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Abstract
Objective With the increased implementation of models that
integrate behavioral health with other medical care, there is a
need for a workforce of integrated care providers, including
psychiatrists, who are trained to deliver mental health care in
new ways and meet the needs of a primary care population.
However, little is known about the educational needs of psy-
chiatrists in practice delivering integrated care to inform the
development of integrated care training experiences.
Method The educational needs of the integrated care team
were assessed by surveying psychiatric consultants who work
in integrated care.
Results A convenience sample of 52 psychiatrists working in
integrated care responded to the survey. The majority of the
topics included in the survey were considered educational
priorities (>50 % of the psychiatrists rated them as essential)
for the psychiatric consultant role. Psychiatrists’ perspectives
on educational priorities for behavioral health providers
(BHPs) and primary care providers (PCPs) were also identi-
fied. Almost all psychiatrists reported that they provide
educational support for PCPs and BHPs (for PCP 92 %; for
BHP 96 %).
Conclusions The information provided in this report suggests
likely educational needs of the integrated care psychiatric con-
sultant and provides insight into the learning needs of other

integrated care teammembers. Defining clear priorities related
to the three roles of the integrated care psychiatric consultant
(clinical consultant, clinical educator, and clinical team leader)
will be helpful to inform residency training programs to pre-
pare psychiatrists for work in this emerging field of psychiatry.
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There is now a strong evidence base for providing mental
health care for patients with common disorders such as de-
pression or anxiety in primary care settings using integrated
care models [1, 2]. Integrated care is delivered by a psychiatric
consultant who works closely with a team including primary
care providers (PCPs) and behavioral health providers (BHPs)
using a shared workflow. With the increased implementation
of integrated care models, there is a need for a workforce of
integrated care providers, including psychiatrists, who are
trained to deliver mental health care in new ways and meet
the needs of a primary care population [3].

Psychiatry residency programs teach psychiatrists to be
able to perform a direct consultation in which the patient is
referred by a medical specialist for a diagnostic evaluation and
treatment recommendations. However, to deliver integrated
care will require the development or refinement of additional
proficiencies that have not traditionally been part of current
psychiatry residency programs. Some of these proficiencies
can be inferred from evidence-based integrated care models.
For example, psychiatrists will need to learn approaches such
as measurement-based care or the systematic use of outcomes
measures to track response to treatment and treatment to tar-
get, meaning the stepwise addition of progressively more in-
tensive treatment or augmentation strategies to optimize

Electronic supplementary material The online version of this article
(doi:10.1007/s40596-015-0360-7) contains supplementary material,
which is available to authorized users.

* Anna Ratzliff
annar22@uw.edu

1 University of Washington, Seattle, WA, USA
2 Collaborative Care Consulting, Dolores, CO, USA

Acad Psychiatry (2015) 39:448–456
DOI 10.1007/s40596-015-0360-7

http://dx.doi.org/10.1007/s40596-015-0360-7


treatment response and reach a predefined target for improve-
ment in symptoms and functioning [4]. For some integrated
care models, such as Collaborative Care, psychiatrists will
also need to learn population-based care principles, such as
systems of care in which a psychiatrist supports the
work of BHPs to deliver routine mental health care
and reserves direct assessment and intervention for more
complex and/or refractory cases. This approach leverages
the expertise of a psychiatric consultant to increase efficiency
and effectively care for a larger panel of patients in primary
care [5, 6].

Although the studies related to integrated care would argue
for teaching these topics to psychiatrists interested in an inte-
grated care career, the actual real-world educational needs for
the integrated care psychiatric consultant are just starting to be
defined [7]. The current study was conducted to survey psy-
chiatrists working in real-world integrated care settings with
the goal of better understanding what psychiatrists need to
learn in order to work effectively within integrated care teams
and settings. A second goal was to better understand the
psychiatric consultant perspective on the training needs
of the typical integrated team members (psychiatric con-
sultant, primary care providers, and behavioral health
professionals).

