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4.1  �Introduction

As the population of older adults in the USA continues to 
burgeon, with a projected increase from 40.3 million individ-
uals over age 65 in the year 2010 to 72.1 million by the year 
2030 and over 80 million by the year 2050, the number of 
older adults with mental illness is also projected to rise com-
mensurately (US Census Bureau; [1, 71]). The Institute of 
Medicine (IOM) report, Retooling for an Aging America: 
Building the Health Care Workforce, released in 2008 [2], cast 
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a spotlight on the pressing need to expand and fortify the 
health care workforce to meet critical needs of the aging 
population. Following a congressional mandate in 2009, the 
IOM committee on the Mental Health Workforce for 
Geriatric Populations was assembled and generated the 2012 
report—The Mental Health and Substance Use Workforce for 
Older Adults: In Whose Hands? [3]. These reports highlight 
the mental health and substance use (MH/SU) conditions in 
older adults, with prevalence estimates ranging from 14 to 
20% of the overall population. While serious mental illness 
(SMI) such as schizophrenia and bipolar disorder is less 
prevalent, depressive disorders and major neurocognitive 
disorder (dementia)- and related behavioral and psychiatric 
symptoms are increasingly common in older adults. Given the 
prevalence of chronic physical health conditions in the 
elderly, the MH/SU needs are often first encountered in the 
context of primary care settings, which are under-resourced, 
both in terms of time and professional training. Stigma in 
seeking mental health care, lack of information about ser-
vices, and limited transportation to services remain major 
barriers to mental health care access and utilization among 
older adults. [4–6].

In light of the demographic transitions of a growing older 
adult population and the critical need to meet their mental 
health needs, healthcare providers with geriatric training and/
or expertise have come under scrutiny. Both allopathic and 
osteopathic psychiatry residency program governing bodies 
stipulate the inclusion of exposure to geriatric psychiatry 
clinical experiences as part of residency training. The former 
requires “one month FTE (Full Time Equivalent) of orga-
nized experience focused on the specific competencies in areas 
that are unique to the care of the elderly” [7], whereas this 
timeframe is not specified for osteopathic psychiatry pro-
grams [8].

Since its inception and recognition as an accredited sub-
specialty by the American Board of Medical Specialties 
(ABMS) in 1991, additional post-residency training in geriat-
ric psychiatry has been offered, which entails the completion 
of a one-year fellowship where the focus is on the diagnosis 
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and treatment of mental health conditions in older adults. 
Despite the availability of fellowship positions, the number of 
fellowship trained physicians has declined over the years. The 
10-year period between 2001 and 2011 saw a 50% reduction 
in the number of general psychiatry graduates pursuing sub-
specialty geriatric psychiatry fellowship training. Similarly, 
the number of geriatric psychiatrists maintaining specialty 
certification has decreased over time, with only 47% of geri-
atric psychiatrists in 2011 maintaining or recertifying in geri-
atric psychiatry [9, 10]. Of note, during the same ten-year 
period, medical student interest in pursuing psychiatry resi-
dency training increased by almost 20% [11].

To put it in another perspective, Figs. 4.1 and 4.2 illustrate 
the number (and projected number) of geriatric psychiatrists 
per 10,000 older adults (age 75 and above) in the USA. These 
numbers clearly delineate the inadequate volume of the cur-
rent geriatric psychiatry workforce to meet the mental 
healthcare needs of the aging population. As a consequence, 
there is an unequivocal requirement for improved access to 
specialized psychiatric care for this patient population.

Telepsychiatry, the provision of mental health/psychiatric 
care via live-two way videoconferencing, is one way to bridge 
the looming gap between available specialty trained providers 
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states. Source (Adapted from [12])
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and the population in need of services. The foundation and 
history of telepsychiatry has been extensively covered in 
Chaps. 1 and 2 and includes the effectiveness of telepsychiatry 
in geriatric populations. However, training future psychia-
trists and geriatric psychiatrists via a structured, well-defined 
evidence-based curriculum in telepsychiatry remains an area 
of development. This chapter will review the extant literature 
describing the prevalence of telepsychiatry in psychiatry 
training programs; discuss factors promoting telepsychiatry 
incorporation in clinical curricula and implementation, as 
well as barriers to effective implementation. This chapter will 
also inform discussion of telepsychiatry in light of ACGME 
milestones and competency-based assessments. Lastly, a sum-
mary of geriatric telepsychiatry outcome studies from the 
current literature will be provided which can be used as refer-
ence material when developing a geriatric telepsychiatry cur-
ricular experience for psychiatry training programs.
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4.2  �Approach to Training: Adding 
to Residency Education Foundation 
and Putting Telepsychiatry in Context

