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ABSTRACT 

Problem 

The prevalence of mental health disorders in the United States is estimated at 1 in 5 

persons in any given year, with a lifetime prevalence of approximately 50% (National Institute of 

Mental Health, 2016a, 2016b). Despite scientific progress towards effective behavioral and 

psychopharmacological treatment, nearly 50% of Americans with mental illness do not receive 

treatment (Substance Abuse and Mental Health Services Administration [SAMHSA], 2014). 

This project will identify key geographical and logistical factors restricting recruitment and 

retention of psychiatric providers (MD or NP) for an underserved region in California. The 

results of the study will be used to develop a model for effective partnerships aimed at a “grow 

your own” approach to addressing the shortage of psychiatric providers. 

In California, the Mental Health Services Act (MHSA) was approved by the voters as 

Proposition 63 in 2004, funding expansion of mental health resources and specifically, workforce 

development (California Department of Health Care Services [DHCS], 2017). National funding 

also supports the expansion of PMHNP training and capacity through Health Resources and 

Service Administration (HRSA) and SAMHSA. Despite administrative and funding resources 

from MHSA and HRSA, the shortage of psychiatric providers continues in rural and remote 

areas. While few national studies have included nurse practitioners in the findings, a growing 

body of evidence suggests that nurse practitioners can serve similar if not the same function as 

physician colleagues (DiCicco-Bloom & Cunningham, 2014; National Governors Association, 

2012; Newhouse et al, 2011). 
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Barriers to mental health services in rural communities include challenges around a) 

availability, b) accessibility, c) affordability, and d) acceptability (Wilson, Bangs, & Hatting, 

2015). Using a descriptive design, this project explores these factors necessary for patient access 

to psychiatric services in rural areas. A logic model is used to create a summary of the findings, 

which will be used to propose a clinical training partnership between an urban university-based 

PMHNP education and a rural clinic-based training to be completed upon conclusion of the 

project. 
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INTRODUCTION 

Globally, more than 450 million people are estimated to have mental illness, yet the 

majority have no access to treatment. The World Health Organization (WHO) (2016) reports 

only 15-25% in low- and middle-income countries receive treatment for mental disorders, and 

even in countries with greater affluence it is estimated that 35-50% do not receive treatment for 

mental health (World Health Organization, 2016). The prevalence of mental health disorders in 

the United States is estimated at 1 in 5 persons in any given year, with a lifetime prevalence of 

approximately 50% (National Institute of Mental Health, 2016a, 2016b). 

Despite scientific progress towards effective behavioral and psychopharmacological 

treatment, nearly 50% of Americans with mental illness do not receive treatment (Substance 

Abuse and Mental Health Services Administration [SAMHSA], 2014). This project will identify 

key geographical and logistical factors restricting recruitment and retention of psychiatric 

providers (MD or NP) for an underserved region in California. The results of the study will be 

used to develop a model for effective partnerships aimed at a “grow your own” approach to 

addressing the shortage of psychiatric providers. 

Background Knowledge 

In California, the Mental Health Services Act (MHSA) was approved by the voters as 

Proposition 63 in 2004. Amended in 2012, MHSA imposes a 1% income tax on personal income 

over one million dollars (California Department of Health Care Services [DHCS], 2017). 

Annually, funding priorities are determined with input from stakeholders and advisory board 

members, and reports monitor outcomes as MHSA disseminates the funds across counties. 

Workforce education and development is a consistent priority, with several competitive grant-
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funded projects aimed training and recruiting well-qualified Psychiatric Mental Health Nurse 

Practitioners (PMHNPs) to meet the significant need for public mental health. Request for 

Applications (RFAs) offer selected universities the opportunity to administer stipends of up to 

$18,500 per student. University of California San Francisco (UCSF) has continuously received 

these funds since 2009, creating accountability for training students who will meet psychiatric 

needs in under-represented counties across the state. Students who are interested in serving these 

communities may apply for “county” stipends with a contractual agreement that they will be 

trained in county or contracted community based organizations and work a minimum of 32 hours 

for 12 months in a qualified agency within six months of graduating. On average, UCSF has 

awarded about 10 stipends per academic year.  

MHSA vision statement and guiding principles ensure funds support program goals 

involving consumer and family members, are culturally competent, developmentally appropriate, 

train individuals from under-represented populations, and are in partnership with communities 

(DHCS, 2017). These principles guide both selection of stipend recipients and both clinical and 

didactic program content at UCSF. Applicants are selected based on these principles. 

