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Abstract
Telepsychiatry (TP) is an effective, well-received, and a standard way to practice
mental health care provision on distance. Both residents and young practitioners
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have significant interest and there is a growing demand for telepsychiatrists.
Many are making strides towards addressing some of these needs and gaps
in services for patients and trainees around the world. Traditionally, too, there
was emphasis placed on knowledge acquisition, and more focus is needed on TP
skill competencies for clinicians to practice effectively and achieve good clinical
outcomes with their patients. TP competencies have been published and struc-
tured at novice or advanced beginner, competent/proficient, and expert levels.
Curricula include seminar, rotations, and supervision, with accompanying feed-
back. Continuing education/medical education events may also help clinicians,
programs, agencies, and other institutions. Both residents and young practitioners
have significant interest, and there is a growing demand for telepsychiatrist. Many
are making strides towards addressing some of these needs and gaps in services
for patients around the world, but fewer are focused on competencies related to
TP. This chapter will attempt to move forward the emphasis on skills (e.g.,
interviewing, assessment), attitudes that ensure quality care and knowledge (e.
g., appropriate model, legal standards, privacy) by reviewing the history and
scope of practice related to TP and other e-mental health (eMH) technologies.
Readers will be encouraged to reflect, self-assess, and evaluate strengths and
weaknesses, then consider clinical and curricular methods for improving. TP will
also be explored on a spectrum of other eMH technologies used for clinical care,
for which additional competencies may also be indicated.

Keywords
Competencies · TP · Education · Training · Resident · Policy makers · e-Mental
health

Introduction

Cecil Wittson started tele-education and a TP program in the Psychiatric Institute in
Nebraska (USA) back in 1959. However, the term “TP” was first used in a report
from Massachusetts General Hospital in Boston, MA, USA, in 1973 (Dwyer 1973).
The field grew slowly until the 1990s when improved technology paved the way for
further growth and development. The primary impetus has the capacity to provide
services to rural and underserved communities with further expansion to other
underserved populations. Slowly but undoubtedly, TP in form of videoconferencing
became a well-documented modality, developed in order to provide psychiatric
services from a distance. It allows the patient and clinician to see and hear each
other and interact in real-time despite distance. In its sixth decade, TP has increased
access to care in urban, suburban, and rural settings – with patient, clinicians, and
healthcare systems very satisfied with it for a wide variety of services and cultures
(Hilty et al. 2013; Yellowlees et al. 2013; Mucic 2010).

There is now a substantial body of evidence to support the feasibility and
effectiveness of TP (Hilty et al. 2013). TP has been shown effective for diagnosis
and assessment across many populations (e.g., adult, child, geriatric, and ethnic), for
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psychiatric disorders in many settings (e.g., emergency, home health), and been
found to be comparable to in-person care. It has been used with a variety of models
of care (i.e., collaborative care, asynchronous, mobile, telemonitoring) with equally
positive outcomes (Hilty et al. 2013).

There are two models of TP in use nowadays: “real-time” synchronous TP (STP
or videoconferencing) and asynchronous TP (ATP, formerly store-and-forward).
TP may include direct assessment of a patient; “indirect care” of patients, such as
through case consultation and supervision; education for healthcare learners, physi-
cians, and/or interprofessional healthcare providers; and program development
(Myers and Turvey 2013; Sargeant et al. 2010; Hilty et al. 2004; Volpe et al. 2013;
Shore 2013).

Cross-cultural TP may be defined as delivery of cultural appropriate mental
healthcare from a distance, preferably via a patient’s respective mother tongue or in
a language shared by the doctor and patient (Mucic et al. 2016a). The current refugee
crisis within the European Union (EU) challenges mental health care systems
throughout. There is a number of research describing difficulties in dealing with
cross-cultural patients. An international TP service developed in Denmark is a role
model for others in serving underserved cross-cultural patient populations and has
been successful by using bilingual clinicians across national borders (Mucic 2009).

TP competencies for clinicians to practice effectively and achieve good clinical
outcomes have been identified, outlined, and are beginning to be measured and
evaluated (Hilty et al. 2015b). These are described at novice or advanced beginner,
competent/proficient, and expert levels. For clinical care, feedback from patients,
trainees, and faculty is useful. For continuing education/medical education events,
pre- and postassessment and interactive feedback methods are suggested. TP skill
competencies can be developed in training programs, seminars for agencies,
local/regional/national continuing education/medical education events, and through
leading organizations (e.g., American Telemedicine Association). Andragogical
methods are suggested for use in clinical care, seminar, and other educational
contexts; cross-sectional and longitudinal evaluation employs both quantitative
and qualitative measures. Individual clinicians, programs, agencies, and other insti-
tutions may need to consider adjusted approaches to patient care, education, faculty
development, and funding.

With the availability of increasingly sophisticated technology, TP’s applications for
education and supervision are continuously growing. In order to develop a successful
TP training program, the focus is on increasing clinicians’ competencies with patient
care. Without formal exposure and education, psychiatrists may be hesitant to adopt
TP into their practice, particularly if they view TP as an unfamiliar modality requiring
specific technical and clinical skills (Sunderji et al. 2015). As with most other trainees,
psychiatry residents are introduced to TP services delivery anecdotally during their
clinical rotations, but actual training may lay a foundation that stimulates interest in
TP as a mode of practice and provide the confidence and skills necessary to incorpo-
rate TP into future practice (Volpe et al. 2013; Glover et al. 2013).

To date, there are clinical guidelines, policies, and other developments across the
world, but to our knowledge, this is the first chapter addressing TP training, based on
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international research and contextualized experience. The first clinical guidelines
were published in the United States, but the American Telemedicine Association is
an international organization (Yellowlees et al. 2010). Policies and guidelines for the
practice of TP have also been published in Australia (RANZCP 2013), South Africa
(Chipps et al. 2012), and Canada (CPA 2013). On the other hand, development of TP
in Europe has been much slower, and training programs are very limited or almost
nonexistent. To our knowledge, this is the first chapter offering ideas and suggestions
related to training in TP in European context, based on international research and
European TP-related experiences.