Methods

The survey used in the study was developed based on both the
extensive clinical experience of the physician investigators
and published descriptions of integrated care [1–3] as a needs
assessment to inform the development of educational mate-
rials for psychiatrists working in integrated care. The complete
survey is included in the Supplemental Materials. The Human
Subjects Division at the University of Washington determined
that this study did not require submission or approval by that
body. The survey was distributed electronically as an e-mail
invitation to a list of psychiatrists self-identified as working in
integrated care and as a link on an infinity group listserv
(http://community.networkofcare.org/). The survey was open
from November 2011 through January 2012, and a total of 67
respondents completed the survey during this time. This
convenience sample represented psychiatrists distributed
across the USA and from a variety of practice settings. Only
psychiatrists working in integrated care settings at least 5 h a
week were included in the study. A total of 15 respondents
were excluded because they were psychiatric residents or
psychiatrists in leadership positions without direct care
responsibilities, leaving a study sample of 52 psychiatrists.
The survey was composed of questionnaire items and open-
ended questions. Survey questions analyzed for this paper are
16, 22, 25-29 from the survey included in Supplemental
Materials, and all other data is presented in another paper

[8]. The survey asked psychiatric consultants to report their
opinion on which integrated care subjects (clinical topics,
treatment strategies, and systems issues) are essential for func-
tioning as a PCP, BHP, or psychiatric consultant (PC) in pro-
viding integrated care.

Percentages of each specific learning need (clinical topics,
treatment strategies, and systems issues) were calculated and
reported by learner group (PCPs, BHPs, and PC). To deter-
mine if there was a significant difference among the learning
needs priorities for the PCP, BHP, and PC, a Cochran Q test
with p value at a significance level of <0.05 was used to
compare a group difference. If there was a significant differ-
ence among PCP, BHP, and PC groups, a McNemar test was
then used to test pairwise comparisons (PCP vs. BHP, PCP vs.
PC, and BHP vs. PC). Because there are three pairwise com-
parisons, the p value was adjusted with Bonferroni correction
(alpha=0.05/3=0.0166). This means that any p value less than
0.0166 was considered significant.

Results

Two thirds (64 %) of the respondents were male, and the mean
age was 53 years. On average, respondents had been out of
residency training for 18 years. With regard to specialty train-
ing, psychiatrists completed a fellowship in the following ar-
ea: 19 % in psychiatry, 8 % in family practice, 4 % in internal
medicine, 2 % in pediatrics, and 8 % in another specialty area.
Additionally, 46% completed a fellowship: in particular, 14%
in child and adolescent psychiatry, 4 % in primary care psy-
chiatry or psychosomatic medicine, 2 % in geriatric psychia-
try, none in addiction medicine, and 29 % completed an un-
specified fellowship.

Table 1 lists a summary of the psychiatric consultant
perspective on the essential topics and skills needed for
the integrated care team. The majority of the topics
included in the study were considered priorities for the
psychiatric consultant role if greater than 50 % of the
psychiatrists rated them as essential. When examining
the importance of each topic for the other team mem-
bers, four patterns emerged. First, for some topics such
as major depressive disorder and knowledge of integrat-
ed care, there was no statistical difference indicating an
equal importance of these topics to the whole team.
Another pattern was defined by the topics that were
significantly more essential for the BHP and the PC
compared to the PCP (for example, psychotic disorders
and providing emotional support for the team). A third
pattern consisted of topics that were essentially more
important for the PCP and PC than for the BHP (for
example, dementia and managing and treating medical
comorbidities). The last group, the psychiatric consultant
only group, displayed statistically significant differences
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Table 1 Summary of psychiatrist perspective on the educational needs of the integrated care team

Topic Psychiatric
consultant
(%)

BHP
(%)

PCP
(%)