In addition to the training stipend, each county administers funding for educational loan 

repayment, which serves as an incentive for PMHNP graduates to continue county service once 

their contracted hours are fulfilled. Applicants are competitively ranked based on MHSA vision 

and principles (above) and may apply for the funds annually for a maximum of $10,000 annual 

loan repayment. Other funds are disseminated across California counties for workforce 

development and programs determined by the local community. 
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National funding also supports the expansion of PMHNP training and capacity. Health 

Resources and Service Administration (HRSA) and SAMHSA offer Behavioral Health 

Workforce Education and Training (BHWET) for Professionals grant program. Funds from this 

program have helped to develop and expand the focus on children, adolescents, and transitional-

age youth behavioral health. Grants are awarded to students interested in this population, and 

clinical training sites are expanded to meet training needs.  

Despite administrative and funding resources from MHSA and HRSA, the shortage of 

psychiatric providers continues in rural and remote areas. Nationwide, it is estimated that nearly 

90% of psychiatrists practice in metropolitan regions, while 60% of rural American’s do not 

have access to psychiatric services within their communities (Advisory Committee on 

Interdisciplinary, Community-based Linkages, 2008). A report based on 2013 NPI and medical 

licensing board data in California revealed that 2% of psychiatrists and 1% of PMHNPs serve the 

remotely populated superior counties. Central counties, predominantly made of small to medium 

rural communities have 10% of psychiatrists and 5% of PMHNPs. 94% of PMHNPs work in the 

urban regions of Bay Area, Los Angeles or Southern California (Office of Statewide Health, 

Planning & Development [OSHPD], 2014a, pp. 88 & 111). Compounding this issue, as rural 

populations grow, nearly 30% of current providers are approaching retirement (Goodwin & 

Tobler, 2016), increasing the need for a long-term solution to securing and retaining rural 

psychiatric providers. 

While few national studies have included nurse practitioners in the findings, a growing 

body of evidence suggests that nurse practitioners can serve similar if not the same function as 

physician colleagues (DiCicco-Bloom & Cunningham, 2014; National Governors Association, 
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2012; Newhouse et al, 2011). Nurse practitioners improve access by providing care to 

underserved populations in a wide range of community settings, offering complementary care for 

rural communities (U.S. Department of Health & Human Services, 2014; Buerhaus, DesRoches, 

Dittus, Donelan, 2015; VanVleet & Paradise, 2015). In California, PMHNPs represent only 1% 

of psychiatric prescribers, with 47% as psychiatrists 51% physician assistants and 1% 

represented by addiction medicine. Trained in many aspects of psychiatry including psychotropic 

medication management and psychotherapeutic interventions, PMHNPs are well suited to 

address this population need (Phoenix, Chapman, & Hurd, 2016).  

Significance to Healthcare and Advanced Practice Nursing 

Throughout the history of nursing practice, visionary leaders have influenced healthcare 

systems in the western world. In the nineteenth century, Florence Nightingale and similar 

pioneers established nursing as a holistic practice promoting optimal wellness for individuals and 

communities (Nightingale, 1860). Nightingale’s leadership influenced professional training and 

practice of nursing (Selanders & Crane, 2012), which continues to evolve. In 2011, the Institute 

of Medicine (IOM) produced the Future of Nursing consensus report, calling nurses to practice 

to the full scope of training and challenging nursing leaders to join decision-makers at the 

“table.” Redoubled by the Patient Protection and Affordable Care Act (2010) signed into effect 

by Barak Obama, professional nursing presses forward towards the call to influence health care 

reform. 

Since the role of nurse practitioners began in the 1960s, advanced practice nurses (APNs) 

have assumed an increasing role in healthcare, expanding from family practice to a range of 

specialty areas (Newhouse et al., 2011). While family nurse practitioners (FNPs) provide much 
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of the primary care health services across the state, many California counties have no knowledge 

or experience in employing psychiatric mental health nurse practitioners.  

PMHNP programs in California have increased awareness and utilization of psychiatric 

nurse practitioners in the urban regions where these universities are located. The first PMHNP 

program in California was at UCSF, followed by Azusa Pacific College in Los Angeles County 

and University of San Diego (Phoenix, 2017). Most recent to offer a program, California State 

University Fresno now serves the central valley with a small but growing PMHNP postmasters 

program (Fresno State University, 2016). Clearly, access to graduates of these PMHNP programs 

enhances understanding of the scope and practice qualifications. Thus, in addition to providing 

psychiatric services, expanding programs into underserved communities offers a venue for 

educating county mental health leaders and human resources personnel (Phoenix et al., 2016, p. 

223). 

