in collaborative care.

Table 1. Participant Characteristics (N = 17)

Characteristic Value

Team role, No.  

Primary care clinician 4

Care manager 9

Consulting psychiatrist 3

Medical assistant 1

Age group, No.  

20-29 y 1

30-39 y 5

40-49 y 2

50-59 y 6

≥60 y 3

Sex (self-identified), No.  

Female 10

Male 7

Years of experience, median (range)  

Since finishing training 7 (1-39)

In collaborative care 2 (0.25-10)

https://www.AnnFamMed.org/content/18/5/438/suppl/DC1/
https://www.AnnFamMed.org/content/18/5/438/suppl/DC1/
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Learning and Training Themes
We identified a total of 17 themes related to team 
members’ training and learning in the collaborative 
care model. We discuss these themes categorized by 
team member role.

Primary Care Clinicians
In the collaborative care model, primary care clini-
cians learned to work proficiently with patients with 
mental illness. We identified 4 themes related to pri-
mary care clinician training and learning, outlined in 
Supplemental Table 1 (https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/) and discussed below. 

First, primary care clinicians taking jobs in these 
rural clinics often had little behavioral health training 
and scant exposure to the collaborative care model. 
With minimal training or experience—many were in 
their first job—primary care clinicians in these rural 
clinics were often initially unprepared and uncomfort-
able caring for patients with mental illnesses. They 
were also rarely aware of community behavioral health 
resources and had minimal exposure to, and no formal 
training in, the collaborative care model.

Second, through the collaborative care model, pri-
mary care clinicians became more competent diagnos-
ing mental illnesses and recognizing the importance 
of mental health. They learned to identify the presen-
tation of behavioral health disorders and diagnostic 
criteria. They also gained knowledge of differential 
diagnosis and the impact of alcohol and substance use 
on mental health.

Third, primary care clinicians developed appropri-
ate language for engaging patients and competency 
to formulate treatment plans. By listening to the care 
manager and reading the psychiatrist’s notes on previ-
ous patients, primary care clinicians acquired language 
for talking to patients about mental illness and intro-
ducing them to treatment options. For example, some 
teams referred to care managers as life coaches or 
health coaches to help engage individuals who might 
resist seeing a psychiatrist or therapist. Primary care 
clinicians learned about appropriate medication regi-
mens from interactions with the psychiatrist. They 
also developed an appreciation for nonpharmacologic 
behavioral health interventions and management strat-
egies. With the care manager’s on-site availability, they 
began connecting patients to behavioral health coun-
seling services more.

Fourth, through participating in the collabora-
tive care model, primary care clinicians became more 
proficient in managing behavioral health disorders, 
which transferred to the care of other patients with 
behavioral health needs. They became more comfort-
able making decisions and managing behavioral health 

disorders, and expanded their treatment options. The 
instruction and knowledge they received were then 
applied to additional patients. Primary care clinicians 
grew professionally as their experience increased. 
Their prescribing practices also improved, even with 
more complex mental health conditions, and they 
became more autonomous. By relying more on vali-
dated screening and measurement tools, participants 
reported the quality of care improved.

Care Managers
Care managers integrated an evidence-based model for 
mental health in primary care. We identified 5 themes 
related to care manager training and learning, outlined 
in Supplemental Table 2 (https://www.AnnFamMed.
org/content/18/5/438/suppl/DC1/) and discussed below. 

First, care managers were initially unprepared for 
the collaborative care model. Many reported never 
having worked or received training in the collaborative 
care model. Some also had limited knowledge of the 
presentation of behavioral health disorders. Over time, 
they developed skills through regular caseload reviews 
with the consulting psychiatrist and contextualized 
interactions with primary care clinicians and patients.

Second, care managers learned the biopsychosocial 
model of patient care within an integrative framework. 
After becoming familiar with this model, care manag-
ers grew to appreciate how medical issues affect men-
tal health. They changed their style of interaction with 
patients to adapt to the faster pace of primary care as 
compared with that in mental health specialty settings.

Third, care managers developed new competencies 
in building relationships and working effectively on a 
care team. They learned to work with primary care cli-
nicians, respecting their busy schedules, diverse work 
styles, and communication preferences. By being mind-
ful of primary care clinicians’ preferences, they learned 
how to build relationships and tailor their approach to 
each clinician. They also received coaching from the 
psychiatrist to effectively present recommendations to 
primary care clinicians.