Comparison
PCP vs. BHP
vs. PC

Pairwise comparison

PCP vs. BHP PCP vs. PC BHP vs. PC

Clinical topics

ADHD 78 63 57 0.0124 0.3173 0.0075 0.0522

Anxiety disorder 84 88 88 0.6065

Assessing suicide/violence risk 86 86 80 0.4412

Bipolar disorder 88 84 56 <0.0001 0.001 0.0003 0.4142

Child psychiatry 51 47 41 0.2053

Chronic pain 74 61 88 0.0009 0.0003 0.0196 0.1088

Dementia 65 35 65 <0.0001 0.0003 1.000 0.0006

Eating disorder 78 45 37 <0.0001 0.3458 <0.0001 0.0001

Major depressive disorder 86 90 90 0.4493

Personality disorders/difficult patient 82 84 60 0.0002 0.0013 0.0023 0.6547

Psychiatric issues in pediatric populations 51 47 41 0.2053

Psychiatric issues in pregnancy 72 46 56 0.2053

Psychotic disorder 80 70 48 0.0004 0.0045 0.0011 0.1655

PTSD 86 88 48 <0.0001 <0.0001 0.0001 0.5637

Somatic symptoms/fatigue 74 66 80 0.1280

Substance use disorder 88 92 88 0.3679

Traumatic brain injury 69 31 51 <0.0001 0.0075 0.0126 <0.0001

Unexplained physical symptoms 70 50 78 0.0015 0.0017 0.1573 0.0253

Treatment strategies

Developing crisis management plans 80 84 37 <0.0001 <0.0001 <0.0001 0.1573

Providing recommendations for evidence-based
behavioral/psychosocial interventions

80 86 20 <0.0001 <0.0001 <0.0001 0.3173

Providing recommendations for evidence-based
medication treatment

90 25 63 <0.0001 0.0002 0.0008 <0.0001

Monitoring modifiable risk factors (e.g., weight,
blood pressure, lipids, etc.)

74 39 86 <0.0001 <0.0001 0.0578 0.0011

Managing and treating medical comorbidities 71 29 82 <0.0001 <0.0001 0.1655 0.0001

Prescribing non-psychotropic medications for
hypertension, hyperlipidemia, and diabetes

23 4 73 <0.0001 <0.0001 <0.0001 0.0067

Consultation on and making pharmacologic
recommendations for children and adolescents

53 13 32 <0.0001 0.0126 0.0016 <0.0001

System issues

Knowledge of integrated care models and
evidence for these models

77 69 69 0.3442

Working in integrated care teams 85 88 88 0.1017

Performing indirect consultation/psychiatric case
review without direct examination of patient

88 38 33 <0.0001 0.564 <0.0001 <0.0001

Evaluating patients using tele-video 19 11 2 0.0025 0.046 0.005 0.046

Assessing disability/ability to work 54 23 56 <0.0001 0.0001 0.655 0.0001

Supporting a system approach to crisis management
(e.g., suicidal ideation)

77 81 71 0.1778

Using rating scales to measure outcomes 77 81 73 0.3012

Understanding HIPPA/charting 79 83 83 0.1353

Knowledge of liability concerns 83 71 77 0.0859

Reviewing panels of patients for intensification of
treatment

58 38 25 0.0003 0.109 0.0003 0.008

Working with BHPs 79 44 73 <0.0001 0.001 0.317 0.0002

Supervising BHPs 69 19 23 <0.0001 0.593 <0.0001 <0.0001

Working with PCPs 89 75 36 <0.0001

Communicating recommendations effectively to
PCPs

94 77 19 <0.0001 <0.0001 <0.0001 0.005

Providing emotional support for care team members 72 74 39 <0.0001 0.0001 0.0003 0.739

Working with the group dynamics of an integrated
care team

77 77 68 0.8187

Advising teams in health care organizations about
behavioral health issues

68 45 34 <0.0001 0.096 0.0003 0.0009

Supporting a clinic/organization to build an effective
integrated care team that fits a clinic
population/personnel resources

79 60 60 0.0063 0.999 0.0126 0.0126

BHP behavioral health provider

PCP primary care providers

PC psychiatric consultant
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between the topics for the PC and the BHP, and the PC
and the PCP (for example, performing indirect
consultation/psychiatric case review without direct ex-
amination of patient) (Fig. 1).

