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Abstract
Interprofessional telebehavioral health (TBH) competencies have been developed to standardize training and improve the quality of
TBH care. The seven identified interprofessional TBH competency domains and three levels of expertise (novice, proficient, and
authority) are briefly described. More in depth descriptions and examples of several of the competency domains are presented to
illustrate what the competencies look like in practice. Some of the challenges faced in using such a competency framework are discussed.
Keywords Telebehavioral health . Competencies . Interprofessional education and training

The competency-based education movement began in the
1960s to focus on learner and teacher skills rather than
knowledge [1, 2] and workforce competencies are standard
for training, performance, and longitudinal professional
development [3, 4]. An Institute of Medicine (IOM) 2001
report linked patient care and safety with training and a
strong focus on competencies [5]. Competencies have been
discussed by consensus- and evidenced-based guidelines,
accreditation, and legal and regulatory agencies, but often
incorrectly assumed to be present [6]. The IOM’s Health
Professions Education Summit (HPES) in 2003 identified
objectives for the twenty-first century health care system
for nurses, pharmacists, physicians, and allied behavioral
health professionals—including use of technology [6, 7].
Interprofessional telebehavioral health (TBH) competencies
were developed in 2017 by the Coalition for Technology in
Behavioral Science (CTiBS) to standardize training and improve the quality and safety of care, the ultimate goals of professional licensing, boards, standards, and guidelines [8],
though suggested as far back as 2004 [9]. A review of the
TBH evidenced-based literature related to competencies [10]
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found telepsychiatric competencies based on the Accreditation
Council of Graduate Medical Education and CanMeds frameworks [11–13]. Primary sources for the TBH competencies
included documents published by the: American
Psychological Association [14], American Telemedicine
Association [15–17], American Counseling Association [18],
American Association of Marriage and Family Therapists [19],
National Association for Alcoholism and Drug Abuse
Counselors and National Association of Social Workers [20].
The CTiBS-developed TBH competencies are organized in
seven competency domains for different segments of the
behavioral health workforce at three competency levels (i.e.,
novice clinician, proficient clinician or authority; the term
“authority” in this context has been used as to avoid the legal
entanglements of the use of the word “expert”). The clinical,
educational, and other barriers to implementation have not
been mapped out. The CTiBS TBH competencies offer more
depth in telepresence, legal and regulatory issues, and
telepractice development than the previously published
telepsychiatric competencies [11]. The TBH competency
literature has also recently grown with specific additions to
social media competencies [20, 21] and mobile health and
app competencies [22]—the latter two in this edition. The
breadth of telehealth as a “medium” to expand the reach of
practice comes in conflict with the barriers of scope of
practice.
Objectives for this article are to
1. Describe a process- and consensus-based, interprofessional coalition assembly that formed the competencies and
provide an overview of the competencies,
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2. Review 4 example competencies in-depth to provide context, understand the differences between the levels of expertise and discuss barriers/solutions to clinical implementation, and
3. Discuss steps for a TBH competence framework to be successful, including change for organizations as well as input,
collaboration and consensus from behavioral health professions, certification boards, and legal/regulatory agencies.

How A Process-Based, Interprofessional
Coalition Moved Forward and an Overview
of the Competencies
Approach by the CTiBS TBH Competencies Task Force,
2014–17
This interprofessional organization is dedicated to advancing
the consensus- and evidence-based use of technology in behavioral health, which is most often understood as being served by
nine professional disciplines. These disciplines include addiction specialists, behavior analysts, behavioral nurse practitioners, counselors, marriage and family therapists, psychologists, psychiatric nurses, psychiatrists, and social workers.
These professionals are increasingly collaborating in teams,
despite underlying theoretical disagreements and at times, conflicts and competition related to skills and training [23].
Several themes drove the development and refinement of
the TBH competencies [8]. First, the term competency as used
by the CTiBS Task Force is defined as a measurable human
capability required for effective performance, with components of knowledge, skills, attitudes [6, 11, 24–26]. Second,
the Task Force established and maintained a broad interprofessional representation to better assure that the group’s effort
would represent diverse, informed, and broad perspectives.
Third, members had to have substantial TBH experience with
national association standards or guidelines; stewardship and/
or board membership in a national association; legal and regulatory boards; research and/or peer-reviewed publications;
and/or pedagogy and evaluation. Fourth, the Task Force
agreed to limit the focus on broad competencies related primarily to video teleconferencing, rather than those related to
specific technologies (e.g., email, telephone, use of mobile
apps, texting). Finally, review of publications included peerreviewed literature and other noteworthy TBH contributions
[11].