Fourth, care managers increased their proficiency 
in diagnosing and managing mental illnesses. Care 
managers learned systematic approaches to assessment 
and diagnosis of mental illnesses, including differential 
diagnosis. They learned about medications and evalu-
ation of response to treatment. Care managers also 
received coaching on indications for and delivery of 
brief behavioral interventions.

Fifth, care managers expanded their competency 
and improved quality of their care by applying learn-
ing to the care of new patients. Psychiatrists provided 
a scaffold for care managers’ professional growth. 
Beyond the impact on new patients, the care managers 

https://www.AnnFamMed.org/content/18/5/438/suppl/DC1/
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became more prepared for new situations. Care quality 
reportedly improved over time, especially through use 
of evidence-based tools for screening and evaluation of 
treatment responses.

Consulting Psychiatrists
In the collaborative care model, consulting psychia-
trists learned to coach the team and to lead program 
implementation. We identified 4 themes related to 
the consulting psychiatrists’ learning, outlined in 
Supplemental Table 3, (https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/) and discussed below. 

First, psychiatrists gained new perspectives and 
insights. They learned how the collaborative care model 
differs from traditional consult-liaison psychiatry. They 
also learned about primary care culture, the local com-
munity, and (often limited) treatment referral resources.

Second, psychiatrists played an educator role. 
They learned to become model teachers and taught by 
expounding clinical decision making. Although often 
directive in pursuing efficiency, the consulting psychia-
trist also engaged learners in rich conversations as an 
educational strategy.

Third, psychiatrists came to appreciate that team 
learning is bidirectional. They learned to approach 
primary care team members with humility, knowing 
that primary care clinicians and care managers are also 
experts with valuable information relevant to patient 
care. Care managers served as sources of information 
for patients and clinicians that was critical for effec-
tive consultation. Psychiatrists also learned to leverage 
team members’ expertise and creativity.

Fourth, psychiatrists, with their teams, learned the 
requirements for a sustainable program. They deter-
mined that continued efforts were needed to maintain 
program components and fidelity, as sustaining the 
collaborative care model requires building relation-
ships with clinicians and engaging leadership. Finally, 
psychiatrists learned the importance of retraining team 
members in the face of high staff and clinician turnover.

Ancillary Staff
Through the model, ancillary staff learned to sup-
port collaborative care model tasks. We identified 4 
themes related to ancillary staff learning, outlined in 
Supplemental Table 4 (https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/) and discussed below. 

First, medical assistants learned to screen for mental 
illness and talk to affected patients. With care manager 
coaching, medical assistants developed competencies 
relevant to caring for this population. Over time, they 
came to understand mental illness as an important 
problem and became more active in collaborative care 
model roles.

Second, interpreters learned how to work in a med-
ical setting using the collaborative care model. Because 
these rural clinics served large populations of Spanish-
speaking patients, training the interpreters became 
essential for the model’s implementation.

Third, receptionists learned how to schedule 
behavioral health appointments for care managers. 
They also learned to communicate with patients about 
visit scheduling and duration, which sometimes needed 
to be longer.

Fourth, billers became more proficient at billing 
for behavioral health services. Over time, they learned 
to support the collaborative care model by applying 
appropriate billing codes for care management ser-
vices, which helped to provide sustainable revenue.

Final Model
Collectively, the above findings prompted us to revise 
our initial model of knowledge transmission and 
training to a final model, shown in Figure 2. Key ele-
ments include a range of formal and informal learning 
processes, as well as much more complex information 
flows, including bidirectionally with the consulting 
psychiatrist. Learning pathways for primary care clini-
cians and care managers are presented in Supplemental 
Appendixes 2 and 3 (https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/). We identified consis-
tent evidence that informal learning occurred regularly 
through interaction of diverse clinical team members 
and was associated with the case review process. 
Additional implementation and sustainability themes 
included support for the fidelity of care processes, 
attention to quality improvement, and resilience to 
staff turnover.

DISCUSSION
Our study of rural clinics with established collabora-
tive care model programs provides evidence that this 
model serves as a training and workforce development 
strategy. Although formal training of the collaborative 
care model team was necessary for successful imple-
mentation, after the initial program launch, all team 
members continued learning from each other through 
their interactions. Learning went beyond just-in-time 
information, coaching, and support from the consult-
ing psychiatrist. Treatment of individual patients led 
to accumulation of experience with screening, assess-
ment, and treatment strategies that could be applied to 
other patients.

