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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 semistructured 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 reviewbased 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 member 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 development 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.
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ommon 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 disorders 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 mental 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 billing 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 disorders with the support of 2 new team members: a
behavioral health care manager and a consulting psychiatrist (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
Figure 1. Initial conceptual model for training
support by weekly systematic case review
through telepsychiatry consultation.
Consulting Psychiatrist
Consult on case
Support the team’s assessment and treatment

Clinical Context

Care Manager
Engage patients

provide expert recommendations on patient care
through weekly caseload reviews with care managers, 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 clinical 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 clinical team’s continuous learning via input on patient outcomes and evidence-based treatment options is a key
element of a learning health care system.24 We hypothesized that over time, the collaborative care model
serves as a training and workforce development strategy, 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.

Track patients in registry
using outcome data

METHODS

Provide care management
Deliver brief psychotherapy

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 Washington state that had implemented the collaborative care
model in community health centers through the state’s
Mental Health Integration Program. Sites with successful 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 standard implementation approach of the Advancing Integrated 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,

Ancillary Staff

Primary Care Clinician
Identify patients
Introduce collaborative care
Make diagnosis
Deliver treatment:
• Prescribe medication
• Support self-management
• Refer to psychotherapy

Patient

Direct care review
Notes of consulting psychiatrist
Hypothesized training pathway
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primary care clinicians, and the internal implementation 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 collaborative care model along with other behavioral health
responsibilities. They allocated time to train care team
members and coordinate communication among organizational 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 models, including consultation, informal learning, and
just-in-time learning (Figure 1).26-29 We conceptualized
consultation within an implementation science framework, in which consultants have both specific expertise 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 coaching and mentoring, self-directed learning, networking,
and trial and error.27 Just-in-time training provides
information at predetermined intervals, ensuring effective 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 collaborative care model team members in a university
hospital-based clinic and revised the guides based on
their feedback (the final version is included in Supplemental Appendix 1, https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/).
The first qualitative investigator conducted interviews 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 identifying information before analysis with NVivo 11 Pro
qualitative software (QSR International).
With the entire study team’s input, the first qualitative investigator and a second qualitative investigator
ANNALS O F FAMILY MEDICINE
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independently completed an iterative thematic analysis. 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 interviewees’ 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 critical reflections.
Investigator positions and expertise were complementary. The first qualitative investigator, who led
design and data collection, holds a PhD in sociology
and is a health analyst focused on community engagement. The second qualitative investigator, who holds
an MD and PhD and is trained in qualitative methodologies, brought sensitivity to education conceptualization frameworks. Other team members included a
primary care physician, a psychiatrist, a health economist, 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 working 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)
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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 clinicians learned to work proficiently with patients with
mental illness. We identified 4 themes related to primary 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 uncomfortable 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, primary care clinicians became more competent diagnosing mental illnesses and recognizing the importance
of mental health. They learned to identify the presentation 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 appropriate language for engaging patients and competency
to formulate treatment plans. By listening to the care
manager and reading the psychiatrist’s notes on previous patients, primary care clinicians acquired language
for talking to patients about mental illness and introducing 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 regimens from interactions with the psychiatrist. They
also developed an appreciation for nonpharmacologic
behavioral health interventions and management strategies. With the care manager’s on-site availability, they
began connecting patients to behavioral health counseling services more.
Fourth, through participating in the collaborative 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 comfortable making decisions and managing behavioral health
ANNALS O F FAMILY MEDICINE
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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 validated 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 managers grew to appreciate how medical issues affect mental 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 clinicians, respecting their busy schedules, diverse work
styles, and communication preferences. By being mindful 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 evaluation 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 learning to the care of new patients. Psychiatrists provided
a scaffold for care managers’ professional growth.
Beyond the impact on new patients, the care managers
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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 psychiatrists 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 community, 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 psychiatrist 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 effective consultation. Psychiatrists also learned to leverage
team members’ expertise and creativity.
Fourth, psychiatrists, with their teams, learned the
requirements for a sustainable program. They determined that continued efforts were needed to maintain
program components and fidelity, as sustaining the
collaborative care model requires building relationships 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 support 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.
ANNALS O F FAMILY MEDICINE
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Second, interpreters learned how to work in a medical setting using the collaborative care model. Because
these rural clinics served large populations of Spanishspeaking 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 services, 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 elements 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 clinicians and care managers are presented in Supplemental
Appendixes 2 and 3 (https://www.AnnFamMed.org/
content/18/5/438/suppl/DC1/). We identified consistent 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 collaborative 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 implementation, 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 consulting psychiatrist. Treatment of individual patients led
to accumulation of experience with screening, assessment, 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
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proficiency in care delivery. These distinct personnel
would not otherwise have worked together on this particular issue, and thus, their individual and team learning (depicted in Figure 2) supported implementation

and sustainability of ongoing care using the collaborative care model.23 Furthermore, these interactions supported 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.
Consulting Psychiatrist

Health conditions

Consulting Psychiatrist

Assessment/diagnosis

Working with team
Integrated care
Health conditions
Assessment/diagnosis
Medication
Behavioral health treatment
Quality aims
Care Manager
Patient characteristics
Social and clinic context

Clinical Context
Behavioral Health Lead

Working with the patient
Health conditions
Assessment

Health conditions

Primary Care Clinician

Care Manager

Integrated care
Assessment
Team care model

Medications

Patient

Health conditions

Patient

Diagnosis

Screening
Workflow

Medication use
Psychotherapy
Brief psychosocial
treatment

Health conditions

Registry management

Assessment/diagnosis

Ancillary Staff

Patient

Direct care review

Formal Training

Notes of consulting psychiatrist
Hypothesized training pathway
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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 existing 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 processes 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 collaborative 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 teambased care before model implementation. Second,
documented learning included aspects unique to the
collaborative care model, such as improving population 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 learning 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 quality 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 delivery 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.
ANNALS O F FAMILY MEDICINE
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This study brings important new knowledge to
the field of behavioral health integration, but we also
acknowledge limitations. First, we studied a small number of sites whose attributes may not generalize to others. These sites represent the perspectives of mature,
high-functioning collaborative care model exemplars.
This selection was appropriate for our goal of understanding 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 perceptions of individuals occupying different roles yielded
consistent evidence of team learning. Finally, this study
focused on the collaborative care model, and conclusions about continuous learning may not apply to other
integrated care models.
To our knowledge, this is the first study exploring 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 choosing among distinct models of behavioral health integration 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 model’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.
To read or post commentaries in response to this article, see it
online at https://www.AnnFamMed.org/content/18/5/438.
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