Telepsychiatry has been integrated into clinical care with edu-
cational components being facilitated by the release of tele-
psychiatric competencies [70] including the first telemedicine 
competencies based on Accreditation Council of Graduate 
Medical Education milestones movement [13] and the Royal 
College of Physicians and Surgeons of Canada clinician com-
petency movement [14]. The competencies provide outcomes 
mainly in the form of skills, with suggested teaching, supervi-
sory, and program evaluation steps. As has been outlined in 
several publications, few programs have a formal telepsychia-
try curriculum, while others feature an informal telepsychiatry 
experience, including telepsychiatry approaches to child and 
adolescent care [15–17]. While it has been shown that residents 
and training directors have an interest in telepsychiatry, cer-
tain misconceptions are evident. In a survey of training direc-
tors and residents conducted by Hilty et al., 39% of respondents 
felt that certain cultures will be less accepting of telepsychiatry 
care. 36% expressed concern that non-verbal cues are missed, 
and 33% of respondents noted privacy is a problem. 
Furthermore, over a third of respondents felt telepsychiatry is 
not as effective as in-person care [18]. It is therefore evident 
that training should address competencies that are:

	1.	 Technical
	2.	 Collaborative/interprofessional
	3.	 Administrative [19, 20].

4.3  �Telepsychiatry in Residency Training 
Programs: Considerations for Curriculum 
Development

As has been discussed elsewhere in this book, given the 
increasing popularity of telepsychiatry initiatives, more 
emphasis is likely to be placed on exposure and training 
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during residency. Currently the Accreditation Council for 
Graduate Medical Education (ACGME) does not require 
residents to train in telepsychiatry, nor do the accrediting 
bodies in Canada, Australia, New Zealand, and the United 
Kingdom [19]. Though telepsychiatry experiences are not 
presently an ACGME requirement, there are several studies 
that investigate the prevalence of telepsychiatry exposure in 
training programs, resident and program interest in telepsy-
chiatry, and model curricula. A 2015 article by Hoffman and 
Kane published data from surveyed psychiatry residency 
programs, with 46 respondents. Twelve programs (26.1%) 
reported having telepsychiatry curricula and 21 (45.7%) pro-
grams involved their residents either formally or informally 
in telepsychiatry experiences. 84.4% of the responding pro-
grams reported an interest in receiving a sample telepsychia-
try curriculum [16]. In a national survey of psychiatry trainees 
published in 2013, 19% reported direct patient care experi-
ences in telepsychiatry and 21% were offered didactic 
exposure. Only 18% of psychiatry residents and fellows 
reported providing direct patient care through telepsychiatry. 
However, 72% of the respondents were “interested” or “very 
interested” in telepsychiatry [15]. This data suggests a signifi-
cant difference between interest (from residents and pro-
grams) and actual clinical exposure to telepsychiatry for 
residents.

The ability to create a telepsychiatry experience may vary 
by program, given the support provided by the institution, 
availability of knowledgeable faculty, and the organizational 
framework of the training program [19]. Just as other facets 
of training programs evolve, telepsychiatry experiences will 
likely change, especially with technological advancements 
[19]. Given the scope of telepsychiatry to meet the ongoing 
mental health needs of the aging population and continued 
interest in clinical and educational exposure to telepsychia-
try in psychiatric training programs, expansion of the num-
ber of programs offering telepsychiatry exposure and 
increasing the number of residents trained in telepsychiatry 
is a logical next step.
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4.3.1  �Learning and Demonstration 
of Competency

There are a few publications that detail residency program 
telepsychiatry curricula, which are variable between pro-
grams [19, 21]. An experience in telepsychiatry offers several 
benefits for trainees within a psychiatric residency program. 
The practice of telepsychiatry provides the opportunity for 
residents to learn and demonstrate competency in all of the 
ACGME competencies (which are common across psychia-
try subspecialties) and many of the milestones (Table 4.1).

Most of the competencies are broad-based skills, applica-
ble to all rotations and experiences in psychiatric residency 
training, including geriatric psychiatry. There has been an 
increase in dialogue geared towards creating specific objec-
tives and competencies related to telepsychiatry. Both the 
American Medical Association and American Telemedicine 
Association have established guidelines and recommendations 
for telehealth [22]. In a 2015 article, Sunderji and colleagues 
presented three areas of skill development for residents using 
telepsychiatry: technical skills, administrative skills, and col-
laborative skills  [19]. A 2016 study by Crawford and col-
leagues gathered data from interviews of faculty and residents 
to recommend telepsychiatry-specific skills for competency 
and presented recommendations for teaching and learning 
methods. They identified “technical skills; assessment skills; 
relational skills and communication; collaborative and inter-
professional skills; administrative skills; medico-legal skills; 
community psychiatry and community-specific knowledge; 
cultural psychiatry skills, including knowledge of indigenous 
culture; and, knowledge of health systems” [23]. In the cur-
rent system, most residents will be able to demonstrate all of 
the ACGME competencies when being evaluated by a super-
visor on a telepsychiatry rotation. The creation of telepsychi-
atry-specific, evidence-based competencies may be an 
important future direction, particularly in geriatric psychiatry 
training.