Table 2 summarizes the four distinct learning groups
within the integrated care team that were defined
through this statistical analysis: all integrated care pro-
viders (BHP, PCP, and psychiatric consultant), the med-
ical team (PCP and psychiatric consultant), the mental
health team (BHP and psychiatric consultant), and the
psychiatric consultant only. Core content topics for the
whole team were reported as major depressive disorder,
substance use disorder, anxiety, and suicide/violence
risk, working in the integrated care team, knowledge
of HIPPA and charting, using outcome measures, crisis
management, knowledge of integrated care, and working
with the team dynamic. The less commonly reported
topics were working with somatic symptoms or fatigue
and child psychiatry. Mental health core topics were
reported as bipolar disorder, PTSD, personality disor-
ders, psychotic disorders, evidence-based interventions,
crisis management planning, communicating with
PCPs, working with PCPs, providing emotional support
to the team, and, less commonly, patient evaluation by
tele-video. Common training needs for the medical pro-
viders included unexplained physical symptoms, demen-
tia, traumatic brain injury, monitoring modifiable risk
factors, managing medical comorbidities, working with
BHPs, and disability assessment.

Providing Educational Support to the Team

Almost all psychiatrists report that they provide educational
support for PCPs and BHPs (for PCP 92 %; for BHP 96 %).
Psychiatrists who responded to the survey indicated that edu-
cational support was provided to PCPs and BHPs through
similar modes. Educational support is most often provided
by integrating education into clinical consultations (PCP
77 %; BHP 85 %). Less common methods of providing sup-
port included providing educational materials (PCP 58 %;
BHP 56 %), at scheduled trainings (PCP 54 %; BHP 44 %),
and by encouraging attendance at educational meetings (PCP
33 %; BHP 35 %).

Psychiatrists who responded to the survey indicated that
their most preferred training method was attending confer-
ences (92 %). Other training methods commonly preferred
by responding psychiatrists include the use of online materials
(81 %), learning on the job (73 %), learning from colleagues
(65 %), and courses on integrated care (50 %). Fewer psychi-
atrists preferred training methods that were podcasts or down-
loads (35 %), learning community or listserv (33 %), residen-
cy training (21 %), texts (14 %), fellowship training (13 %),
and other training (12 %).

Discussion

The results of this study provide important information about
the educational needs and preferred training methods of the

Psychiatric Consultant
- Ea ng Disorders
- Indirect Consulta on

Mental Health Team
(PC + BHP)

Behavioral Health 
Provider

Medical Team
(PCP + PC)

Integrated Care 
Team Members
(PCP, PC, BHP)

- Common mental
health disorders (MDD,
anxiety, substance use)
- Core integrated care 
topics

Primary Care 
Provider

- Specialty 
mental health
disorders 
(bipolar,
personality 
disorders, PTSD,
psychosis)
- Crisis 
management
- Emo onal 
support to
team

- De a, TBI
- Monitoring modifiable 
risk factors

Fig. 1 Team member groups and
identified educational needs
sorted by role on the primary care
team
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Table 2 Common educational priorities for the integrated care learning groups

All team membersa Mental health providersb Medical providersc Psychiatric consultantd

Clinical topics

ADHDe (PC>BHP>PCP) Bipolar disorder Dementia Eating disorder

Anxiety disorder Personality disorders/difficult
patient

Traumatic brain injury

Assessing suicide/violence risk Psychotic disorder Unexplained physical
symptomse

Chronic paine (PCP>PC>BHP) PTSD

Major depressive disorder

Psychiatric issues in pediatric
populations

Psychiatric issues in pregnancy

Somatic symptoms/fatigue

Substance use disorder

Treatment Strategies

Developing crisis
management plans

Monitoring modifiable
risk factors (e.g., weight,
blood pressure, lipids,
etc.)