External Review Process, 2016–17
To be inclusive, the Task Force identified an interprofessional
reference list for input from professional leaders of a variety of
organizations. Leaders and organizations included but were
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not limited to American Association of Marriage and Family
Therapists, American Counseling Association, American
Psychiatric Association, American Psychological
Association, the National Association for Alcoholism and
Drug Abuse Counselors (NAADAC) or the Association for
Addiction Professionals, the National Association of Social
Workers and the American Telemedicine Association. In
2016, a first wave of input was requested over a 6-week period
on an initial draft set of TBH competencies. A rating scale was
organized for each domain of the competencies through an
online surveying tool (Qualtrics). The compilation of the comments spanned 25 typed pages, with both broad and specific
suggestions. In 2017, a larger group of professionals, including the leadership of several national and international organizations, were asked to comment over a 6-week period. The
structural approach was reaffirmed, domains were well supported, and the work was seen as helpful and practical.

Competency Levels and Domains
The process resulted in seven TBH competency domains
within a framework to make these competencies measurable
for three levels of proficiency: starting with novice clinician,
then the proficient clinician and moving to the authority
(Table 1; domain outline and level excerpt). Two of the domains included additional subdomains. Overall, the framework describes 51 behavioral objectives and 149 discrete,
measurable behavioral practices.
The following are brief descriptions of each of the seven
CTiBS competency domains, as TBH professionals can be
asked to demonstrate how to
1. Clinical evaluation and care: make evidence-based decisions in the best interest of patients related to intake, triage, assessment, diagnosis, and therapeutic services
across the patient lifespan; this included culture and diversity, linguistic, and socioeconomic characteristics.
Included in this domain are the three subdomains evaluation and treatment, cultural competency and diversity and
documentation, and administrative procedures.
2. Virtual environment and telepresence: apply appropriate
techniques to maximize therapeutic atmosphere in both
physical and virtual environments, to approximate an inperson relationship, to foster spontaneity, and minimize
distraction and interruptions.
3. Technology: make informed decisions that reflect understanding patients’ preferences for and experience with
using technology; responsibly use the technology they
choose and can demonstrate a functional knowledge of
its strengths, applications, and limitations (e.g., privacy,
confidentiality, data integrity, and security).
4. Legal and regulatory issues: demonstrate adherence to
relevant federal, state/provincial, and local laws,
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Table 1 Comparing skill, knowledge, and attitudes across a domain and
subdomain (e.g., clinical evaluation and care)

Competency Levels

Clinical evaluation and care: professionals provide a systematic in-person
and/or TBH assessment, triage and intervention, and appropriate treatment
services according to applicable oversight agencies, i.e., relevant
international, federal, state/provincial, local, and organizational regulations,
policies/procedures, and licensure/professional standards. This may require
adaptation to a variety of settings and contexts in accordance with all
legal/license/professional requirements.
Cultural competence and diversity: professionals adhere to and apply relevant
clinical, legal, regulatory, and ethical principles to address cultural,
linguistic, socioeconomic, and other characteristics related to diversity.
Documentation and administrative procedures: professionals systematically
administer to ensure the quality and consistency of TBH care and to adhere
to relevant oversight agencies and their policies/procedures.
Insures/documents that all business associates are compliant with relevant
laws, statutes, codes, and standards. Professionals make evidence-based
decisions in the best interest of clients/patients.
Clinical evaluation and care:
Clinical TBH commonly includes
Novice
Proficient
Authority
Assessment and
Assessment and
Assessment and
treatment
treatment
treatment
1. Identifies factors
1. Systematically
1. Develops, researches,
related to
assesses and
and disseminates
clients’/patients’
identifies clinical,
procedures to address
appropriateness for
diagnostic, setting,
complex clinical,
TBH services and
population, and other
setting, population,
considers that some
factors that would
and other factors that
clients/patients may
preempt, complicate
would otherwise
not be appropriate).
or exclude a
preempt, and
technology
complicate