4.  Geriatric Telepsychiatry in Academic Settings



62

4.3.2  �Enhancement of Diversity in Patient Care 
and Learning

For trainees, telepsychiatry can provide diversity in case 
exposure by treating patients who are not directly located 
in  the community of their program. Telepsychiatry has 

Table 4.1  ACGME core competencies
ACGME competencies
Patient care “Residents must be able to provide patient care 

that is compassionate, appropriate, and effective 
for the treatment of health problems and the 
promotion of health.”

Medical 
knowledge

“Residents must demonstrate knowledge of 
established and evolving biomedical, clinical, 
epidemiological and social-behavioral sciences, 
as well as the application of this knowledge to 
patient care.”

Practice-based 
learning and 
improvement

“Residents must demonstrate the ability to 
investigate and evaluate their care of patients, 
to appraise and assimilate scientific evidence, 
and to continuously improve patient care 
based on constant self-evaluation and life-long 
learning.”

Systems-based 
practice

“Residents must demonstrate an awareness of 
and responsiveness to the larger context and 
system of health care, as well as the ability to 
call effectively on other resources in the system 
to provide optimal health care.”

Interpersonal 
and communi
cation skills

“Residents must demonstrate interpersonal and 
communication skills that result in the effective 
exchange of information and collaboration 
with patients, their families, and health 
professionals.”

Professionalism “Residents must demonstrate a commitment to 
carrying out professional responsibilities and an 
adherence to ethical principles.”

ACGME.org Common Program Requirements for Psychiatry
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applications across a wide array of patient populations 
including adults, children and adolescents, geriatrics, veter-
ans, college students, nursing home residents, and patients 
with developmental disabilities [19, 21, 24, 68]. Experience in 
the core competency of systems-based practice (SBP) is 
obtained by working in a different system of care outside of 
the home institution and through utilization of community 
resources unique to the specific geographical area of the 
patient. Telepsychiatry has been employed to provide con-
sultations to patients in diverse locations including emer-
gency rooms, outpatient settings (public and private), 
inpatient hospitals (psychiatric and non-psychiatric), foren-
sic facilities, primary care offices, nursing homes, rural areas, 
residential centers, and more [15, 19, 21, 24, 25, 58]. ACGME 
further expands the goals of systems-based practice to 
include delivering health care services in various settings, 
advocating for quality care, and working in a team to 
improve patient assessment, care, and safety (ACGME.org). 
Psychiatry residents are involved in consultation and col-
laboration with other providers and staff and documenting 
the care they provide, which affords the opportunity to dis-
play competency in Interpersonal and Communication Skills. 
Practice-based learning and improvement also incorporates 
a goal for learning from the use of information technology, 
which residents develop by not just documenting encoun-
ters, but utilizing the telepsychiatry equipment. Patient care 
and professionalism are important competencies to assess 
throughout training experiences, and telepsychiatry is no 
exception. Residents may also learn ethical and medico-
legal issues that are unique to telepsychiatry [19, 21].

Telepsychiatry offers an opportunity for attending psychi-
atrists to work with residents when they are not physically 
located in the same area, which diversifies teaching faculty. 
This is particularly important for programs in which geriatric 
psychiatry faculty may be under-represented. This not only 
provides the resident an opportunity to observe and learn 
skills from the teaching psychiatrist, but also provides the 
faculty an opportunity to teach, which may not be available 
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where they are located. Residents learn new technological 
skills, are exposed to different psychiatric practice models, 
gain the flexibility in navigating systems, and a greater under-
standing of the applicability of a biological–psychological–
social/spiritual/cultural model across treatment venues.