Consultation on and making
pharmacologic
recommendations for
children and adolescents

Providing recommendations
for evidence-based
behavioral/psychosocial
interventions

Managing and treating
medical comorbidities

Systems issues

Knowledge of integrated care
models and evidence for
these models

Working with PCPs Assessing disability/ability
to work

Performing indirect
consultation/ psychiatric
case review without direct
examination of patient

Working in integrated care teams Communicating
recommendations
effectively to PCPse

(PC>BHP)

Working with BHPs Reviewing panels of patients
for intensification of
treatment

Supporting a system approach to
crisis management
(e.g., suicidal ideation)

Providing emotional support
for care team members

Supervising BHPs

Using rating scales to measure
outcomes

Advising teams in health
care organizations about
behavioral health issues

Understanding HIPPA/charting Supporting a clinic/
organization to build an
effective integrated care
team that fits a clinic
population/personnel
resources

Knowledge of liability concerns

Working with the group
dynamics of an integrated
care team

Only topics reported for the consulting psychiatrist at >50 % were included in the table.
a No statistical difference noted in percent reported for each provider type
b Statistically significant difference between percentage reported for behavioral health providers (BHP) and psychiatric consultant (PC) compared to
primary care providers (PCP)
c Statistically significant difference between percentage reported for PCP and PC compared to BHP
d Statistically significant difference between percentage reported for PC compared to PCP and BHP
eClear trend without statistical significance
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integrated care psychiatric consultant, based on the perspec-
tive of more than 50 real-world integrated care psychiatric
consultants. The topics identified by the respondents in this
study provide important information to guide psychiatric res-
idency programs about how to evolve current curriculum to
prepare psychiatrists for a role in integrated care [3].

Many of the identified learning needs of psychiatric con-
sultants are consistent with previous recommendations from
the psychosomatic medicine literature [9] and the emerging
integrated care literature [7]. These findings support the notion
that there are common key topics regularly encountered by a
psychiatric consultant on an integrated care team. The results
related to training needs for the psychiatrist can be grouped
into three functional roles for the psychiatric consultant on an
integrated care team. The first role is related to providing
clinical recommendations about common behavioral health
disorders as a clinical consultant (both as a direct and caseload
consultant). The second potential role for the psychiatric con-
sultant is to provide education to the team as a clinical educa-
tor and to provide guidance on the topics that might be impor-
tant to teach to the BHPs and PCPs from the perspectives of
real-world integrated care psychiatrists. The third potential
role described by the results encompasses the content related
to developing a system of care and providing support to a team
of clinicians as a clinical team leader.

Integrated Care Clinical Consultant

The core role of the integrated care psychiatric consultant is to
provide clinical consultation to support the work of the primary
care team. The surveyed psychiatrists identified that the most
important clinical topics for education are topics consistent
with the mental health disorders that are commonly managed
in primary care settings, such as depression, anxiety, and sub-
stance use [10]. Knowledge of how to provide evidence-based
care for the common primary care mental health disorders will
be core training topics for any integrated care psychiatric con-
sultant (see all clinical topics and treatment strategies listed in
Table 2). In addition to providing direct evaluation and treat-
ment recommendations for common primary care clinical con-
ditions, many of the psychiatric consultants in this survey re-
port providing recommendations through indirect consultation
or without seeing a patient directly. This role will likely require
new skills to build comfort to provide care in this modality.

Ideally, exposure to integrated care would begin in psychi-
atric residency. At a minimum, residents could be exposed to
didactic presentations about the evidence base and spectrum
of approaches to integrated care. However, some research
suggests that observing an attending physician at work may
provide a better learning experience [11]. Some programs
have begun to offer electives in integrated care using faculty
who are trained in Family Medicine/Psychiatry or Internal
Medicine/Psychiatry [12] or using primary care settings for

psychiatric clinical rotations [7, 13]. Ideally, these rotations
would allow residents to experience working as part of a team
and learning skills in consultation, techniques in teamwork,
measurement-based practice, and leadership [14]. There are
evidence-informed guidelines for creating this type of training
experience including outlined potential goals and objectives
and teaching methods for integrated care [15] and the descrip-
tion of Shared Mental Health Care efforts at McMaster
University in Hamilton, Ontario [16].