Traditional competencies are organized based on a developmental progression from training to clinical practice [27]. The
Dreyfus and Dreyfus [28] five-level framework was organized
into three levels of proficiency: novice, proficient, and authority. Generally speaking, a clinician has to master all (or most
of) the previous level’s skills (i.e., novice) to advance to the
next level (i.e., proficient). However, with technology in particular, professionals in training may have technology-related
knowledge and skills that surpass their instructors and mentors. The TBH competencies are framed with requisite inperson clinical expertise as a minimum. A short-hand differentiation would be that the novice clinician can identify, describe, educate, and adhere to fundamental clinical issues/
practices and operate technology. The proficient clinician (often includes supervisors) level can also anticipate patient matters, implement TBH advances, develop a telepractice, and
adapt laws, regulations, and administrative policies and procedures even if not yet fully elucidated). The authority may
function in advanced clinical, leadership, and consultant roles
or be a scholar, researcher, policy-maker, or trainer.

Review of 4 TBH Competencies and Levels
of Expertise
TBH Example 1: Clinical Evaluation and Care

regulations and policies/procedures regarding TBH
practice components, e.g., mandated reporting, informed consent, documentation, legal technologyrelated mandates, business associate agreements).
5. Evidence-based and ethical practice: demonstrate adherence to TBH interprofessional and discipline-based professional standards, guidelines, consensus and evidencebased documents based on domestic and/or international
practice; attend to professional boundaries relevant to a
virtual setting (e.g., social media and digital information
privacy). Included in this domain are the two subdomains
standards and guidelines, and social media and digital
information collection.
6. Mobile health technologies including applications
(apps): demonstrate alignment with therapeutic goals
(e.g., “good” app selection); assess positive/negative
effects on the therapeutic relationship; and adhere to
professional standards and state/provincial and/or federal law; help patients select options based on
evidence.
7. Telepractice development: use technology to create and
maintain one’s professional identity, engage the community at large, ensure the accuracy and validity of information, and attend to local, state/provincial, and federal regulations and professional association standards.

Overview
The TBH clinical evaluation and care domain includes triage,
assessment, diagnosis, and therapeutic services across the patient lifespan. Professionals are expected to therapeutically
engage patients, communicate clearly, and adjust to TBH
technology-mediated options as needed to optimize care and
safety. In-person and TBH care have many similarities (e.g.,
interview style, treatment planning, experiencing emotions)
and substantial differences (e.g., establishing boundaries, administering assessments, managing emergencies). TBH professionals may face increased management challenges at a
distance (e.g., protections for privacy and data security), adjustment to less familiar and/or unpredictable settings (e.g., oil
rigs, fracking fields, ships, frontier clinics), and unreliable
technology. Training also acknowledges and prepares clinicians for clinical challenges (e.g., ambiguous communication,
interruptions and intrusions, culturally diverse populations,
intoxication, suicidal ideation, emergency triage at remote
site).
For the clinical evaluation and care domain, the TBH professional demonstrates that s/he (1) assesses for patient appropriateness for TBH services; (2) assesses and monitors patient
comfort with TBH; (3) applies/adapts in-person clinical care
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requirements to TBH; (4) implements and adapts a TBH service plan with policies/procedures adjusted accordingly; (5)
monitors the therapeutic engagement related to each TBH
modality; and (6) provides training, supervision, and/or consultation to others (for proficient and authority levels).
Novice Clinician The TBH novice clinician is expected to be
able to identify patient appropriateness for TBH. They are
trained to be able to interact with the patient, administer
screening questions, and identify rare exceptions to appropriateness for TBH (e.g., technology phobia, paranoia that is
palpable, imminent suicidal ideation).
Proficient Clinician The proficient professional can identify and
select patients for TBH based on the appropriateness of referrals
prior to engaging with a potentially at-risk patient based on
setting (in a home, under a bridge, in a cab, in a professional
office, on a locked ward) as well as on diagnoses from a distance. This professional would also have a back-up plan (e.g.,
familiarity with local emergency resources). The proficient clinician would ask about the patient’s experience and preferences
with the chosen technology and establish the privacy of the
location of the patient. S/he redirects a patient who joins in from
a public area. S/he would plan to avoid possible interruptions
and/or intrusions (e.g., her/his site and the patient’s) and manage
a problematic technical connection by shifting to telephone and/
or rescheduling as appropriate (e.g., telephone is not suitable if
using eye movement desensitization reprocessing for trauma).
For videoconferencing, the clinician should have had adequate TBH training to know how to assess all types of patients
and maneuver through essential components of an intake and
assessment process by using a camera, microphone, monitor,
and speakers. Adjustments to the setting and context may be
needed (e.g., conduct a mental status exam with a substitute
assessment item by video, if needed). Most importantly, the clinician needs to be proficient with statements and non-verbal
behaviors to show empathy, engage better, and enhance the emotional connection with a variety of patients (i.e., LGBTQI, deaf,
hard-of-hearing, blind, wheelchair-bound, cognitively impaired,
children, elderly) or have cultural or linguistic expectations.
Authority The TBH authority has a broad perspective and advanced skills in one or more areas. Authorities may teach the
fundamentals of TBH clinical care, supervision, and training to
help others apply information and manage dilemmas/conflicts
in complex clinical, legal, regulatory, ethical, and other issues.
S/he may help with the integration of clinical care across settings, clarify documentation requirements, and work with interprofessional teams where requirements can differ across disciplines. S/he can help resolve conflicts that might otherwise
preempt TBH (e.g., if and how patients who are dependent on
opioids can be served interjurisdictionally through the Veterans
Administration based on state and federal requirements).
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Barriers to implementation and potential solutions:
1. Lack of TBH skills that affect therapeutic relationship
(e.g., projecting self 15% more to avoid seeming “flat”
on the video, not sitting to be in center of camera’s view,
lack of ambiance/privacy); this barrier can be addressed
with training, consultation, and/or office re-design.
2. Lack of emergency planning (i.e., unexpected declaration
of suicidal/homicidal ideation) that can be addressed by
training and pre-planned procedures for such events.
3. Threats to continuity of care (e.g., serving a student via
TBH who travels for a semester abroad, mobile employee);
this can be addressed with guidance in legal and regulatory
matters.