�4.3.2.1 � Increased Interest and Recruitment 
in Telepsychiatry

An additional significant benefit for patients, residents, and 
employers is the potential for clinical experiences in 
telepsychiatry to positively influence career selection. This 
results in having more psychiatrists providing care via tele-
health and therefore increases access to care for patients. 
Given the shortage of geriatric psychiatrists discussed in the 
introduction, telepsychiatry has the potential to make a sig-
nificant impact on access to mental health care for older 
adults. If residents have a model for utilizing telepsychiatry as 
part of their practice, receive mentorship in this arena, and 
experience the positive benefits of telepsychiatry, it could 
impact resident decisions regarding future career and prac-
tice. Reports in the literature highlight that clinical rotations 
are one of the influential factors on geriatric psychiatry sub-
specialty choice [26, 27]. After curriculum exposure to tele-
psychiatry, many residents reported increased overall interest 
and an increased interest in participating in telepsychiatry in 
the future [15, 21]. In one study, 90% of the residents agreed 
with a statement about their telepsychiatry experience 
increasing their interest in future participation [21]. Another 
study found that 72% of residents and fellows were inter-
ested in telepsychiatry after having direct clinical exposure, 
but only 29% reported plans to utilize telepsychiatry after 
training [15]. A study by Chung-Do and colleagues in Hawaii 
reported that after a 6–12 month telepsychiatry experience, 
73% of the 11 trainees went on to use telepsychiatry in their 
career and practice in rural areas [25]. Given the evidence, it 
is reasonable to consider that resident telepsychiatry experi-
ences may at a minimum increase interest and potentially 
influence career choices.
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�4.3.2.2.  Resident Feedback

When creating a telepsychiatry curriculum, it is important to 
review feedback provided by residents who have been 
through a telepsychiatry experience in their training pro-
gram. There are few telepsychiatry curricula that have been 
evaluated in the literature, with a paucity of data for geriatric 
psychiatry specific experiences. However, examples in the 
literature include a study describing resident feedback after 
performing telepsychiatry child and adolescent consultations 
at the University of Toronto. Nearly 100% of residents were 
in agreement that their telepsychiatry exposure was “enjoy-
able” and “interesting.” Residents reported feeling personally 
“rewarded” in providing care that improves patient access to 
mental health services, found benefits in working with a team, 
and appreciated obtaining insights into other cultures as well 
as ethical issues that are specific to telepsychiatry. Residents 
also provided feedback on the involvement of the supervising 
faculty, reporting that they appreciated being able to discuss 
the case and literature with attending faculty [21]. Residents 
participating in a telepsychiatry rotation at the Veterans 
Administration Medical Center in California provided posi-
tive feedback about using instant messaging for communica-
tions between the resident, supervising psychiatrist, and a 
“Telehealth Clinical Technician” [28]. They found it helpful to 
obtain quick supervision without interrupting the patient 
care appointment. In this study, a brief elective experience in 
telepsychiatry received positive feedback and subsequently 
became incorporated into the rotation requirements [28]. In 
another survey of residents and fellows, 77% of respondents 
believed telepsychiatry was an important part of training and 
51% felt that direct patient care via telepsychiatry should be 
required. This survey did not find a correlation between the 
interest level after exposure to telepsychiatry and the num-
ber of patient care hours on a telepsychiatry experience [15]. 
Taken together, the data suggests that any exposure to tele-
psychiatry can increase resident interest.

4.  Geriatric Telepsychiatry in Academic Settings
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Based on resident feedback in the literature, there are 
several aspects of a telepsychiatry experience that programs 
should consider when developing a telepsychiatry 
curriculum.

	1.	 Introduce unique aspects to telepsychiatry, such as tech-
nology and patient care related topics. This could also 
include discussion about technology support [21].

	2.	 Enhance resident knowledge of current literature describ-
ing telepsychiatry studies and outcomes in older adults 
(Table 4.2) as well as comparative literature on the effec-
tiveness of telepsychiatry vs. in-person care [19, 22, 24]. 
This is important because, despite the increase in interest 
from residents after a telepsychiatry clinical experience, 
one survey found that 40% still did not agree that using 
telepsychiatry as a treatment modality was equal to an in-
person encounter [15].

	3.	 Provide patient background information and/or access to 
medical records prior to the encounters [21].

	4.	 Include a follow-up discussion at the completion of the ses-
sion to enhance the learning experience [21].

	5.	 Allow residents to be active participants instead of observ-
ers in the clinical encounter [19, 21].

	6.	 Provide opportunities for residents to observe a 
telepsychiatry-based clinical interview demonstration by 
teaching faculty [21].

4.4  �Implementation: Making It Work

4.4.1  �Communication and Presence

A host of factors affect perception of the telepsychiatry visit 
and communication by participants [47]. This is particularly 
relevant when considering implementation for geriatric 
patient care. The presence of others in the room (e.g., family 
members, nurses, and tele-coordinators) is important. Many 
patients feel they are being videotaped when they are not—a 
big deterrent to disclosure and spontaneity. Other important 
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clues to the patient’s problems are evidenced before they 
appear on video: the time and behavior of the patient’s 
arrival; conversations and other interactions with the tele-
medicine coordinator; and initial anxiety and distraction due 
to the equipment and/or self-conscious seeing oneself on the 
screen (if that exists).