Only 21 % of respondents reported “Residency Training”
as a modality to learn about integrated care, suggesting that
the majority of psychiatrists responding to this survey did not
receive training as part of their psychiatric residency training
or did not find this a preferred method. Currently, the major
barriers to developing integrated care experiences for residents
are a lack of integrated care clinical settings to host rotations
and a lack of attending psychiatrists who are able to teach
integrated care. Even when there is the opportunity and sup-
port to develop integrated approaches, there are common bar-
riers, such as space, expertise in supervision, and attending
time (especially the financial constraints) to provide supervi-
sion, which must be considered as an integrated care rotation
is designed [17]. To meet this challenge, programs may need
to invest in developing this expertise among faculty psychia-
trists. Additionally, for psychiatrists in practice or at academic
programs without access to integrated care, alternative ap-
proaches could be developed to provide the knowledge and
skills necessary to practice integrated care, including the use
of modalities such as attending conferences and using online
materials, which were listed as types of desired training op-
portunities by the psychiatrists surveyed here.

Clinical Educator for Integrated Care

Psychiatric consultants will also need to be prepared to func-
tion in the role of educator to the integrated care team, as
almost all psychiatrists report that they provide educational
support for PCPs and BHPs, which is consistent with previous
studies on educating primary care providers in psychiatry [18,
19]. The results of this survey indicate that integration of clin-
ical education into clinical work during the consultation is the
most commonmode of teaching by the psychiatric consultant.

The psychiatric consultant is in an ideal position to help
PCPs optimize their learning as described in previous PCP
educational efforts which combined didactics, application of
knowledge and skills in actual practice settings, and feedback
sessions [19, 20]. Although there is not an established litera-
ture about a psychiatric consultant educating BHPs, the fre-
quent communication in most teams between the psychiatric
consultant and the BHP should provide ample opportunity for
education. Ideally, in the role of educator, the psychiatric con-
sultant will need to develop comfort and competence to share
knowledge about all of the common primary care mental
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health topics. The psychiatrists’ perspectives on which topics
are needed for each team role suggest four different learning
groups: all team members, the mental health providers, the
medical team providers, and primarily the psychiatric consul-
tant. Knowledge of the learning priorities in each of these
groups will help the psychiatric consultant to customize teach-
ing to these different subgroups.

This paper provides some guidance about the education
priorities for the different members of the team. However,
some studies have shown that validation of these educational
priorities for other team members by directly surveying them
may be important as there is some evidence that psychiatrist
perspectives on the training needs of primary care providers
do not always align with the other primary care team mem-
bers’ perspectives [21, 22]. In addition to discussing the learn-
ing priorities for the different members of the integrated care
team, resident training programs may need to consider more
formal didactic training in how to deliver education that is
effectively integrated into clinical consultation. Although
psychiatrists may provide education as part of a typical
ward team to medical students, formal training in how
to provide education is not a typical feature of psychi-
atric resident education [23]. Approaches to address this
challenge have been developed [24] and could be
adapted to provide development of skills in the role of
educator for PCPs and other BHPs engaged in integrat-
ed care.

Integrated Care Clinical Team Leader

The clinical leadership role is defined by the identified psy-
chiatric consultant training needs related to systems topics
such as supporting the clinic to build an integrated care team,
supervising BHPs, advising about behavioral health is-
sues, and assessing need for a higher level of treatment
system (see systems issues in Table 2). Developing ex-
pertise in systems-based care to support an integrated care
team is consistent with several of the new Accreditation
Council for Graduate Medical Education (ACGME)
milestones:

& System Based Practice 4 Milestone—consultation to
non-psychiatric medical providers and non-medical
systems (e.g., military, schools, businesses, forensic)
especially al Level 4a “Provides integrated care for
psychiatric patients through collaboration with other
physicians.”