TBH Example 2: Clinical Evaluation
and Care—Cultural Competence and Diversity
Subdomain
Overview
Cultural competence and diversity provide principles for TBH
professionals to make ongoing efforts to understand how cultural, linguistic, socioeconomic, and other characteristics related to diversity of both the clinician and patient with respect
to therapeutic engagement, assessment, triage, treatment, and
outcomes. An attitude of reflection needs to be created regarding cultural commonalities and differences. Language preference and skills to optimize communication are also needed
(e.g., interpreter, consultant).
To meet the criteria identified by the CTiBS TBH cultural
competence and diversity subdomain within the clinical evaluation and care domain, the TBH professional demonstrates
that s/he (1) assesses for cultural factors influencing care; (2)
creates a climate that encourages reflection and discussion of
cultural issues in an ongoing manner; and (3) ensures communication with a reasonable language option.
Novice Clinician This clinician identifies obvious cultural factors, adjusts the clinical approach, and seeks appropriate consultation, if necessary. The novice clinician will note ethnicity/
race per federal/state and professional practice standards and
may identify commonalities and differences between the patient and her/himself.
Proficient Clinician This clinician systematically screens for,
and differentiates between, regular and technology-specific
cultural factors (e.g., preference for telephone rather than video). S/he proactively involves “cultural facilitators” (e.g.,
members of the cultural community) to assist with assessment
and care and uses culturally sensitive and evidence-based approaches (e.g., assessment instruments like a cultural
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formulation interview). S/he will inquire about primary language and employ a certified interpreter, if necessary. The
treatment would explore how culture and language affect the
story/narrative, development of therapeutic alliance, and impact of an interpreter. Overall, the clinician promotes a climate
of humility and learning through reflection.
Authority The authority may research, train, and teach peerreviewed, and when possible, evidence-based methods for
problem-solving issues related to TBH and culture (e.g., determining if technology, the treatment, or the relationship is
not working). A consultant may have suggestions regarding
the therapeutic relationship and communication style related
to cultural values, practices, preferences, and language.
Barriers to implementation and potential solutions:
1. As with in-person care, a clinician may errantly assume that
patient’s use of technology is based on her/his cultural frame
(e.g., “all people of that particular culture use smartphones
well”); this barrier can be addressed by cultural training to
inquire or generalize rather than assume or stereotype.
2. Lack of awareness that cultural factors may/may not influence engagement with TBH in terms of experience
with, preference for, and suitability of engagement (e.g.,
a patient may like one technology, but not another; a patient may/may not mention preferences due to hierarchical
relationships); this barrier can be addressed by training
and consultation, if applicable, and watch for changes
within the therapeutic relationship