A critical variable in communication is telemedicine’s 
ability to simulate real-time experiences, at least in terms of 
image and interaction. A speed of transmission of 384 KBS 
suffices for most everything; the technology must be ade-
quate for the clinical task at hand (e.g., have staff come for an 
emergently suicidal patient; use a primary care physician 
(PCP), nurse, or physician extender to evaluate for tremor). 
A concept that bears on communication is presence, defined 
as “ … the fact or condition of being at the specified or 
understood place” [48]. The physical, virtual, and imaginal 
environments affect presence. In a physical environment, 
informational cues may be incorporated into conversation 
without conscious awareness (e.g., a patient walks in a reti-
cent way). Participants in the virtual environment created by 
telemedicine may not realize all cues in the physical environ-
ment—so being observant and listening carefully may be 
more important [47, 48]. Videoconferencing provides 
“enough” of the physical environment to facilitate decision-
making one-on-one and a “social presence” for participants 
to share a virtual space, get to know one another, and discuss 
complex issues [49].

4.4.2  �Adapting Telepsychiatry: The Approach 
and Specifics Related to Patient Care 
and Other Competencies

The challenge of meaningful assessment of learner compe-
tence has stimulated interest in the Dreyfus and Dreyfus 
Model, a framework for assessing skill acquisition that 
describes developmental stages beginning with novice and 
progressing through advanced beginner, competent, profi-

4.  Geriatric Telepsychiatry in Academic Settings
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cient, expert, and master [50]. Although many educators have 
adopted this model, a lack of consensus about its adaptation 
to clinical medicine has been documented [51]. Hilty et  al. 
developed telepsychiatry competencies aligned along 
ACGME domains of patient care, medical knowledge, 
practice-based learning and improvement, systems-based 
practice, professionalism, and interpersonal skills and com-
munication [13, 52]. Key telepsychiatry competencies were 
defined by using milestone levels with the Dreyfus model:

–– Level 1—novice (medical student) --> novice resident
–– Level 2—advanced beginner (first-year resident) --> sec-

ond year resident
–– Level 3—competent (senior resident)
–– Level 4—proficient (beyond Milestones; above average 

graduating resident, fellow and/or attending)
–– Level 5—expert (beyond Milestones; intuitive problem-

solver who exceeds principle-based solutions) [50].

This was further simplified to three levels: Novice or 
Advanced Beginner (e.g., advanced medical student, early 
resident, or other trainees); Competent/Proficient (e.g., 
advanced resident, graduating resident, faculty, attending, or 
interdisciplinary team member); and Expert (e.g., advanced 
faculty, attending, or interdisciplinary team member). The fol-
lowing suggestions or examples may be considered to incor-
porate a competency-based approach to telepsychiatry 
training (Table 4.3):

•	 Informed consent: verbal or written, depending on the 
state; option not to continue with the telepsychiatry evalu-
ation is discussed.

•	 Contextualized history if less familiar with the location 
(e.g., aware of geographic and cultural specificity for 
Native Americans).

•	 Privacy and confidentiality expectations are similar to in-
person but be aware of pitfalls with technologies (e.g., cel-
lular phones are not private; Gmail is not HIPAA 
compliant).

S. Srinivasan et al.
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•	 Language/interpreter ability is more of an issue with tele-
psychiatry, as inputting a professional (rather than a con-
venient family member) is easier [53].

•	 Adapting to the technology involves several dimensions: 
project self 15% more (voice/animation) and use 
replacement behaviors for offering a tissue or shaking 
hands on greeting.

•	 Familiarity with microphone, camera and when needed, a 
2nd camera is helpful. Pursuant to the technical skill level 
of the clinician further optimization of hardware, software, 
and accessories may be based on context (rather than 
depending on technical assistance or coordinators). Far 
end control of cameras and equipment minimizes depen-
dence on remote site patient and staff.

•	 A geriatric patient evaluation by telepsychiatry could fur-
ther include a spouse, an adult child, or caregiver who 
participates in the evaluation in-person or via telephone.

4.4.3  �Teaching and Supervision

The following case example illustrates a competency-based 
approach to training learners in geriatric telepsychiatry.