Local Problem Identified 

The future of the US healthcare system is unknown, but one thing is certain. The shortage 

of psychiatric providers continues, particularly in rural communities (HRSA, 2016; Thomas, 

Ellis, Konrad, Holzer, & Morrissey, 2009a & 2009b). Psychiatric Mental Health Nurse 

Practitioner (PMHNP) programs prepare advanced practice registered nurses (APRNs, i.e., 

APNs) for board certification in psychiatric mental health, but are typically located in urban 

regions. Although qualified nurse practitioners can be prepared to address the need for 

psychiatric providers, geographical distance limits rural counties from access to urban university 

programs (American Psychiatric Nurses Association, 2016), and policy barriers related to 

restricted practice limit California counties from hiring PMHNPs. Many psychiatrists and 
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administrators are wary of the supervisory requirements and liability. In addition, malpractice 

premium and restrictions often influence physician willingness to collaborate (Phoenix et al., 

2016).  

Tuolumne County was selected for this project because it is representative of many 

communities throughout the United States. The small population lacks resources for evidence-

based treatment of substance use, psychiatric illness, and child welfare interventions (Austin, 

2016). Compared with other California counties, which average one mental health provider per 

360 residents, Tuolumne reports 1 per 758 (County Health Rankings, 2016). Tasked by the 

County Board of Supervisors to address community mental health needs, the director of 

behavioral health has joined leaders of neighboring counties through a collaborative entitled 

MACT (Mariposa, Amador, Calaveras and Tuolumne) Health Board, including the Me-Wuk 

Indian Health Clinic director. Despite securing telepsychiatric coverage one day per week, 

innovative solutions are needed to meet the community’s mental health needs.  

Purpose 

This project explores factors necessary for patient access to psychiatric services in a rural 

area, proposing clinical training partnerships between urban university-based education and rural 

clinic-based training. While approximately 50% of the counties in California are small, when it 

comes to utilization of public mental health services, only 7% of public mental health resources 

are invested into small counties (OSHPD, 2013, p. 22). There is evidence to suggest that the low 

utilization of mental health resources in rural counties reflects lack of geographical access versus 

need (Jones, Parker, & Ahearn, 2009; Tomas, MacDowell, & Glasser, 2012; Wilson, Bangs, & 

Hatting, 2015). Approximately 80% usage is in large counties, with Los Angeles County 
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reporting 27% and the remaining southern region reporting 31% (almost 60% of the state mental 

health resources) (OSHPD, 2013).  

Barriers to mental health services in rural communities include challenges around: a) 

availability, b) accessibility, c) affordability, and d) acceptability (Wilson, Bangs, & Hatting, 

2015). This project explores these factors necessary for patient access to psychiatric services in 

this rural area, proposing a clinical training partnership between an urban university-based 

PMHNP education and a rural clinic-based training. In response to an appeal from the director of 

Tuolumne Behavioral Health, this project involves a needs assessment and recommendations for 

a pilot partnership between the county and UCSF School of Nursing. Based upon the findings, it 

is anticipated that the pilot will serve as a model for other university/community partnerships. In 

addition, it will build capacity for community members to be trained to serve local behavioral 

health needs.  

Study Question 

What are the geographical, educational, informational, financial, cultural, human resource 

and partnership factors limiting Tuolumne and the neighboring counties from recruiting and 

retaining psychiatrists or PMHNPs into Behavioral Health? 

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

Logic Model  

This project is conceptualized using a Donabedian (2005) logic model for program 

planning and evaluation. Based on theory of change, the model is used to identify the short and 

long-term goals related to building a training partnership between the county and university. The 
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project addresses short-term objectives aimed at providing a useful framework for collaborative 

decision-making between stakeholders by organizing discussion of resources, objectives and 

outcomes to identify a strategic plan (Hayes, Parchman, & Howard, 2011).  

A well-conceived logic model takes into consideration multiple interacting components 

that function on multiple levels, linking inputs, processes and outcomes to serve as a road map 

for data collection and implementation (Petersen, Taylor, & Peikes, 2013). This is achieved 

through collaborative development of the model, including input from county administrators, 

clinicians, Native American clinic board of directors and clinicians, and faculty from the 

university PMHNP program. 

The framework for this logic model is based upon the model adopted by the Agency for 

Healthcare Research and Quality for implementation and evaluation of patient-centered medical 

home (PCMH) models (Petersen et al., 2013). Guiding the process, the basic model identifies 

assumptions, inputs, interventions/activities, outputs, outcomes, and impact.  

The process begins with an overview of the structures, process, and outcomes. Structures 

primarily focus on the county mental health system and the university PMHNP program. Within 

this framework, the structural frameworks of Me-Wuk clinic and neighboring counties are 

explored as necessary to identify assumptions, needs, and resources that will guide potential 

inputs and outputs. The process involves interviewing representatives of each structure via 

preliminary email communication, semi-structured interviews and focus group meetings. 