TBH Example 3: Legal and Regulatory Issues Domain
Overview
Legal and regulatory issues affect TBH practice internationally. The terms legal, regulation, and laws are defined in the
original competency set [7]. Governmental laws and regulations for TBH practice include privacy, confidentiality, data
protection/integrity, and security; inter-jurisdictional practice;
and communications standards in the USA and other countries
(e.g., the Health Insurance Portability and Accountability Act
(HIPAA), Health Information Technology for Economic and
Clinical Health (HITECH), Food and Drug Administration
issues related to the Ryan Haight Act, Personal Information
Protection and Electronic Documents Act (PIPEDA)). State/
provincial laws and regulations for TBH practice (e.g., interjurisdictional practice) are usually related to practice requirements (i.e., medicine, nursing, counseling, psychology, social
work). Relevant state/provincial and federal laws and regulations may also overlap or contradict each other.
Non-governmental regulatory requirements and recommendations from professional organizations, agencies, and

829

other authorities in other countries may also apply to TBH
practice. Examples of such entities include Joint
Commission, Council on Accreditation (COA), Utilization
Review Accreditation Commission (URAC) and Healthcare
Information and Management Systems Society (HIMSS) in
the USA and according to other authorities in other countries.
The TBH legal and regulatory issues domain behavioral
objectives are the following: (1) adheres to relevant laws and
regulations; (2) practices in accordance with and educates
others on the need to follow relevant legal and regulatory
standards; (3) applies/adapts in-person standards to TBH;
and (4) attends to contextual and overarching jurisdictional
issues in a reasonable fashion.
Novice Clinician This clinician is expected to demonstrate
knowledge of professional, state/provincial, and federal laws
and/or regulations for the jurisdiction for their own location
and that of patients at the time of service delivery. Additional
privacy and security laws and regulations exist in some states
or provinces. A relevant resource is the Center for Connected
Health Policy [29].
Proficient Clinician The proficient clinician systematically understands the basic legal principles and is able to independently
apply them in ambiguous situations with no clear guidance.
With regard to continuity of care, laws regarding TBH may
differ from jurisdiction to jurisdiction. This is key to patientcentered healthcare, since licensure requirements “follow the
patient” at the time of contact. Potential interruption of services
is anticipated, and a recovery plan provided in writing as part of
a safety plan. If options for TBH are prohibitive, referrals are
given just as one would in an in-person practice or consultation
sought if needed to deal with highly ambiguous issues.
Decision-making related to the therapeutic relationship
may vary, too, related to setting or type of technology preferred (email, telephone, text messaging, apps, and video).
Given the clinician’s legal responsibilities as a licensed professional, the TBH clinician is sensitive to employer rights as
well as patients’ rights and expectations with regard to technology. Complaints about TBH care most often arise in relation to other issues (abandonment, inappropriate boundaries,
sexual misconduct, insurance fraud, death). Professionals
working for or with patients from companies then, may want
to ask questions about jurisdictional laws related to location of
patients; availability of emergency resources for each patient
in their local community for each TBH visit; the company’s
role, if any, in informing the clinician of differing jurisdictional issues (e.g., mandated reporting; continuity of care, documentation), and liability coverage for professionals serving a
company.
Authority The authority consults and teaches others regarding
TBH-related legal and regulatory issues.
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Barriers to implementation and potential solutions: case
example.
For the issue previously described, the authority may be
called upon to advise or assist in a complex legal or ethical
question (e.g., a drug treatment group providing residential
services offering after-care services with the patient’s primary
counselors in three different states). Help may be needed related to clinical care, interjurisdictional supervision, and/or
consultation by telephone and/or video teleconferencing.
The solution may include, but not be limited to, whether (1)
the social worker/counselor is in compliance with all applicable
licensing laws for TBH; (2) the supervising clinician with a license in only one state probably cannot legally offer supervision
and may need to obtain licensure in the two additional states; (3)
specifications for apps, email, text messaging, telephone, and
video communication (e.g., a patient’s privacy would need to
be protected differently with regard to the telephone versus apps
with behavioral diaries and daily self-assessments). Laws related
to all other clinicians in digital communication with this
supervisee and supervisor would also need to be reviewed. For
example, if a psychiatrist is involved, joining an “Interstate
Medical Licensure Compact” (http://www.imlcc.org/) may be
helpful if one is available through his/her state.