This chapter will attempt to move forward the emphasis on skills in a variety of
ways (e.g., interviewing, assessment) while attending to key attitudes that ensure
quality care (e.g., appropriate model, legal standards, privacy). The objectives will
help the learner to

1. Be aware of the history and scope of practice related to TP and other e-mental
health (eMH) technologies

2. Self-assess and evaluate strengths and weaknesses in alignment with pre-
competencies, (core) competencies, and advanced TP competencies

3. Consider clinical and curricular methods for TP skill development (e.g., bedside,
continuing education/medical education training)

4. Begin to explore other eMH technologies within a broader context of care and
consider additional competencies that are indicated

A TP Service, Its Components, and How to Set It Up

But before speaking more about important aspects of training in TP, it may be useful
to briefly outline the basics of what a TP service is and how to set one up (Jones et al.
2006; Myers et al. 2008; Mucic and Hilty 2016). Principles for establishing of such a
service are in Table 1 (Myers et al. 2008).

Equipment

The main requirements are a room equipped with a computer, a camera, a screen,
a microphone, and speakers and a method of conveying the information between the
respective TP stations. It is also useful to have a telephone in each TP station so that
a contact can be made in the event of rare failure of the video equipment. Occasion-
ally, too, this is used to add in an interpreter if a common language is not available
and an interpreter is not available on site.

There are a number of considerations when choosing equipment. In the past, cost
was likely to be a limiting factor for many services, but now so many low cost
systems are available. Many services use computers with a built-in video camera,
videoconferencing software (e.g., Skype Business, Vi-Vu, Lifesize softphone), a
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remote control camera, and encryption safeguards. Additional options preferred by
professionals are a mobile laptop computer with an external camera and microphone
that can go from site to site or home to home. This also enables a healthcare
professional to have consultation with a senior colleague. Nowadays, it is most
common to use iPad in such situations or even iPhone via “Face-Time” function if it
maintains privacy standards.

The model that is most expensive, but in the exchange offers many more options
without compromising with the quality, is the use of so called “stand alone” video
cameras. These are more expensive, but on the other hand do not require additional
use of computers and are more safe and stable. Stand-alone camera shall be
connected to the TV screen and to the Internet. Typically, stand-alone video cameras
may also be remote controlled. This enables the doctor to move the patient’s video
camera (e.g., zoom-in and zoom-out in order to observe the body language or check
for a tremor) during the consultation. In the EU with refugees and other underserved
populations, such opportunities are typically limited with “built-in” video camera.

The mode of conveying the sound and pictures between the TP stations is one
of the most important considerations. The main issues are bandwidth, cost, and
security. Earlier, and for many decades, it was usual to use a T1 line (i.e., 6 ISDN
telephone lines) in order to “transport” the sound and the picture on distance in real-
time. Nowadays, internet broadband enables transmission of highest quality for
usually very low cost. The “security” issues are to be solved by simple use of
encryption when using the computers. However, some professionals prefer the use
of “stand alone” model as the risk for security/safety errors is lower compared to the
use of computers.

Table 1 Principles for establishing a TP service

1. The need for services and whether TP is an option should be determined

2. The sustainability of the service should be determined

3. The patient population, model of health service delivery, and services to be offered should be
determined

4. The required infrastructure should be determined

5. Legal and regulatory issues should be reviewed

6. Management strategies for the service should be established

7. Appropriate equipment and technological specifications should be determined

8. Quality and clinical outcome indicators should be developed

9. Rapport, confidence, and collaboration with staff at the patient site should be fostered

10. Informed consent and assent procedures should be established

11. The physical setting should be arranged and the virtual relationship should be established to
produce an optimal clinical encounter

12. Method of conducting the assessment should be determined including who, if anyone, should
be present with the patient

13. Procedures for prescribing medications should be established

14. Patients and families should be informed about procedures for care between TP sessions,
including procedures for emergency or urgent care
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Positioning of Camera Relative to the Screen

It is commonplace for the TP user to naturally look at the image of the person they
are communicating with on the screen rather than directly into the camera (i.e., if the
camera may be on top of the unit or elsewhere). This can give the impression to the
remote viewer that the individual is not making eye contact. This happens even with
laptop built-in cameras. In addition, a camera placed below the screen gives the
remote viewer the sense that they are being “looked down on.” It is common practice
for the camera to be placed on top of the screen, and if the users sit a little farther
away from the camera (approximately 2–4 m), this reduces the angle between eye,
camera, and screen; this improves the impression of eye contact. The camera should
be set up to capture a head and shoulders view for most interactions.

A small version of the outgoing video picture in the corner of the clinician’s
screen (“picture-in-picture”) is useful for the clinician to check their own position
relative to the camera to make sure that the patient’s view of the clinician is good.
The picture-in-picture should be turned off on the patient’s screen as this may be
distracting and can make the patient self-conscious.

The Room and Appearance

The size and layout of the room is very important and influences the user’s perception
of the system. The room should appear as much as possible like a normal consulting
room. It should preferably have windows for natural light, be quiet/soundproofed,
and have adequate heating or air conditioning. Above all it should be pleasant to use,
as negative attitudes towards TP can develop based on experience of the working
environment rather than on the quality of the interaction. This is particularly impor-
tant for practitioners who spend a good part of the day or nearly full-time TP.

The background should be plain and uncluttered. It is unwise to set up a camera
facing either a window or a door. Too much backlight from a window will silhouette
the appearance of the individual on camera, and background movement seen through
a window or glass pane in a door will be distracting. The color of the background
should be neutral although some still suggest blue-colored background, which is
considered to allow better viewing of individuals with different complexions.

The clinician’s appearance should be professional as usual. This is part of
the work routine, which is important – even if practicing from home. Similar to
television broadcasts, clothes with solid colors and for gentlemen ties without
striking patterns may be best. Overall, telepsychiatrists may “need” to be an addi-
tional 15–20% more active and attentive – clinically, administratively, and in overall
efforts to connect at a distance (Hilty et al. 2004).

The room should be large enough for at least one to two adults to attend and be
included on screen. If more individuals will typically interact with the youth and
provider at one time, such as team-based assessments or group therapy, a larger room
should be considered. For care with children, for example, the room should allow the
child to move around, both for the child’s comfort and to allow an appropriate
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examination of his/her skill, particularly for younger children whose motor skills and
exploratory abilities may be compromised.

Development of a Protocol

As for the general telemental health guidelines, there are no established indications
or contraindications for telemental health services with young people, other than the
youth or parent refusing services. A brief discussion about the care, use of technol-
ogy, and a few nuances is part of the informed consent process by the clinician or one
of his/her designees. Most programs have written information about the service prior
to exposure of the patient to TP, with attention to clinical care, legal, privacy, and
other issues. It is key to assure patients that the sessions are not going to be recorded
and that the Internet connection is encrypted/safe. Written consent should be
obtained, documenting that the patient is voluntarily involved with TP, as well as
he/she may stop with TP whenever during the course of treatment.