Intermediate outcomes guide the proposal of a pilot model for further evaluation before long-

term impact will be addressed within the specific community.  
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An initial logic model was developed to guide and stimulate focus group discussions with 

representatives of each stakeholder group or “target population” (Table 1), aimed at identifying 

key assumptions to guide intervention activities and evaluations.  

TABLE 1. Initial Logic Model 
Target 

Population 
Underlying 

Assumptions 
Resources/Challenges Activities Outputs Outcomes 

Tuolumne 
County 
Behavioral 
Health/Patients 

Underserved 
community; Lack of 
local psychiatric 
providers; Limited 
funds but could 
qualify for MHSA 
state-funds 

Geographic distance from 
PMHNP program; 
Currently limited to 
telepsychiatry; dated BRN 
preceptor requirements 

Interested in 
training and 
recruiting 
PMHNP 

Resident access 
to psychiatry; 
County resources 
increased to 
provide psych 
svc 

Availability, 
Accessibility, 
Affordability, & 
Acceptability of 
Behavioral Health 
Services 

Me-Wuk 
Clinic/Patients 

Overworked 
psychiatrist; Need for 
relief; Funding 
available 

One psychiatrist serves child 
& adult; Hiring new grad 
PMHNP; Contracted with 4 
local counties? 

Plan to onboard 
PMHNP 

Training 
PMHNP interns 
would increase 
pool of psych 
providers 

Availability, 
Accessibility, 
Affordability, & 
Acceptability of 
Behavioral Health 
Services 

UCSF School of 
Nursing 
PMHNP 
Program 

Students seek 
internships in own 
community; Internship 
often leads to 
employment; Classes 
on campus 1-2 
days/wk. 

Committed to MHSA 
objective; Resourced to 
select/train RNs to be 
PMHNP; Limited 
faculty/admin time 

OSHPD grant 
funding student 
stipends for 
underserved 
counties 

Graduate being 
hired by Me-
Wuk-future 
preceptor; 
SOM currently 
precepts psych 
remotely 

Qualified PMHNP 
program 
applicants; Strong 
training 
partnerships; 
Quality clinical 
preceptors 

California 
OSHPD, MHSA 

Need to expand 
PMHNP training into 
underserved 
communities; Funds 
available for program 
development to meet 
the objective 

Ongoing designated MHSA 
funds administered as RFAs; 
County data available  

New RFAs focus 
on building 
pipeline for 
providers in 
underserved 
communities 

Develop model 
of collaboration 
between 
university and 
rural counties 

Statewide access 
to quality 
psychiatric svc 
consistent to 
MHSA values 

Contextual and 
External Factors 

 
 
 
Organizational structure of each target population; Practice environment; Health care environment; Community 
resources; Fiscal resources; Incentives, supports, initiatives 

From these assumptions, the focus group generated a core list of inputs, interventions, 

activities, outputs and outcomes, and ultimate outcomes (Table 2), while acknowledging the 

complexity of inputs and need for ongoing review to determine the efficacy of interventions 

upon outcomes over time. This logical model must function on multiple levels to meet the needs 
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of all stakeholders. It is important to include input from clinicians, administrators, client, student 

and university representatives to ensure the outcome is comprehensive yet focused on the most 

critical interventions and related activities. (Crabtree, Chase, Wise, et al. 2011). 

TABLE 2. Workgroup Logic Model 
Inputs Interventions Activities Outputs & Outcomes Ultimate 

Outcomes 
Hospital 
 

Identify potential RN/NPs 
for additional training 

Refer qualified NPs 
to UCSF for psych 

  Postmasters students with 
commitment to remaining in Tuolumne 
County. 

Increased # of Psych 
Providers w/ long-
term commitment 

 
Community 

Coordinate care with strong 
communication 

Identify alternative 
providers/options 

  efficient utilization of psychiatric 
provider hours; Expand use of primary 
care, therapists, and community 
resources. 