& Interpersonal and Communication Skills 1 Milestone—
“Relationship development and conflict management with
patients, families, colleagues, and members of the health
care team,” especially level 4b “Leads a multidisciplinary
care team” [25]

Developing a strong integrated care rotation may be an
ideal way for a psychiatry training program to address these
milestones in resident education.

Another important training consideration is how to develop
opportunities for psychiatrists to train in teams, including
practice leading teams. Exploring the opportunity for psychi-
atry residents to take ownership of teams, especially in the
early years of training, may be one way to address this need
[26]. Working on a team will likely have the most impact
when paired with didactic information about high functioning
teams [27] and reflection on team functioning. Working on
interprofessional teams requires additional training opportuni-
ties, and there are some published models of interprofessional
education which can be used to support efforts to build
strong integrated care teams to deliver mental health.
For example, Memorial University in Newfoundland,
Canada, used a Collaborative Mental Health Practice
Interprofessional Education Module which included medical,
nursing, and allied health staff and was demonstrated to be
feasible and well received by trainees [28]. In another exam-
ple, University of Rochester School ofMedicine and Dentistry
found that pediatric graduates who participated in an integrat-
ed care experience were more likely to engage in collaborative
and coordinated care when in the workforce [29]. Specifically,
there is a need for preparation to work with other professionals
in primary care settings, as frequent misunderstandings
of the psychiatry resident’s role and challenges with com-
munication with multiple clinic providers can be encountered
in primary care settings [30]. In order tomeet these challenges,
designing specific didactic experiences to explore the culture
of primary care settings and communication strategies for
working in these settings would make these educational expe-
riences most successful.

Limitations

There are limitations to this study, including that the partici-
pants are a convenience sample of self-identified integrated
care psychiatrists who may not be representative of all psychi-
atric consultants in integrated care settings, and the data re-
ported is based on self-report and may not represent the actual
workload of a psychiatric consultant working in integrated
care. Despite these limitations, the results present important
challenges to psychiatry training programs and other educa-
tors developing training to prepare psychiatrists to work in
integrated care.

Conclusion

Findings of this study provide valuable information in formu-
lating the learning objectives for training psychiatric residents
in general residency training for the emerging role of
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psychiatric consultant in integrated care. Clear priorities relat-
ed to the three roles of the integrated care psychiatric consul-
tant (clinical consultant, clinical educator, and clinical team
leader) give important direction to residency programs to con-
sider how to tailor current rotations and develop new rotations
to prepare residents for this emerging role in psychiatry.
Examining the actual practice of integrated care psychiatrists
(including current skills deficits), the best methods for teach-
ing integrated care skills in residency, and testing of emerging
integrated curricula teaching are all important directions to
consider for future work in this area. Residency training pro-
grams will likely continue to explore how to optimize educa-
tional experiences to support the development of integrated
care psychiatrists to perform in these new roles.

Implications for Academic Leaders

• To prepare for a role in integrated care clinical consultation, residents
will need to develop clinical expertise in treating common psychiatric
disorders in primary care settings (especially treating substance use
disorders), comfort in providing indirect consultation, and skill in
applying systematic approaches to deliver clinical care including use
of mental health measures to deliver evidence-based treatment to target.

• The integrated care consulting psychiatrist often provides education as
part of clinical consultation, and practicing this skill can be a part of
most traditional consultation-liaison rotations.

• Expanding opportunities to develop skills with systems of care and
leading clinical teams in current clinical rotations may be another way
to support residents in developing skills for work as an integrated care
psychiatrist.

• Faculty may need support to identify opportunities in current
psychiatry resident rotations to teach the key topics in integrated care
and develop new rotations in integrated care.
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