At the very beginning of the each session, the patient should be introduced to
everyone that is at the distant TP station and giving a view of the entire room will
reassure them that no one else is observing the interaction. Further, the patient should
be told that the microphone is sensitive and the patient does not need to shout. Most
community-based settings utilize a presenter (often also the telemedicine coordina-
tor) in the telemental health encounters for both quality care and reimbursement
requirements. The provider should determine the scope of the presenter’s assistance
before the session (with scheduling, paperwork, and socialization to the behavioral
health system) and after the session (with implementing recommendations, facilitat-
ing referrals, and coordinating with the system of care).

If care is delivered in a traditional clinic setting, the provider shall alert staff to
any risks to the youth’s safety so that they can be aware of need to assist or notify
security or other resources. If care is delivered outside of a traditional clinic setting,
such as a school, additional planning may be necessary. On occasion, a presenter
may be needed during the session (with technical and clinical support, including
taking vital signs and assisting in emergency situations). The provider may decide
when to include the presenter in the session. If the presenter remains outside of the
room, the provider should determine how he/she will contact the presenter to join the
sessions should there be a need for assistance.

Involved clinicians should receive preliminary training in the operation of the
equipment. They should be aware of local policy regarding the actions that should be
taken in the event of accidental equipment failure. In such case the clinicians should
have the option to use the telephone and speak to the patient while the Internet
connection is about to be fixed. More detailed aspects of necessary clinician-com-
petencies will be reviewed later in this chapter.

Finally, after the TP session, the clinician dictates the statement that may be
electronically transferred to respective authorities and/or the respective clinic where
the patient is located/belongs (e.g., general practice, psychiatric department, outpa-
tient clinic, asylum center).
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Factors That May Affect Willingness to Learn About TP

There is very little research on training clinicians to optimize patient encounters
when utilizing video conferencing. It is important that such training be provided,
because maximizing the use of TP requires experience and an appropriate under-
standing of the unique challenges associated with this technology. It is not simply
a matter of doing the same things that one does in a face-to-face session via video
conferencing. As already mentioned, the literature on TP training is sparse, hetero-
geneous, and primarily descriptive. Even brief learning experiences may increase the
likelihood that residents will incorporate TP into their future practice (Hilty et al.
2015a). Nevertheless, certain factors were found to be associated with trainees’
interest in TP.

The majority of trainees in recent survey were interested in TP and believed
clinical exposure is an important aspect of training (Glover et al. 2013). Despite
trainees’ high interest levels, only 21% reported that didactic exposure was offered
and only 18% had direct patient care experiences via TP. In addition, only 29%
of trainees planned to use TP upon completion of training. These results suggest
that training programs may want to include TP experiences into the curriculum. A
majority of trainees with clinical exposure reported that their experience increased
their interest. Therefore, increased exposure during training may ultimately increase
the number of psychiatrists practicing TP and improve access to care (Glover et al.
2013).

That information led to a broad call for more work in telepsychiatric education
(Balon et al. 2015) related to a significant gap identified in the literature (Sunderji et
al. 2015). A survey of 46 programs revealed only 21 have a curriculum or informal
experience and 12 have only a curriculum (Hoffman and Kane 2015). A key issue,
though, is whether our learners – the residents and fellows – and those teaching them
have kept up with the growing evidence base of TP. The outcomes, satisfaction, and
range of clinical services should be well known, but are they aware that many of
these above concerns about TP have been widely discounted?

A survey of 270 participants in psychiatric training programs throughout the
USA, including 123 residents and fellows, was completed (Hilty et al. 2015d). This
included general psychiatry (54%), child and adolescent (33%), and other fellow-
ships (13%; forensic, geriatric, psychosomatic and substance). In terms of geogra-
phy, 76% of responders were practicing in an urban setting, 5% practiced in a rural
setting, and 19% were from both settings. Residents and fellows reported practicing
in urban setting (81%) and 66% were interested or very interested in TP and 10%
were very uninterested or uninterested.

Overall the top ten most common concerns and reasons that the participants
viewed TP as hard, daunting, and/or difficult to implement were that one cannot
perform a physical exam (54%), poor Internet connection is a roadblock to
implementing TP (52%), liability risks involved with TP are unknown (47%), certain
cultures will be less accepting (39%), nonverbal cues are missed (36%), privacy is an
issue (33%), TP is not as effective as to face to face psychiatry (32%), one cannot
manage emergencies related to safety with TP (30%), residency is insufficient for
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one to become competent in TP (30%), and paranoid patients do not like TP (26%).
Other concerns were at a rate of less than 5%. R/F specifically had concerns about:
one cannot perform a physical examination 67% (up from 54% overall), poor
Internet connection 57% (same), liability risks 52% (higher than 47% overall),
certain cultures will be less accepting 52% (much higher than 39%), and paranoid
patients using it 42% (much higher than 26%).

The findings of this survey are in three distinct areas. First, interest in TP is high
and increases with exposure. Second, education/training is not seen as adequate, but
now with TP competencies and methods delineated, programs may subcontract out
clinical experiences and perhaps utilize online modules. Third, concerns of R/F,
program directors, and faculty appear to relate to the effectiveness of clinical care,
including nonverbal cues, managing emergencies, dealing with patients’ paranoia
and cultural acceptability; the question about doing a physical exam may have been
interpreted in too many ways. The exposure/experience increases interest and
reduces concerns about effectiveness (e.g., nonverbal cues, engagement).

TP Competencies

Overview

Specific questions in the development of competencies remain unanswered: (1) how
do skills required for the practice of TP compare to in-person care? (2) are skills
required for TP part of a broader set of e-mental health (eMH) competencies (including
use of telephones/e-mail, social media, electronic health records (EHRs), mobile apps,
and Internet-based interventions)? and (3) what are the optimal andragogical methods
for teaching trainees TP? Therefore, a competency-informed approach is needed to
answer these questions and to contend with other barriers to TP implementation.

Competencies have also been organized in medical education at different levels:

• Level 1 – novice (medical student)
• Level 2 – advanced beginner (first-year resident)
• Level 3 – competent (senior resident)
• Level 4 – proficient (graduating resident)
• Level 5 – expert (expert in TP) (Dreyfus and Dreyfus 1980)

For the TP competencies published (Table 2; Hilty et al. 2015b), this was
simplified to three levels and this stratification fits better across disciplines and
learner 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)

• Expert (e.g., advanced faculty, attending, or interdisciplinary team member)
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While competencies are the consensus for moving forward with education, there
are different ways to organize them. At the level of medical students, the American
Association of Medical Colleges (AAMC) outcomes are evidence-based, including
the domains of medical knowledge, patient care skills and attitudes, interpersonal
and communication skills and attitudes, ethical judgment, professionalism, lifelong
learning and experience-based improvement, and community and systems-based
practice (American Association of Medical Colleges 2015).