Well-coordinated, 
efficient, optimal 
services for larger # 
of residents 

 
County 

Increase visibility & 
motivate youth to serve 

Outreach to HS, 
inform pathway to 
health professions 

  youth motivation to obtain college 
and remain or return to Tuolumne. 
Increase employment future for youth 

Stabilize population 
& stop “brain drain” 

 
Me-Wuk 

Facilitate training as 
preceptors, partner 

Me-Wuk psych 
MD/NP preceptors 

  precepting capacity, engage in 
ongoing education & training for 
providers who serve Tuolumne 

  Preceptors =  
  Psych providers  
 (PMHNPs) 

  
 
 
Organizational structure of each target population; Practice environment; Health care environment; Community resources; Fiscal 
resources; Incentives, supports, initiatives 

Network (“Weak Link”) Theory  

Network theory provides a theoretical framework for understanding the dynamics of a 

small county accountable for providing behavioral health services without adequate connection 

to the necessary resources. Borrowing the concept of connectedness from information 

technology science, a “scale free network” is a highly inter-connected subset of nodes which 

controls other nodes, such as the Internet. Clustering creates connectedness between nodes, 

resulting in a “small world network.” In 1967, Stanley Milgram demonstrated the “small world 

problem” through a series of interpersonal connections bridging two unrelated individuals. More 

recently, the concept was coined “Six degrees of Separation” and some speculate that with 

internet access the number of connections required to connect two unrelated people may now be 
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as few as four or five (Barabasi, 2002). This can be conceptualized as increasing with layers of 

network connections, from core to superficial, close to far. 

Other concepts from information technology include “perturbation” (described as 

dissipating in a small world cluster versus long-distance links), “phase transition” (described as 

abrupt changes from disorder to order, or the reverse), and “weak links” which help to stabilize 

complex systems by providing novel long-range connections or numerous transient, low affinity 

links (Csermely, 2006). First described as “weak ties” by Granovetter (1973), the importance of 

making connection is arguably more stabilizing than the strength of the connection.  

Tuolumne County has joined leaders in neighboring counties through a collaborative 

entitled MACT (Mariposa, Amador, Calaveras and Tuolumne) Health Board. Despite the 

combined effort, the region has had difficulty securing psychiatric providers. On a broader scale, 

access to evidence-based treatment of substance use, psychiatric illness, and child welfare 

interventions are needed throughout the region (Austin, 2016). Limited resources suggest a need 

for greater connectedness to maintain stability in the county system. Going beyond the 

foundational infastructure of the local community and core connections, the community is has 

made linkages with neighboring counties and the Me-Wuk tribal leaders to extend the network 

through shared skills, resources, interests and commitments. Additional layers of networking 

create three-dimensional interconnections, which can further stabilize a community as long-

distance “weak links” offer stabilizing solutions without the risk of perturbation (Yadav & Babu, 

2012, p. 3).  

Innovative changes informed by network and weak link theories may support the 

development of a robust and networked complex adaptive system that is less vulnerable to 
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environmental stressors (Bell & Koithan, n.d.). The MACT board of directors are leaders of the 

Native Health Board, a node with potential for creating phase transition towards new resources if 

perturbation or stagnation are not present. As these neighboring leaders join forces, the combined 

vision and effort offers linkage to more hubs, sharing both responsibility and resources.  

Enhancing weak links through increased connections may stabilize the partnership by 

increasing the number of network nodes. This is particularly important as the separate counties 

remain accountable for their own fiscal obligation to the communities they serve. Imbalance may 

be present if their separate populations range widely in number, income and/or employment. 

While a collaborative such as MACT may initially share resources, financial output influences 

decisions towards the “bottom line” to minimize spending. Increasing resources through the 

expansion of nodes provides new input to enhance the overall output of mental health services. 

Concepts 

Rural Health 

The problem of underserved rural communities has been researched for at least 50 years 

in the U.S. (Warren & Smalley, 2014, p. 2). Despite increased awareness of healthcare disparity 

and marginalized populations within urban communities, much research attempts to apply urban 

solutions to rural health with limited success. This frame of reference begins with the definition 

of “rurality.” The Office of Management and Budget (OMB) defines rural as any county which is 

“non-metro,” without a city or urbanized area of 50,000 or more inhabitants (HRSA, 2017). This 

definition is frequently used due to its clarity, but may under-report rural areas and fails to 

include widely variant factors within counties, which influence health outcomes. The U.S. 

Census Bureau provides relevant population data that is not generalized by counties, but 
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similarly defines communities as urbanized with at least 50,000 inhabitants and density of 

1000/square mile and urban clustered as 2500 to 50,000 inhabitants with a density of 500 

people/squire mile. Groups that are not urbanized or urban clusters (“non-urban” are considered 

rural (HRSA, 2017).  