TBH Example 4: Telepractice Development Domain
Overview
Many professionals already use technology and provide TBH
services to create and maintain one’s professional identity and
to engage the community at large, even if they are not TBH
clinicians. Many rules apply. A responsible clinician will engage marketing approaches, including technology, according
to the client/patient sensitivities, legal, and ethical requirements (e.g., substantiation rule [30]; engaging with prospective clients/patients in a text or e-mail-based format prior to
obtaining informed consent is illegal as per HIPAA.
For the CTiBS TBH telepractice development domain, the
TBH professional demonstrates that s/he (1) develops a professional digital identity; (2) adheres to local, state/provincial,
and federal regulations and professional standards for practice
development; and (3) tailors the digital identity to the clinical
care, culture, and business standards of the communities
accessed and served.
Novice Clinician This clinician ensures s/he is aware of legal
and ethical requirements with regard to use of testimonials/
paid endorsements, confidentiality of those involved, offering
realistic services based on the scope of practice and licensing.
Specifically, s/he distinguishes between marketing online
(e.g., impact of social media on interactions with patients)
vs. in-person.
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Proficient Clinician This clinician develops a well-designed inperson and/or online telepractice marketing plan, which accurately describes professional services, technologies used, and
how services meet participants’ needs (e.g., clients/patients,
providers, administrators). S/he is aware of and proactively
identifies and adheres to the relevant local, state/provincial,
and/or federal laws (e.g., Federal Trade Commission,
HIPAA, HITECH) [30]. Likewise, s/he follows professional
association standards and guidelines (e.g., avoids making false
or fraudulent statements, exerting undue influence over a patient when employing technology-based services, engaging in
sexual innuendo, making crass or vulgar statements, or showing poor boundaries in images). Finally, s/he develops and
uses a community outreach and/or a marketing plan to promote telepractice services in a culturally competent manner.
Authority The authority teaches, trains, and/or consults regarding peer- and evidence-based reviews of how technology
can more broadly disseminate one’s professional and personal
identities vs. traditional in-person practice promotion strategies (e.g., social media vs. business cards). S/he gives input
regarding issues related to pros/cons different marketing dissemination strategies related to additional services offered by
professionals, including etiquette and legal requirements. S/he
advises regarding the value of independent review of technology to determine appropriateness (e.g., marketing through
websites and social media blogs, search engine advertising
campaigns, webinars, eBooks, podcasts).
Barriers to implementation and potential solutions:
1. Inability to apply TBH practice to non-routine telepractice
conditions (e.g., patients on an oil rig); this barrier can be
addressed by planning ahead to anticipate issues,
obtaining consultation if applicable, and discussing options with patient.
2. In-person clinician sets up a telepractice, without realizing
there are existing laws TBH-specific standards for care
and/or ethical, legal, and regulatory issues related to digitally presenting/projecting to one’s professional identity
and services to others, including networking and marketing practices this can be addressed by developing an approach to establishing telepractice with administrative,
legal, and other consultation.

Discussion: Challenges in Moving the TBH
Competencies Forward
Overview
The CTiBS TBH competencies are interprofessional,
consensus-based process intended to promote quality of care
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and an approach upon legal, regulatory, ethical, training, and
policy issues. The TBH competencies are intended to serve as a
starting place for continued interprofessional communication
and collaboration in workforce development. They require implementation, teaching, supervision, and evaluation to determine reliability and validity. From the input received, the
CTiBS TBH framework appears to have skills, knowledge,
attitudes, and principles that apply across settings, professions,
services, and practices, but more research is indicated. They are
intended to be improved, updated, and adapted over time.
The primary focus for this competency framework is limited to videoconferencing, social media, mobile health, and
telepractice development. These technologies and others are
growing exponentially, and in the very near future, further
extension toward artificial intelligence, sensors, and other options that change life and the landscape of psychiatry today.