All study participants perceived improvements 
in their competency as part of a chronic care team 
and provided clear examples of their own and other 
team members’ enhanced patient interactions and 

https://www.AnnFamMed.org/content/18/5/438/suppl/DC1/
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proficiency in care delivery. These distinct personnel 
would not otherwise have worked together on this par-
ticular issue, and thus, their individual and team learn-
ing (depicted in Figure 2) supported implementation 

and sustainability of ongoing care using the collabora-
tive care model.23 Furthermore, these interactions sup-
ported the transformation of existing clinic personnel 
into an effective and resilient chronic care team.

Figure 2. Final model of learning and training pathways and content for telepsychiatry consultation 
collaborative care.
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Policy makers interested in rural mental health and 
development of a chronic illness workforce should 
consider this specialist consultation model of team 
care a promising framework for rapidly building exist-
ing primary care capacity to improve care outcomes. 
Training consulting psychiatrists and care managers to 
focus explicitly on the model’s workforce development 
benefits may reduce variability in integrated behavioral 
health and maximize the potential to achieve the goal 
of high-quality care for all rural patients. Furthermore, 
to be perceived as effective educators, consulting 
psychiatrists needed to learn about the team’s work 
culture and the rural communities they served. These 
consultants taught by describing their thought pro-
cesses and making explicit recommendations that team 
members could apply to future patient encounters. 
They were also perceived as partners and treated the 
team with humility, recognizing that learning was 
bidirectional. These notions can be incorporated into 
training of psychiatrists for their future role in the col-
laborative care model.

Several lines of evidence support our conclusion 
that the collaborative care model provided continuous 
learning at study sites. First, all participants reported 
having little experience with mental health and team-
based care before model implementation. Second, 
documented learning included aspects unique to the 
collaborative care model, such as improving popula-
tion health, using evidence-based treatments, and 
communicating as a team. Third, participants reported 
convergence between learners’ practices and those 
of more knowledgeable team members. Examples of 
these convergences included reasoning for medication 
prescribing, the language of patient engagement, and 
evidence-based behavioral interventions. Lastly, team 
care members often named precisely where in the care 
process and how they learned specific practices. For 
example, primary care clinicians reported learning how 
to present the collaborative care process to patients 
from care managers, care managers described learn-
ing how to carry out mental health assessments from 
consulting psychiatrists, and psychiatrists described 
learning from care managers about patient needs and 
available community resources.

The concept of a learning health care system 
frames key elements that drive improvements in qual-
ity of care including the use of clinical teams to work 
with patients to tailor care to their specific needs.24 
Central to this framework is monitoring care deliv-
ery and patient outcomes for continuous learning, 
facilitated by health informatics tools. Although no 
universal approach exists for achieving these goals, our 
study highlights the feasibility of the collaborative care 
model for treating common mental disorders.

This study brings important new knowledge to 
the field of behavioral health integration, but we also 
acknowledge limitations. First, we studied a small num-
ber of sites whose attributes may not generalize to oth-
ers. These sites represent the perspectives of mature, 
high-functioning collaborative care model exemplars. 
This selection was appropriate for our goal of under-
standing information flow in sites that have effectively 
implemented this complex intervention. Our in-depth 
explorations of diverse personnel allowed for better 
understanding of learning and discerning lessons that 
can be shared in other rural primary care settings that 
are considering adopting the collaborative care model. 
Additional investigation of less successful sites could 
provide valuable insights about a wider range of clinics. 
Second, we were unable to assess objective evidence of 
learning flows through clinical teams that would have 
helped gauge the relative importance of the themes 
we identified. Nevertheless, triangulating the percep-
tions of individuals occupying different roles yielded 
consistent evidence of team learning. Finally, this study 
focused on the collaborative care model, and conclu-
sions about continuous learning may not apply to other 
integrated care models.

To our knowledge, this is the first study explor-
ing whether the collaborative care model serves not 
only as an evidence-based model of patient care, but 
also as a training and workforce development strategy 
within primary care sites. Although robust evidence 
supports the collaborative care model’s clinical benefit 
and national policies support its implementation, these 
additional benefits should be considered when choos-
ing among distinct models of behavioral health inte-
gration for local implementation.31 High-performing 
collaborative care model programs show evidence of 
continuous learning, but this model’s implementation 
is complex and highly variable.14 Additional research 
should investigate how this variability may relate to 
patient outcomes and assess variability in elements of 
training and workforce development. Research is also 
needed to determine how the collaborative care mod-
el’s continuous learning aspects might address common 
challenges, such as staff turnover, and determine the 
extent to which our findings can support behavioral 
health integration in rural settings.
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online at https://www.AnnFamMed.org/content/18/5/438.
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