A more comprehensive classification of rural communities is provided by the Federal 

Office of Rural Health Policy [FORHP] (HRSA, 2017) and U.S. Department of Agriculture’s 

[USDA] Economic Research Service (USDA, 2016), both using various classification systems to 

evaluate regional populations and economic trends (USDA, 2016). FORHP uses Rural-Urban 

Community Areas [RUCA] to assign codes to census data tracts, allowing identification of rural 

census tracts in Metropolitan counties. USDA employs multiple coding methods, including the 

Frontier and Remote Area Codes [FRAC], Rural-Urban Continuum Codes [RUCC], Urban 

Influence Codes, and ERS County Typology Codes. Each uses a continuum addressing multiple 

defining factors, including population size, degree of urbanization, and proximity to metropolitan 

areas. FRAC and RUCC classifications include sub-county measures, differentiating levels of 

rurality to guide program planning and resource allocation.  

This project defines “rural” based on FORHP criteria, used by HRSA (n.d. a) to 

determine communities with limited access to health services. Communities with RUCA score of 

four or greater are categorized as non-metro, micropolitan or non-core based counties and qualify 

for HRSA rural health grants and/or Medicare payments (HRSA, n.d. b). This definition is most 

relevant to the project, which focus on access to services in regions outside of urban hubs.  

An estimated 47 million adults plus 13 million children (60 million people), or about 19.3 

percent of the population of the United States, live in rural areas (United States Census Bureau, 
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2016) spread across 72% of the country (United States Department of Agriculture [USDA], 

2016). Compared to urban and suburban populations, rural communities face disproportionately 

high rates of depression and suicidality, as well as increasing incidence of substance use 

disorders (Fontanella, et al., 2015; Searles, Valley, Hedegaard, & Betz 2014) compounded by 

distinct geographical, human resource and fiscal barriers to health care resources (Goodwin and 

Tobler, 2016).  

There are many strengths and challenges common to rural communities, as well as unique 

geographical, cultural, and community qualities important to recognize when addressing rural 

health. Bourke, Humphreys, Wakerman and Taylor (2012) suggest six concepts impacting 

structure and agency within a rural community: 1) geographic isolation, 2) the rural locale, 3) 

health responses in rural locales, 4) broader health systems, 5) broader social structures, and 6) 

power relations at all levels. This conceptual basis can help to frame important questions 

necessary for understanding and collaborating effectively in a manner that preserves the 

community’s own agency.  

Urban professionals attempting to partner with rural community leaders must identify and 

honor the values and distinctions most important to local residents as a foundation for building 

trust. (Fitzpatrick, Perkins, Luland, Brown and Corvan, 2017). Achieving a plan that is both 

accessible and acceptable is an incremental process of evaluating strengths, needs, and priorities 

to integrate new ideas within established social structures and resources (Bischoff, Reisbig, 

Springer, Schultz, Robinson, and Olson, 2014).  

Cultural Competence. Entering a community as an outsider requires awareness of one’s 

own implicit bias and expectations and a genuine effort to become acquainted with the shared 
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distinctions defining the community. Cultural competency is essential to build trust and respect 

with individuals, families, and others. Beginning with cultural awareness, it is important to 

recognize that each person’s cultural influences inform their values, behavior, beliefs and basic 

assumptions (Warren & Smalley, 2014; Centre for Cultural Diversity in Ageing, 2015).  

The demographics of Tuolumne County are 91% Caucasian, 11% Hispanic, 4% 

American Indian, 3% Black and 2% Asian (Sonora Regional Medical Center and Adventist 

Health, 2017). Within the vicinity, the Me-Wuk tribe has approximately 400 members and 

operates two community clinics and a casino (Tuolumne Me-Wuk Tribal Council, n.d.).  

Bridging university leaders and community representatives to build networks and 

connectivity requires awareness of sociocultural differences, and cultural competence to 

effectively identify and understand the needs and priorities of the community. Broadening the 

definition of “culture” beyond ethnicity and immigration, this awareness includes issues of 

sexual and gender identity, values, beliefs, priorities, economics, religious and spiritual practices. 

The National Center of Cultural Competence (n.d.) promotes a conceptual framework 

that recognizes the importance of cultural awareness, competence, sensitivity and humility in 

policy development, administration, and professional practice. Offering guidance in best 

practices pertaining to cultural and linguistic competence, they train healthcare professionals to 

self-evaluate implicit bias, address healthcare disparity, and advocate for cultural competence in 

clinical practice (Bronheim, 2011). Drawing from this conceptual framework, it is important to 

avoid preconceived notions based on ethnicity and socio-economics, to approach the community 

with cultural competency.  
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Cultural Brokering. When conducting a needs assessment using a logic model and 

attempting to build collaborative networks, it is important to understand the culture of each 

representative stakeholder. The concept of cultural brokering evolved from anthropology, and 

refers to an individual serving as a “go-between” or “middleman” to bridge diverse groups and 

mediate knowledge between those groups (Jezewski, 1990; Fadiman, 1997; Bronheim, 2011). In 

recent years, cultural brokers have served to increase health professionals’ understanding of 

diverse cultural perspectives to better negotiate needs and priorities of clients (Wenger, 1995).  