Perhaps the best approaches TP competencies for all clinicians and those in
training is the milestone approach from the Accreditation Council on Graduate
Medical Education (ACGME 2013) and the evidence-based CanMEDS framework
(Royal College of Physicians and Surgeons of Canada 2005). The ACGME specifies
patient care, medical knowledge, practice-based learning and improvement, sys-
tems- based practice, professionalism, and interpersonal skills and communication
domains. The CanMEDS framework describes the knowledge, skills, and abilities
that specialist physicians need for better patient outcomes, based on the seven roles
that all physicians play: medical expert, communicator, collaborator, manager,
health advocate, scholar, and professional.

The most important area described in the TP competencies is patient care. It is
divided into two parts: (1) clinical – history, interviewing, assessment, and treatment
and (2) administrative-based issues related to care – documentation, electronic health
record (EHR), medico-legal, billing, and privacy/confidentiality. Systems-based
practice includes outreach, interprofessional education (IPE), providers at the med-
icine-psychiatric interface, geography, models of care, and safety. Attitude, integrity,
ethics, scope of practice, and cultural and diversity issues were grouped within
professionalism. An additional domain, technology, was added to include some
behavioral, communication, and operational aspects. Communication, knowledge,
and practice-based learning are included for completeness, although many skills in
this domain are similar to skills needed for in-person care.

Expert TP Competencies and Additional Considerations

Expert-level competencies for TP have been distilled into three main areas: (1) TP-
specific complexity, (2) clinical, reasoning, and other patient-based skill issues
(whether in-person or TP care), and (3) complexity based on system-based practice.
Examples illustrate the complexity of integrating regular assessment, adapting to a
setting, and working by TP:

• Completion of a Mini-Mental Status Examination (MMSE) (Folstein et al. 1975)
by TP. This involves efforts to preserve the MMSE testing integrity and ensure
optimal communication, and other clinical reasoning is used to determine
whether, for the sake of convenience with TP, a substitute item can be used
without altering test integrity.

• A child/adolescent patient evaluation includes the patient and parent, sibs, and
teacher who may telephone in. This requires extra time management, toys on-site,
the sequencing participation, and technology combinations.
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• For an evaluation of a Latino teenager, a parent and a pediatrician may be needed
in a rural setting. This involves management of language (e.g., teenager fluent
in English and a parent who needs an interpreter), cultural, and primary
care/pediatrician needs. Ideally, a culturally competent bilingual clinician would
be available if the patient has limited language proficiency.

Training programs should consider incorporation of a brief TP experience to fulfill
both trainees’ interest and the growing demand for psychiatrists. Such training should
address competencies that are (1) technical, (2) collaborative/interprofessional, and
(3) administrative (Sunderji et al. 2015).

The above description shows that settings in which TP is used partly shift
participants’ roles and the competency goals. A key dimension is the primary care
provider (PCP) specialist relationship, that is, developing trust, a working relation-
ship, and availability of the specialist by telephone, pager, or e-mail (Hilty et al. 2004,
2006, 2015c). Collaboration at a distance requires a systems perspective, with
heightened awareness of the available resources and attention to using them effi-
ciently. The needs and abilities of referring and other providers in distant communities
need to be clarified, rather than making assumptions; joint negotiation of the type of
assistance is useful. Timely, precise, relevant, and useful documentation is especially
important when TP is the predominant means of interacting with distal providers.
Careful listening is needed to recognize team formation and dynamics at a distance.

A variety of models have been used. For in-person work, a consultation care
model to primary care provides patient education, case-based PCP education, and
technical assistance to aid the PCPs’ prescribing medication (Katon et al. 1995).
A randomized trial of disease management for depression by TP was successful
(Hilty et al. 2007). The collaborative care model uses a long-term approach to
build relationships with PCPs through continuing education and medication co-
management (Katon et al. 1995); trials for PTSD and depression by TP have also
been successful (Fortney et al. 2013, 2015).

Integrated care models are increasingly being adopted (Gilbody et al. 2006; Kates
et al. 2011; Archer et al. 2012; Fortney et al. 2013; Woltmann et al. 2012), and
competencies have been spelled out for residents and the psychiatric consultant for
communication, training/supervision, collaboration, and leadership (Cowley et al.
2014; Hoge et al. 2014; Ratzliff et al. 2015). In addition, greater attention is
suggested regarding roles in care coordination, system navigation, longitudinal
training/mentoring, balancing the “leadership” and “equal team partner” roles, and
providing mental health care outside of health care settings (e.g., residential settings
and community agencies) (Sunderji et al. 2015).

Teaching and Assessment Methods for TP Competencies

TP competencies add complexity to regular teaching plans and for curricular pro-
gram directors, training directors, and staff. A combination of methods is suggested
to address the many factors involved, with adjustments to facilitate skill develop-
ment over time (Table 3). These methods may be used in curricula, continuing
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education/medical education programs and in other contexts. Some mainstream
program evaluation methods can also be used in (Tekian et al. 2015).

Assessment

There is no shortcut for observation, feedback, and evaluation in measuring the
progressive acquisition of skills. The evaluation process includes adopting standard-
ized measures, use of measures with specificity, timely, accurate and brief comple-
tion, and collection of data prospectively rather than retrospectively (Hilty et al.
2014). Kirkpatrick stresses that evaluation should include four different levels: (1)
reaction, (2) learning, (3) behavior, and (4) results (Kirkpatrick and Kirkpatrick
2009). Level one evaluation assesses a participant’s reactions to setting, materials,
and learning activities, ensuring learning and subsequent application of program
content (Rouse 2011), and can be captured through satisfaction ratings. Level two of
evaluation involves determining the extent to which learning has occurred, often
employing performance testing, simulations, case studies, plays, and knowledge
exercises (e.g., pre- and posttest). Level three attempts to determine the extent to
which new skills and knowledge have been applied “on the job,” such as in the
healthcare setting. Level four of evaluation involves measuring system-wide or
organizational impact of training.

Assessment of TP clinical outcomes can inform program evaluation, particularly
at Kirkpatrick’s levels 3 and 4 (Shore et al. 2013; Hilty et al. 2014).