John Smith, a 71-year-old widowed man, lives with his 
daughter and son-in-law in the rural Southwest. Mr. Smith’s 
daughter asked his primary care physician (PCP) for a psy-
chiatry referral because she was concerned that Mr. Smith 
had expressed suicidal thoughts. Given the limited access to 
mental health services in their region, Mr. Smith’s PCP 
sought geriatric telepsychiatry services provided via the affili-
ated regional medical center. More recently Mr. Smith has 
withdrawn socially and spends much of his time in his room. 
His daughter notes he has not participated in family activities, 
and has told family members he is a “burden to everyone” 
and that they would be “better off without him.” During the 
telepsychiatry evaluation, Mr. Smith is in a room alone, wear-
ing a hat that obscures his face from view, and avoids looking 
directly at the monitor.

S. Srinivasan et al.



85

Questions to facilitate the teaching of competencies 
before starting or early on:

	1.	 What is the referral source asking the telepsychiatrist to 
do? What is needed? What might they need from the tele-
psychiatrist that they are not aware of?

	2.	 What protocols need to be established before the telepsy-
chiatry assessment, given that the patient might present 
with acute safety risks at the time of the assessment? Who 
will need to be informed/engaged at that time? What legal 
mechanisms are needed to ensure the patient’s safety? 
What local resources/services are available in the event of 
acute safety issues?

	3.	 What can be done to engage him, given that he may be a 
somewhat reluctant participant?

	4.	 What can the telepsychiatrist do to improve his/her ability 
to see the patient on screen?

At the mid-point, Mr. Smith has warmed to the encounter, 
having taken his hat off, is looking more directly into the 
camera, and answering questions more readily. He said that 
he began feeling down 3 years prior, shortly after the death of 
his wife, following which he moved in with his daughter and 
son-in-law for financial reasons. He endorsed most symptoms 
of depression, but specifically denied ever thinking about 
suicide.

Questions further into the clinical assessment might 
include:

	1.	 What can the telepsychiatrist do further to assess Mr. 
Smith’s suicide risk? Competencies relate to patient care 
(assessment and physical examination) and systems-based 
practice (safety).

	2.	 In what ways does Mr. Smith’s cultural background affect: 
The assessment of his suicidal risk? The assessment of his 
mental status? The assessment of issues in his personal his-
tory that relate to why he has developed depression? What 
can be done to incorporate this understanding of diversity 
into the assessment? Competences relate to systems-based 
practice (special populations) and communication (cul-
tural, diversity, and social determinants of health).
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4.4.4  �Geriatric Telepsychiatry Specifics

A good geriatric mental health history not only includes the 
patient’s point-of-view, but also collateral information from 
all other stakeholders and medical providers—largely depen-
dent on where the patient generally resides and is cared for 
(e.g., home, family and caregiver, nursing home, staff, and 
others). Cognition, pain severity, physical/other limitations, 
and environmental factors that may affect assessment are 
important to understand. Screening of geriatric patients via 
self-report questionnaires or clinician rated instruments is 
virtually the same as for in-person assessments, e.g., Patient 
Health Questionnaire—9 items, Geriatric Depression Scale—
30 items [54, 55].

As part of providing telepsychiatry training, the logistics of 
conducting a geriatric psychiatry evaluation via telepsychia-
try should be covered. There are some important additional 
items to keep in mind when using telepsychiatry with older 
adults, including:

•	 Pre-visit event summary: An accounting of general events 
and the patient’s attitude, comments, complaints, sources 
of information, and clinician observations (e.g., olfactory/
vision/hearing limitations, gait/balance problems, other) 
need to be communicated before the patient enters the 
room.

•	 The clinical examination, in general: this may require staff 
assistance (often a nurse facilitator) to complete, particu-
larly if a patient is delirious, combative, or agitated, has a 
low level of formal education, or suffers from aphasia, 
poor hearing, or vision impairment.

•	 Cognitive examination: may require item substitution if 
clock drawing or sentence writing cannot be uploaded to 
see or held visually in the camera; again staff are better in 
assisting here so as to not answer questions for the patient.

•	 Physical examination: camera control at the far end 
enables easy wide angle, close-up, and focused viewing to 
detect tremors, micrographia, and other abnormalities but 
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staff may need to be trained to check for extrapyramidal 
side effects (EPS) like cogwheel rigidity.

•	 Encouraging family member(s) to attend in general and 
when there is significant cognitive impairment can pro-
mote patient acceptance. Families are very welcoming of 
telepsychiatry interventions and are grateful for the extra 
time and effort put forth to facilitate a telepsychiatry 
encounter [36].

•	 It is recommended that most or all telepsychiatry encoun-
ters for nursing home residents or elders in similar envi-
ronments include a member of the social work staff to give 
input on family of origin, family dynamics, and past family 
and social history [36].