Exploring both county and native American needs, cultural humility requires 

understanding individual and community-defined health and expectations from a healthcare 

provider (Advisory Committee on Interdisciplinary, Community-based Linkages, 2008; Warren 

& Smalley, 2014; Madler & Helland, 2017). An example is the use of telemedicine. Whereas this 

may seem efficient, Rita Austin (both a resident and the past Director of Behavioral Health) 

indicated that Tuolumne residents are more trusting of clinicians who are physically present. Rita 

served as a cultural broker when explaining community-specific issues that may impact the 

ability to provide appropriate psychiatric services. As the project moves forward an effort will be 

made to identify a representative of Me-Wuk tribal council to serve as a cultural broker. As other 

less represented community members are identified, additional cultural brokers may be needed. 

When appropriate, cultural brokers will be consulted regarding sensitive issues, priorities and 

needs relevant to community psychiatric services. On a broader level, representatives of each 

stakeholder group may serve as cultural brokers for the values and needs that they bring to the 

logic model and strategic planning. 
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Synthesis of Evidence 

Despite ongoing efforts to increase resources in underserved communities, rural 

communities continue to lack access to psychiatric providers in comparison to more urban 

communities (Wright, Damiano, & Bentley, 2015). To better understand the issues influencing 

the current state of rural health care and strategies for optimal utilization of PMHNPs to meet the 

needs of underserved communities, several literature searches were conducted using PubMed, 

Web of Science, Embase, PsychInfo, and Google Scholar.  

Initial key words included: rural health, county, cultural, needs, mental health, psychiatry, 

community psychiatry, telemedicine, telepsychiatry, remote consultation, nurse practitioners, 

PMHNP, psychiatrist, academic, partnership, education, preceptorship, and patient satisfaction. 

Inclusion criteria for articles included: published within the last ten years, to include literature 

from the inception of California’s PMHNP programs, then narrowed to five years. Other criteria 

included English language, and peer-reviewed journals (PsycInfo). Narrowing further on the role 

of PMHNPs and capacity development, PubMed MeSH headings were used, including: a) 

"Psychiatry" [ MeSH] OR "Psychiatric Nursing" [MeSH] OR "Mental Health Services" [MeSH] 

AND "Rural Health" [MeSH] OR "Rural Health Services" [MeSH] for 422 articles (209 in last 

five years). The use of “psychiatry” failed to report articles inclusive of PMHNPs, thus 

“psychiatry” was removed with MeSH heading: b) "Nurse Practitioners" [MeSH] OR 

"Psychiatric Nursing" [MeSH] OR "Mental Health Services" [MeSH] AND "Rural Health" 

[MeSH] OR "Rural Health Services" [MeSH] OR "Rural Population" [MeSH] AND "North 

America" [MeSH] for 284 articles (136 in last five years); b) "Nurse Practitioners" [MeSH] OR 

PMHNP OR "Psychiatric Nursing" [MeSH] OR "Mental Health Services" [MeSH] AND 
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"Capacity Building" [MeSH] OR "Health Manpower" [MeSH] AND "North America" [MeSH] 

for 53 articles (27 in last five years). A total of 235 articles were selected for further review 

including international studies conducted in Australia and Africa due to the relevance to rural 

U.S. The criteria for training partnerships and PMHNP role were later narrowed 77 articles 

limited to U.S. to better ascertain current U.S. best practices.  

The first search aimed to identify the current state of healthcare in rural communities, 

severity of shortage, including psychiatric services and current psychiatric services available to 

rural communities. Second, literature was searched for successful approaches to addressing the 

shortage of psychiatric services in rural communities. Telemedicine, telepsychiatry, and remote 

consultation studies were the focus of most intervention models. The few on-site practice models 

identified throughout the searches were primarily focused on psychiatry residency training. A 

search for psychiatry and nurse practitioners was conducted separately, since nurse practitioners 

were not identified when combined with psychiatry and rural health or telemedicine in the earlier 

searches. Combined with the other models, this absence of PMHNPs in literature was a 

significant finding. 

Rural Health 

Among research evaluating rural health needs, Australian studies are prolific and often 

inclusive of sociocultural factors distinctive to rural communities. One study evaluated drivers of 

rural and remote health outcomes using case studies with descriptive analysis of the interacting 

structures and power within two rural communities (Bourke, Humphreys, Wakerman, Taylor, 

2012). The qualitative findings (Table 3) described the influence of geographic isolation, rural 
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locale, local health responses, broader health systems and broader social structures and suggest 

these variables provide a framework for qualitative evaluation of rural health. 