As is obvious, these evaluations have moved beyond general satisfaction – to the
issues of feasibility, validity, reliability, cost/economics, and clinical outcomes.
In addition, effectiveness is favored above efficacy-only approaches (Hilty et al.
2013). Learners’ skills can be gauged through these program and systems-level
variables, and simultaneously, learning to incorporate quality assurance and evalu-
ation as an important TP competency.

TP Education via Relationship Building by eMH (e.g., TP Consultation
to Primary Care)

TP is part of a much broader e-health and eMH movement. Since traditional in-
person care may be costly, unavailable to many, and insufficient alone, many patients
and caregivers are seeking e-health information and eMH services from non-
traditional sources. The Internet provides all of us education, resources,
social connections, and other meaningful activities – even for those with obstacles
(e.g., geographic distance, physical immobility or agoraphobia) and generational
preferences (i.e., teenagers who prefer technology-based communication) (Hilty et
al. 2015a, e).
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With regard to primary care, three levels of intervention are possible:

• Low-intensity patient services include materials for psychoeducation, with tips for
self-assessment (e.g., diabetes, depression, and self-help and support groups).

• Mid-intensity options are informal online provider consultation, formal education
programs, and asynchronous communication with providers (Odor et al. 2011).

• High-intensity options are TP, Internet-based cognitive-behavioral therapy
(ICBT) or in-person MH services with professionals (Celio et al. 2000; Clarke
et al. 2005; Andersson et al. 2006; Christensen et al. 2006; Ritterband and
Thorndike 2006; Ljotsson et al. 2007; Mucic et al. 2016a).

Institutional Learning and Progress

This level of intervention requires a look at leadership, change management, and
other factors. The main current barriers to TP are human factors related to providers,
healthcare leaders, and other decision-makers. There are five categories of technol-
ogy adopters: innovators (2.5%), early adopters (13.5%), early majority (34%), late
majority (34%), and laggards (16%). Innovators and early adopters are more likely to
make a leap of faith and thereby believe in a new technology or innovative process.
This contrasts with the early majority, which has to be convinced by evidence that an
innovation works well before they will use it (Nadler et al. 1999; Luo et al. 2006).
Leaders in TP clinical care and education should consider how ready repetitive
stakeholders are, in terms of adopting specific clinical, educational, and administra-
tive aspects related to TP.

As a result, there are two approaches needed to implement TP widely within any
health system. First, leaders need to acknowledge the generational leadership change
that is starting to occur in healthcare providers, with younger providers being early
adopters who should be included in leadership roles in these programs as clinical
champions. The increasing body of evidence on the effectiveness of TP may be used
to convince others of the necessity of TP adoption to move from theory to practice.
Institutional competencies for TP may include: Patient-centered Care; Measurable
Outcomes; Trainee/Student Needs/Roles; Faculty Clinical and Teaching Roles;
Faculty Leadership Skills; Institutions and Institutions Within; Finance, Organiza-
tional Structure, and Funding; Change Management; and academic health center–
community partnerships (Hilty et al. 2015b). From a technological perspective, there
are relatively few barriers to the implementation of TP programs between clinics and
health systems or to patients’ homes in the community. Such a platform could also
facilitate e-curricula and TP training for programs, departments, and institutions,
under a broader distance education approach.

A number of federal resources in the USA could be adapted to assist with
telemedicine adoption, including telemental health with youth. This includes the
Office for the Advancement of Telehealth (OAT)-funded Telehealth Resource
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Centers (TRCs). The TRCs span all states and provide assistance, education, and
information to organizations and individuals who are providing, or interested in
providing, healthcare at a distance. The TRCs also provide resources related to
program development and evaluation, operations, reimbursement, legal and regula-
tory questions, marketing, training, and other concerns. The Center for Connected
Health Policy (http://www.cchpca.org/) specifically addresses telehealth policy for
the 50 states. The Substance Abuse and Mental Health Services Administration
(SAMHSA)-HRSA Center for Integrated Health Solutions also has telebehavioral
health training resources (https://www.samhsa.gov/).

Discussion

TP competencies related to skills, attitudes, and knowledge, which are stratified
across levels, might help trainees, faculty, and other interdisciplinary clinicians
across the world. Behaviors that reflect core competencies help with measurement
and evaluation. An approach is needed to select, align, and contextualize teaching
and assessment methods to achieve the desired outcomes. Development and use of
competencies is an ongoing process, though (Harden et al. 1999; Holmboe et al.
2010). The first steps involve discussion, needs assessment, implementation, and
evaluation from champions across administrative levels (Capobianco and Schultz
2007). Such TP competencies may help us to better meet access to care, trainees’
interests, and support patients’ rapid uptake of technology for care. Advanced
competencies are suggested, but need further review and analysis. Faculty develop-
ment for teaching, supervision, and evaluation is also needed (Litzelman et al. 1998;
Skeff et al. 2007; McLean et al. 2008; Srinivasan et al. 2011).

The institutional context is critical to the uptake of technology-mediated
healthcare. Stakeholders have to be convinced that technology significantly contrib-
utes to patient care and population health in order to gain buy-in. If only one group
champions the value of TP, adaptation of new competencies is unlikely (Fairchild et
al. 2004). Leaders adapting to changes related to eMH care may need to consider a
change management plan to streamline clinical service delivery (Armstrong et al.
2004; Hatem et al. 2006) and consider building/upgrading an integrated e-platform.
Such a course considers current and emerging infrastructure like wireless options.
Start-up, ongoing, and context-specific funding is crucial and the use of TP could
leverage clinical resources (i.e., specialists, interpreters, social workers) and offset
costs.

Conclusion

TP is effective and it is moving into mainstream medical education due to its clinical
relevance, many additional technologies that are shaping clinical care and increased
interest from the current generation of psychiatry residents. Indeed, since TP is only
part of a larger spectrum of clinical care based on how technology is now being used
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(the eMH care spectrum), competencies will grow in importance. TP competencies
for trainees and clinicians grounded in healthcare, business, and andragogy will help
learner objectives align with patient-based evaluation. Cross-sectional and longitu-
dinal evaluation of nearly all participants is needed iteratively to improve the
process. Exposure to TP care in training and opportunities for clinicians to train at
the bedside or in interactive continuing education/medical education programs may
yield a greater impact. Outcome, learner, and program evaluation that drives the
training – rather than is tacked on to it – is needed.