4.5  �Geriatric Telepsychiatry Program 
Options: Potential Prototypes 
for Academic Engagement

Example 1.
Resident and fellow learners may be incorporated into exist-
ing academic geriatric telepsychiatry programs and/or gain 
clinical experience in geriatric telepsychiatry through com-
munity psychiatry rotations. One such experience offered at 
the University of South Carolina School of Medicine is a 
geriatric telepsychiatry consultative evaluation model 
wherein consultations are provided to a rural PACE (Program 
for All-Inclusive Care of the Elderly). In this model, residents 
and fellows review records from the requesting facility, 
obtain a clinical history from patients and collaterals (family 
members, PACE staff including nursing and social work, and 
referring PCP), conduct psychiatric evaluations of geriatric 
patients, review laboratory and neuroimaging results via real-
time access to the remote facility’s electronic medical record, 
and formulate diagnostic impressions followed by develop-
ment of a clinical plan of care, all under the supervision of 
geriatric psychiatry faculty.
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Example 2.
Geriatric telepsychiatry services can combine low and high 
intensity models. The following clinical vignette is an example 
highlighting teaching aspects to clinical telepsychiatry care. 
The telepsychiatric competencies that are pertinent are patient 
care (PC), interpersonal skills and communication (IPSC), 
practice-based learning (PBL), system-based practice (SBP) 
and, although not an official ACGME competency per se, tech-
nology (T). The vignette below highlights two particular 
dimensions: (1) Days 1 and 3 show the consultation role to the 
PCP—a SBP competency and (2) Day 30 is the assessment of 
the patient (the other competencies mentioned above).

Day 0, A PCP called a hospital from a skilled nursing facil-
ity about a 71-year-old Caucasian woman, with depression, 
dyslipidemia, and new onset psychosis (i.e., auditory and 
visual hallucinations). Current medications were venlafaxine 
extended release (ER) 75 mg in the morning and temazepam 
15 mg at bedtime.

The PCP was considering a psychiatric admission. An 
alternative would be taking the patient by ambulance to a 
facility nearby that had a synchronous telepsychiatry unit, but 
there would be a one-month delay for an opening in the 
schedule. There were no local psychiatrists in the city of 
25,000 and the nearest in-person option was 2 h away but 
with a greater delay in appointment time.

Day 1, Telephone consultation with an academic telepsy-
chiatrist. The telepsychiatrist and general psychiatry resident 
received the consultation request. The psychiatry resident 
obtained preliminary information from the PCP who was 
unaware of any recent acute medical problems. The resident 
pursued inquiry to establish a differential diagnosis. While the 
PCP was initially unsure of the potential for bipolar disorder, 
not having considered or inquired about it; he did not recall 
severe persisting insomnia and mood swings. After case discus-
sion with the supervising attending telepsychiatrist, a prelimi-
nary treatment plan was developed, entailing the following:

	1.	 Continue venlafaxine
	2.	 Replace temazepam with olanzapine (Zyprexa Zydis) 

5 mg HS
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	3.	 Hold off on the psychiatric admission (it was unclear if 
beds were available)

	4.	 Exclude medical etiologies by work-up (e.g., a metabolic 
panel, Complete Blood Count (CBC), Thyroid Stimulating 
Hormone (TSH) level, Vitamin B12 level, and Rapid 
Plasma Reagin (RPR))

	5.	 Schedule a follow-up appointment in the PCP’s office 
within the week.

Day 3, PCP office: The PCP noted that there were no wax-
ing and waning mental status changes. The patient and his 
wife denied racing thoughts, restlessness, decreased need for 
sleep, and impulsivity such as spending sprees associated with 
mood elevations of a week’s duration. The auditory hallucina-
tions were diminished, but the depression, ruminations, and 
hopelessness persisted in the absence of suicidal ideation. 
Initial laboratory work-up was unremarkable. A 5-minute re-
consultation by phone to the telepsychiatrist and psychiatry 
resident led to the following recommendations:

	1.	 Raising the venlafaxine extended release dose to 150 mg
	2.	 Continuing the olanzapine, and/or
	3.	 Follow-up telepsychiatry visit in 2 weeks for a consultative 

evaluation.

It was recommended that a nurse from the PCP’s office be 
present during the telepsychiatry consultation.