Reasons that Competency Frameworks Fail
TBH competencies and programs face organizational, system,
leadership, funding, and other challenges. For clinical care,
TBH must provide a value. The “right champions” have to be
in place to lead the effort. Clinical, coordinating, technical, and
administrative components and teams have to be aligned for
academic health centers or for a solo telepractice; requiring a
business model for marketing, communication, and training.
Evaluation should be both quantitative and qualitative, with
the patient, staff, clinician(s), and others iteratively improving
care. Legal, regulatory, financial, and other requirements need
attention. The diffusion of innovation, generational differences,
faculty development, and building a positive culture of learning
and practicing with technology are discussed elsewhere [31].
A common pitfall for competency frameworks is confusing
competencies/outcomes with knowledge acquisition and the
shift in medicine from “knowing it all” to team leaders who
facilitate and ask key questions has taken a great amount of
time. For any competency framework to be effective in
telepsychiatry, TBH, and social media, interprofessional prioritization is key rather than implementing “too many” disciplinespecific, competencies. Focus on independent “silos” of competencies for TBH may unnecessarily stymie program directors,
department chairs, healthcare system leaders, national organizations, and other bureaucratic agencies. In fact, many regulatory boards in the behavioral sciences have not yet published
core requirements for the use of technology for their licensees.
Furthermore, TBH competencies need to be more than an
outlined curriculum for seminar; clinical experience, supervision, feedback, and other pedagogy methods [11, 22].

Training, Lifelong Practice, and Accreditation
Historically, rather than measuring competencies and their
outcomes, many groups have developed training and granted

831

CE/CME on the good faith that clinicians are competent. The
path through training, lifelong practice, and accreditation has
disconnections despite common interest in collaboration and
hierarchical reporting [10]. A longitudinal approach is needed
with attention to transitions ranging from training to ongoing
practice. This approach occurs in psychiatry and psychology
but is more conceptual than applied in practice [32]. Examples
of successful groups in this regard include the Association of
State and Provincial Psychology Board (ASPPB) and the
American Board of Psychiatry and Neurology (ABPN).
ASPPB has made visible efforts to define, measure, and maintain competencies for independent practice psychologists
[33–35] and develop a skill-based assessment for licensure.
ABPN oversees board accreditation with certification and
maintenance in coordination with the American Psychiatric
Association lifelong learning platform.
Legal and regulatory, reimbursement issues, and the limitation of TBH competencies.
The TBH legal and regulatory issues competency domain
[8]—as outlined in CTiBS TBH competency (discussed in
“TBH Example 3: Legal and Regulatory Issues Domain” section above). It outlines how complex legal and regulatory
requirements exist for privacy, confidentiality, data protection/integrity, and security across states, provinces, and federal
governments (e.g., the Food and Drug Administration regarding the Ryan Haight Act). In addition, measurement-based
care by the Joint Commission Standard CTS.03.01.09 has
changed (see italics) to “The organization assesses the outcomes of care, treatment, or services provided to the individual served EP 1—the organization uses a standardized tool or
instrument to monitor the individual’s progress in achieving
his or her care, treatment, or service goals [36].
Overall, technology is not yet high on the radar of valuebased care (VBC) and accountable care organizations
(ACOs), which drive behavior through financing, insurance,
delivery and payment angles per CMS [4, 37], and the
Affordable Care Act (ACA). Federal regulation has increasingly dominated healthcare delivery [38], healthcare expenses
remain predictable and many barriers exist for patients, as well
as suppliers and physicians leverage services [39]. Regarding
reimbursement, there is a positive, small trend toward greater
telehealth and telephone care (e.g., hematology and thromboembolic diseases) [37]. The VA and other capitated or managed care organizations see the utility and efficiency of lowend technology [40]. To advance reimbursement requires a
focus on workforce development with regard to developing
consistency in performance.
There are several limitations to the TBH competencies
outlined in this article. First, TBH is used differently by different professions as a “means” to an end, but not yet advanced as needing competencies an end in and of itself. An
even broader consensus across organizations (e.g., American
Medical Association, American Telemedicine Association,
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Coalition for Technology in Behavioral Science) would provide improvements to make professionals aware that competencies are involved. Second, metrics are needed for training
and its outcomes; all competencies must be measurable.
Third, for both cross-sectional and longitudinal trajectories,
both qualitative and quantitative evaluation of participants is
suggested to iteratively improve the process. Fourth, universalizing the competency levels in using TBH may not be valid,
given that TBH is utilized in multiple domains and phases.
Indeed, research is needed during implementation, teaching,
supervision, and may need to be customized for each setting
and profession. Evaluation is also needed to determine reliability and validity. Finally, research is needed on organization
change with technology and how a paradigm shift utilizing
TBH re-contextualizes digital healthcare.
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