References

Accreditation Council on Graduate Medical Education (2013) Common program requirements.
https://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramRequirements/CPRs2013.pdf.
Accessed 1 Sept 2017

American Association of Medical Colleges, Core Medical Student Competencies (2015) https://
www.aamc.org. Accessed 1 Sept 2017

Andersson G, Carlbring P, Holmstrom A, Sparthan E, Furmark T, Nilsson-Ihrfelt E, Ekselius L
(2006) Internet-based self-help with therapist feedback and in vivo group exposure for social
phobia: a randomized controlled trial. J Consult Clin Psychol 74(4):677–686

Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, Coventry P (2012) Collaborative care
for depression and anxiety problems. Cochrane Database Syst Rev 10:CD006525. https://doi.
org/10.1002/14651858.CD006525.pub2

Armstrong EG, Mackey M, Spear SJ (2004) Medical education as a process management problem.
Acad Med 79:721–728. PMID: 15277126

Balon R, Beresin EV, Coverdale JH, Louie AK, Roberts LW (2015) Strengthening telepsychiatry’s
role in clinical care and education. Acad Psychiatry 39:6–9

Capobianco DJ, Schultz HJ (2007) The program director – a competency-based job description.
ACGME Bulletin, 28–30 Aug. http://www.acgme.org/acWebsite/bulletin/bulletin08_07.pdf.
Accessed 1 Sept 2017

Celio AA, Winzelberg AJ, Wilfley DE, Eppstein-Herald D, Springer EA, Dev P, Taylor CB (2000)
Reducing risk factors for eating disorders: comparison of an Internet- and a classroom-delivered
psychoeducational program. J Consult Clin Psychol 68(4):650–657. PMID: 10965640

Chipps J, Ramlall S, Mars M (2012) Practice guidelines for videoconference-based TP in South
Africa. Afr J Psychiatry (Johannesburg) 15:271–282

Christensen H, Griffiths K, Groves C, Korten A (2006) Free range users and one hit
wonders: community users of an Internet-based cognitive behaviour therapy program. Aust
N Z J Psychiatry 40(1):9–62. PMID: 16403040

Clarke G, Eubanks D, Reid E, Kelleher C, O’Connor E, DeBar LL, Lynch F, Gullion C (2005)
Overcoming depression on the Internet (ODIN) (2): a randomized trial of a self-help depression
skills program with reminders. J Med Internet Res 7(2):e16. PMID: 15998607

Cowley D, Dunaway K, Forstein M, Frosch E, Han J, Joseph R, Unutzer J (2014) Teaching
psychiatry residents to work at the interface of mental health and primary care. Acad Psychiatry
38(4):398–404. https://doi.org/10.1007/s40596-014-0081-3

CPA (2013) Clinical guidelines and position papers: TP [webpage on the Internet]. Canadian
Psychiatric Association, Ottawa. Available from http://ww1.cpa-apc.org:8080/publications/posi
tion_papers/TP.asp

Dreyfus SE, Dreyfus HL (1980) A five-stage model of the mental activities involved in directed
skill acquisition. University of California, Operations Research Center, Berkeley. http://www.
dtic.mil/dtic/tr/fulltext/u2/a084551.pdf. Accessed 1 Sept 2017

20 Training in Telepsychiatry 437

https://www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramRequirements/CPRs2013.pdf
https://www.aamc.org/
https://www.aamc.org/
https://doi.org/10.1002/14651858.CD006525.pub2
https://doi.org/10.1002/14651858.CD006525.pub2
http://www.acgme.org/acWebsite/bulletin/bulletin08_07.pdf
https://doi.org/10.1007/s40596-014-0081-3
http://ww1.cpa-apc.org:8080/publications/position_papers/TP.asp
http://ww1.cpa-apc.org:8080/publications/position_papers/TP.asp
http://www.dtic.mil/dtic/tr/fulltext/u2/a084551.pdf
http://www.dtic.mil/dtic/tr/fulltext/u2/a084551.pdf


Dwyer TF (1973) TP: psychiatric consultation by interactive television. Am J Psychiatry
130(8):865–869

Fairchild DG, Benjamin EM, Gifford DR, Huot SJ (2004) Physician leadership: enhancing the
career development of academic physician administrators and leaders. Acad Med 79:214–218.
PMID: 14985193

Folstein MF, Folstein SE, McHugh PR (1975) Mini-mental state. A practical method for grading the
cognitive state of patients for the clinician. J Psychiatr Res 12(3):189–198. PMID: 1202204

Fortney JC, Pyne JM, Mouden SB, Mittal D, Hudson TJ, Schroeder GW, Rost KM (2013) Practice-
based versus telemedicine-based collaborative care for depression in rural federally qualified
health centers: a pragmatic randomized comparative effectiveness trial. Am J Psychiatry
170(4):414–425. https://doi.org/10.1176/appi.ajp.2012.12050696

Fortney JC, Pyne JM, Kimbrell TA, Hudson TJ, Robinson DE, Schneider R, Schnurr PP (2015)
Telemedicine-based collaborative care for posttraumatic stress disorder: a randomized clinical trial.
J Am Med Assoc Psychiatry 72(1):58–67. https://doi.org/10.1001/jamapsychiatry.201$32#4.1575

Gilbody S, Bower P, Fletcher J, Richards D, Sutton AJ (2006) Collaborative care for depression:
a cumulative meta-analysis and review of longer-term outcomes. Arch Internal Med
166(21):2314–2321. https://doi.org/10.1001/archinte.166.21.2314

Glover JA, Williams E, Hazlett LJ, Campbell N (2013) Connecting to the future: TP in postgraduate
medical education. Telemed J E Health 19(6):1–6. https://doi.org/10.1089/tmj.2012.0182

Harden RM, Crosby JR, Davis MH (1999) AMEE guide no. 14: outcome-based education: part 1 –
an introduction to outcome-based education. Med Teach 21:7–14

Hatem CJ, Lown BA, Newman LR (2006) The academic health center coming of age: helping
faculty become better teachers and agents of educational change. Acad Med 81:941–944.
PMID: 17065851

Hilty DM, Marks SL, Doug U, Yellowlees PM, Nesbitt TS (2004) Clinical and educational TP
applications: a review. Can J Psychiatry 49(1):12–23

Hilty DM, Yellowlees PM, Cobb HC, Bourgeois JA, Neufeld JD, Nesbitt TS (2006) Models of
TP consultation-liaison service to rural primary care. Psychosomatics 47(2):152–157.
PMID: 16508028

Hilty DM, Marks S, Wegeland JE, Callahan EJ, Nesbitt TS (2007) A randomized controlled trial
of disease management modules, including TP care, for depression in rural primary care.
Psychiatry 4(2):58–65