Day 30, Telepsychiatry 60-minute evaluation: At this time, 
the telepsychiatrist and the resident who was still on service 
saw the patient. The resident obtained an interim clinical his-
tory as well as past psychiatric histories. The patient was 
about “two-thirds” better in terms of his mood, but he was 
still not “back to normal” and his enjoyment, drive, and 
energy remained low; the latter had not changed with olan-
zapine. The resident directed the PCP’s nurse to perform an 
AIMS evaluation during the consultation visit to assess extra-
pyramidal symptoms as a side effect of olanzapine, and 
observed this assessment being performed. Consultation sug-
gestions included:
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	1.	 Raise the venlafaxine to 225 mg; or
	2.	 Add bupropion sustained release 150 mg in the morning 

for residual depressive symptoms
3.	 Continue olanzapine.

Analysis: The telephone consultation prevented an unnec-
essary medical or psychiatric hospitalization, used a low 
intensity intervention, and helped the PCP increase self-
efficacy in decision-making (e.g., prescribing antipsychotic 
medications). The PCP gained trust in the consultant and that 
type of relationship. Models of telepsychiatry care may be 
combined with models of in-person care to forge intensity of 
care interventions, based on technology complexity, specialist 
time, and service delivery model care [56, 57, 69, 70].

Example 3. Telepsychiatry utility for collaborative, stepped 
and integrated care.
Academic health centers are uniquely positioned to use the 
consultation care model to primary care or nursing homes, as 
one end of a continuum of increasing access and providing 
case-based PCP education and technical assistance to PCPs 
(e.g., prescribing medication). Videoconferencing, secure 
e-mail, and telephone interventions have been used to link 
psychiatric specialists at academic health centers with rural 
underserved areas [58]. Indeed, provider knowledge, skills, 
and complexity of questions improve over time [59], particu-
larly in rural PCPs [60].

More robust models are disease management for depres-
sion by telepsychiatry [61], collaborative care for Post-
Traumatic Stress Disorder (PTSD) and depression [62, 63], 
and potentially stepped care [18]. In the disease management 
study, geriatric patients stayed enrolled longer than another 
demographic group—this discounts the presumption that 
older patients may not like to use technology. Integrated care 
models are increasingly being adopted [18, 62] and compe-
tencies have been spelled out for residents and the psychiat-
ric consultant for integrated care [64–66]. These focused on 
knowledge, individualized treatment plans mental and medi-
cal illness, oral/written communication, training/supervision, 
collaboration, and leadership within clinical teams [66].
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4.6  �Conclusions

Psychiatry training programs, trainees, faculty, and patients 
have the potential to benefit greatly from implementation of 
an effective and appropriately designed telepsychiatry curricu-
lum. Not all institutions currently have infrastructure to be 
able to implement such programs, but the extant literature 
suggests that there is a large interest in gaining exposure to 
telepsychiatry particularly among trainees [15, 16]. Creation of 
a new telepsychiatry program should focus on providing qual-
ity care and assuring sustainability [47]. Whether a telepsychia-
try program is being established with the plan for trainee 
involvement or residents are incorporated into an existing 
opportunity, there are several facets to consider. For the resi-
dency training program, striking a balance between obligations 
for service and education can be difficult at times. Finding a 
way for the resident to maintain autonomy and be an active 
provider in the patient’s care as well as receive support in the 
form of medical information, technology support, and case 
discussion may be a way to begin balancing clinical and educa-
tional demands [21]. Providing necessary support for residents 
to be able to deliver excellent evidence-based patient care via 
telepsychiatry is an important part of curriculum development 
[19]. Currently, most of the literature focuses on telepsychiatry 
program evaluations based on resident experience or satisfac-
tion, and not on the learning needs of the resident [19]. In the 
future it would be beneficial to fortify this volume of informa-
tion by including other outcomes or effects of resident training 
in telepsychiatry. Based on recent publications, there is an 
additional need to expand literature regarding specific objec-
tives and competencies for telepsychiatry, particularly in geri-
atric patient care settings [19, 23]. These possibilities make it an 
exciting time to be a psychiatrist!

Key Points

	1.	 A psychiatry resident or geriatric fellow involved in pro-
viding direct patient care with telepsychiatry can be evalu-
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ated on all of the ACGME core competencies, and many of 
the milestones.

	2.	 Possible benefits to the resident from participation in a 
telepsychiatry curriculum:

–– Exposure to unique systems of care and patient 
populations

–– Exposure to additional teaching faculty
–– Learn unique ethical and medico-legal issues related to 

telepsychiatry
–– Opportunity to work within a treatment team and col-

laborate in care
–– Enhanced telepsychiatry and technical skills

	3.	 Data suggests the existence of a gap between resident 
interest in telepsychiatry and exposure to telepsychiatry in 
training.

	4.	 Residents may be more likely to participate in telepsychia-
try as a part of their career, if they have clinical experience 
during residency training.

	5.	 Residents have provided positive feedback regarding their 
participation in existing telepsychiatry curricula.
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