Hilty DM, Ferrer DC, Parish MB, Johnston B, Callahan EJ, Yellowlees PM (2013) The effective-
ness of telemental health: a 2013 review. Telemed J E Health 19(6):444–454. https://doi.org/
10.1089/tmj.2013.0075

Hilty DM, Yellowlees PM, Nasatir SEH, Shoemaker EZ, Pato MT (2014) Program evaluation
and practical: supporting pragmatic data-driven clinical videoconferencing CV services. In:
Tuerk JP, Shore P (eds) Behavioral telehealth series volume 1- clinical video conferencing:
program development and practice. Springer Publishing, New York, pp 105–134

Hilty DM, Chan S, Torous J, Mahautmr J, Mucic DM (2015a) New frontiers in healthcare and
technology: Internet- and web-based mental options emerge to complement in-person and TP
care options. J Health Med Inform 6(4):1–14

Hilty DM, Crawford A, Teshima J, Chan S, Sunderji N, Yellowlees PM, Kramer G, O’Neill P, Fore
C, Luo JS, Li ST (2015b) A framework for telepsychiatric training and e-health: competency-
based education, evaluation and implications. Int Rev Psychiatry 27(6):569–592

Hilty DM, Green J, Nasatir-Hilty SE, Johnston B, Bourgeois JA (2015c) Mental healthcare to rural
and other underserved primary care settings: benefits of TP, integrated care, stepped care and
interdisciplinary team models. J Nurs Care 4:2. https://doi.org/10.4172/2167-1168.1000237

Hilty DM, Rabinowitz T, Yellowlees PM (2015d) Telepsychiatry’s evidence base shows effective-
ness: new models (asynchronous), more psychotherapy, and innovations with special
populations (child, gero, other), symposium, American Psychiatric Association, Toronto

Hilty DM, Snowdy CE, Shoemaker EZ, Gutierrez YSM, Carli V (2015e) Social media and clinical
practice: why it is popular, tips/guidelines on how to work with patients, and dealing with

438 D. Mucic and D. M. Hilty

https://doi.org/10.1176/appi.ajp.2012.12050696
https://doi.org/10.1001/jamapsychiatry.2014.1575
https://doi.org/10.1001/jamapsychiatry.2014.1575
https://doi.org/10.1001/archinte.166.21.2314
https://doi.org/10.1089/tmj.2012.0182
https://doi.org/10.1089/tmj.2013.0075
https://doi.org/10.1089/tmj.2013.0075
https://doi.org/10.4172/2167-1168.1000237


pathological Internet use. Med Res Arch 3(7). http://www.journals.ke-i.org/index.php/mra/
article/view/292

Hoffman P, Kane JM (2015) Telepsychiatry education and curriculum development in residency
training. Acad Psychiatry 39(1):108–109

Hoge MA, Morris JA, Laraia M, Pomerantz A, Farley T (2014) Core competencies for integrated
behavioral health and primary care. SAMHSA-HRSA Center for Integrated Health Solutions,
Washington, DC. http://www.integration.samhsa.gov/workforce/Integration_Competencies_
Fi$32#nal.pdf. Accessed 1 Sept 2017

Holmboe ES, Sherbin J, Donlin ML, Swing SR, Franks JR (2010) The role of assessment
in competency-based medical education. Med Teach 32:676–682. https://doi.org/10.3109/
0142159X.2010.500704

Jones RM, Leonard S, Birmingham L (2006) Setting up a TP service. Psychiatr Bull 30:464–467
Kates N, Mazowita G, Lemire F, Jayabarathan A, Bland R, Selby P, Audet A (2011) The evolution

of collaborative mental health care in Canada: a shared vision for the future. Can J Psychiatry
56(5):1–10

Katon W, Von Korff M, Lin E, Walker E, Simon GE, Bush T, . . . Russo J (1995) Collaborative
management to achieve treatment guidelines impact on depression in primary care. J Am Med
Assoc 273(13):1026–1031

Kirkpatrick J, Kirkpatrick W (2009) The Kirkpatrick Four Levels: a fresh look after 50 years,
1959–2009. http://www.kirkpatrickpartners.com/Portals/0/Resources/Kirkpatrick%20Four%
20Levels%20white%20paper.pdf. Accessed 1 Sept 2017

Litzelman DK, Stratos GA, Marriott DJ, Skeff KM (1998) Factorial validation of a widely
disseminated educational framework for evaluating clinical teachers. Acad Med 73:688–695

Ljotsson B, Lundin C, Mitsell K, Carlbring P, Ramklint M, Ghaderi A (2007) Remote treatment of
bulimia nervosa and binge eating disorder: a randomized trial of Internet-assisted cognitive
behavioural therapy. Behav Res Ther 45(4):649–661. PMID: 16899213

Luo JS, Hilty DM, Worley LLM, Yager J (2006) Considerations in change management related to
technology. Acad Psychiatry 30(6):465–469. PMID: 17139017

McLean M, Cilliers F, Van Wyk JM (2008) Faculty development: yesterday, today and tomorrow.
Med Teach 30:555–584. https://doi.org/10.1080/01421590802109834

Mucic D (2009) International TP in cross-cultural mental healthcare. Telemed J E Health 15
(s1):$32#27–79

Mucic D (2010) Transcultural TP and its impact on patient satisfaction. J Telemed Telecare
16:237–242

Mucic D, Hilty DM (eds) (2016) e-Mental health. Springer, Cham
Mucic D, Hilty DM, Yellowlees PM (2016a) e-Mental health toward cross-cultural populations

worldwide. In: Mucic D, Hilty DM (eds) e-Mental health. Springer, Cham
Mucic D, Hilty DM, Parrish MB, Yellowlees PM (2016b) Web- and Internet-based services:

education, support, self-care and formal treatment approaches. In: Mucic D, Hilty DM (eds)
e-Mental health. Springer, Cham

Myers KM, Turvey C (eds) (2013) Telemental health: clinical, technical, and administrative
foundations for evidence-based practice. Elsevier, London

Myers K, Cain S, Work Group on Quality Issues, American Academy of Child and Adolescent
Psychiatry Staff (2008) Practice parameter for TP with children and adolescents. J Am Acad
Child Adolesc Psychiatry 47:1468–1483

Nadler G, Hibino S, Farrell J (1999) Creative solution finding: the triumph of breakthrough thinking
over conventional problem solving. Prima Publications, Rocklin

Odor A, Yellowlees P, Hilty D, Parish MB, Nafiz N, Iosif AM (2011) PsychVACS: a system for
asynchronous TP. Telemed J E Health 17:299–303

RANZCP (2013) TP: professional practice standards and guides for TP [webpage on the
Internet]. The Royal Australian and New Zealand College of Psychiatrists, Melbourne. http://
www.ranzcp.org/Files/Resources/RANZCP-Professional-Practice-Standards-and-Guides.aspx.
Accessed 1 Sept 2017

20 Training in Telepsychiatry 439

http://www.journals.ke-i.org/index.php/mra/article/view/292
http://www.journals.ke-i.org/index.php/mra/article/view/292
http://www.integration.samhsa.gov/workforce/Integration_Competencies_Final.pdf
http://www.integration.samhsa.gov/workforce/Integration_Competencies_Final.pdf
http://www.integration.samhsa.gov/workforce/Integration_Competencies_Final.pdf
https://doi.org/10.3109/0142159X.2010.500704
https://doi.org/10.3109/0142159X.2010.500704
http://www.kirkpatrickpartners.com/Portals/0/Resources/Kirkpatrick%20Four%20Levels%20white%20paper.pdf
http://www.kirkpatrickpartners.com/Portals/0/Resources/Kirkpatrick%20Four%20Levels%20white%20paper.pdf
https://doi.org/10.1080/01421590802109834
http://www.ranzcp.org/Files/Resources/RANZCP-Professional-Practice-Standards-and-Guides.aspx
http://www.ranzcp.org/Files/Resources/RANZCP-Professional-Practice-Standards-and-Guides.aspx


Ratzliff A, Norfleet K, Chan YF, Raney L, Unützer J (2015) Perceived educational needs of the
integrated care psychiatric consultant. Acad Psychiatry 39(4):448–456. https://doi.org/10.1007/
s40596-015-0360-7

Ritterband LM, Thorndike F (2006) Internet interventions or patient education web sites? J Med
Internet Res 8(3):e18. PMID: 17032634

Rouse DN (2011) Employing Kirkpatrick’s evaluation framework to determine the effectiveness of
health information management courses and programs. Perspect Health Inf Manag 8(Spring):1c.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3070232/. Accessed 1 Sept 2017

Royal College of Physicians and Surgeons of Canada, CanMEDS Framework (2005) http://www.
royalcollege.ca/portal/page/portal/rc/canmeds/framework. Accessed 1 Sept 2017

Sargeant JK, Tanis A, McGregor F, Pearce P, Quinn D, Milev R, Renaud S, Skakum K, Dada N
(2010) Psychiatric human resources planning in Canada. Position paper of the Canadian
Psychiatric Association. Can J Psychiatry 55(9):1–20

Shore JH (2013) TP: videoconferencing in the delivery of psychiatric care. Am J Psychiatry
170(3):256–262. https://doi.org/10.1176/appi.ajp.2012.12081064

Shore JH, Mishkind MC, Bernard J, Doarn CR, Bell I Jr, Bhatla R, Vo A (2013) A lexicon of
assessment and outcome measures for telemental health. Telemed E Health 3:282–292. https://
doi.org/10.1089/tmj.2013.0357

Skeff KM, Stratos GA, Mount JFS (2007) Faculty development in medicine: a field in evolution.
Teach Teach Educ 23:280–285

Srinivasan M, Li ST, Meyers FJ, Pratt DD, Collins JB, Braddock C, Hilty DM (2011) Teaching as
a competency for medical educators: competencies for medical educators. Acad Med
86(10):1211–1220. https://doi.org/10.1097/ACM.0b013e31822c5b9a

Sunderji N, Crawford C, Jovanovic M (2015) TP in graduate medical education: a narrative review.
Acad Psychiatry 39:55–62

Tekian A, Hodges BD, Roberts TE, Schuwirth L, Norcini J (2015) Assessing competencies using
milestones along the way. Med Teach 37(4):399–402. http://www.ncbi.nlm.nih.gov/pubmed/
25523010

Volpe T, Boydell KM, Pignatiello A (2013) Attracting child psychiatrists to a televideo consultation
service: the TeleLink experience. Int J Telemed Appl 146858. https://doi.org/10.1155/2013/
146858

Woltmann E, Grogan-Kaylor A, Perron B, Georges H, Kilbourne AM, Bauer MS (2012) Compar-
ative effectiveness of collaborative chronic care models for mental health conditions across
primary, specialty, and behavioral health care settings: systematic review and meta-analysis.
Am J Psychiatry 169(8):790–804. https://doi.org/10.1176/appi.ajp.2012.11111616

Yellowlees P, Shore J, Roberts L, American Telemedicine Association (2010) Practice guidelines
for videoconferencing-based telemental health – October 2009. Telemed J E Health 16
(10):$32#1074–1089

Yellowlees PM, Odor A, Iosif A, Parish MB, Nafiz N, Patrice K, . . . Hilty D (2013) Transcultural
psychiatry made simple: asynchronous TP as an approach to providing culturally relevant care.
Telemed J E Health 19(4):1–6. https://doi.org/10.1089/tmj.2012.0077

440 D. Mucic and D. M. Hilty

https://doi.org/10.1007/s40596-015-0360-7
https://doi.org/10.1007/s40596-015-0360-7
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3070232/
http://www.royalcollege.ca/portal/page/portal/rc/canmeds/framework
http://www.royalcollege.ca/portal/page/portal/rc/canmeds/framework
https://doi.org/10.1176/appi.ajp.2012.12081064
https://doi.org/10.1089/tmj.2013.0357
https://doi.org/10.1089/tmj.2013.0357
https://doi.org/10.1097/ACM.0b013e31822c5b9a
http://www.ncbi.nlm.nih.gov/pubmed/25523010
http://www.ncbi.nlm.nih.gov/pubmed/25523010
https://doi.org/10.1155/2013/146858
https://doi.org/10.1155/2013/146858
https://doi.org/10.1176/appi.ajp.2012.11111616
https://doi.org/10.1089/tmj.2012.0077

	20 Training in Telepsychiatry
	Introduction
	A TP Service, Its Components, and How to Set It Up
	Equipment
	Positioning of Camera Relative to the Screen
	The Room and Appearance
	Development of a Protocol

	Factors That May Affect Willingness to Learn About TP
	TP Competencies
	Overview
	Expert TP Competencies and Additional Considerations

	Teaching and Assessment Methods for TP Competencies
	Assessment
	TP Education via Relationship Building by eMH (e.g., TP Consultation to Primary Care)
	Institutional Learning and Progress

	Discussion
	Conclusion
	References