TABLE 3. Rural Health 

 

Reference Research 
Question 

/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data 
Collection and Data 

Analysis 

Findings 

Bourke, Humphreys 
Wakerman, Taylor (2012). 
Understanding drivers of 
rural and remote health 
outcomes: 
A conceptual framework in 
action. Australian Journal 
of Rural Health, 20:318-
323 doi:10.1111/ 
j.14401584.2012.01312.x 

Demonstrate the 
usefulness of a 
conceptual 
framework to 
increase the 
understanding of 
rural and remote 
health by 
applying it to 
specific rural and 
remote health 
scenarios. 
 

Case studies 
with 
descriptive 
content 
analysis 
(qualitative) 

Sample:  
2 case studies  
 
Setting:  
1) Corryong, a 
small farming 
town in the 
mountainous 
country of 
south-eastern 
Australia.  
2) Shepparton, a 
rural regional 
centre in 
northern 
Victoria 
 
 

Data Collection: A 
conceptual framework of 
rural and remote health was 
applied to two case studies 
 
Data Analysis: Application 
of the “framework of rural 
and remote health” * to two 
case study scenarios helped 
to analyze and understand 
changes in rural and remote 
health policy. 
 
*Framework addresses five 
factors which are 
hypothesized to include two-
way interaction with 
“power”: 1) the rural locale, 
2) geographic isolation, 3) 
local health responses, 4) 
broader health systems, 5) 
broader social structures. 
 

Suggests 
integration 
between structural 
level changes and 
action within 
rural/remote places 
and health services 
can  
improve rural and 
remote health. 
 

MacDowell Glasser, Fitts, 
Nielsen, & Hunsaker 
(2010). A national view of 
rural health workforce 
issues in the USA, Rural 
Remote Health, 10(3): 1531 

a) Determine 
whether rural 
hospital chief 
executive officers 
(CEOs) in the 
USA report 
shortages of 
health 
professions. 
 
b) identify 
perceptions about 
factors 
influencing 
recruiting and 
retention.  

Survey 
research 
using 
questionnaire 
 

Sample:  
N=335 
respondents 
(34.4% of those 
surveyed) rural 
hospital CEOs 
 
Setting:  
Rural 
communities 
across U.S. 
based on zip 
codes 

Data Collection:  
In 2008, a nationwide US 
survey was conducted of 
1031 rural hospital CEOs 
identified by regional/state 
Area Health Education 
Centers. A 3-page survey 
included questions 
regarding physician 
shortages by specialty. 
 
Data Analysis:  
Cross-tabulation was used to 
compare geographic regions 
related to shortages of 
physicians and other 
healthcare professionals. 
Geographic areas based on 
US Department of Health 
and Human Services 
regions; SPSS v15 used for 
data analyses 

75.4% reported 
physician 
shortages, most 
primary care 
(family, 58.3% 
internal medicine 
53.1%). 
 
The highest 
specialty shortage 
was psychiatry 
(46.6%), followed 
by general surgery 
(39.9%) 
 
35% reported need 
for NPs 
 
Community culture 
that is open, 
helpful, supportive 
was important for 
recruitment  
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TABLE 3. – Continued  

In the U.S., several studies have explored rural healthcare workforce. A nationwide study 

of rural health workforce based on a survey of rural hospital chief executive officers (CEOs), 

expanded upon previous surveys of CEOs in Illinois and Arkansas which demonstrated 

Reference Research 
Question 

/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data 
Collection and Data 

Analysis 

Findings 

Stenger, Cashman, & 
Savageau (2008). The 
primary care physician 
workforce in MA: 
Implications for the 
workforce in rural, small 
town America. Journal of 
Rural Health, 24(4):375-
383  

Identify factors 
contributing to 
physician 
satisfaction and 
retention in largely 
rural areas in 
Massachusetts, a 
state with rural 
pockets and small 
towns 

 

Descriptive 
correlational 
study using 
questionnaire  

Sample:  
N=160 of 227 
MDs 
surveyed. 
 
Setting:  
Rural 
communities 
in MA 

Data Collection: 160 
survey respondents 
(70.5% of the 227 
solicited by mail mailed 
in 2004-2005), primary 
care physicians, 
practicing in rural areas 
as designated by the state. 
 
Data Analysis: Bivariate 
analyses of 3 variables 
(likelihood of remaining 
in current practice, or in 
rural practice, and 
satisfaction. Logistic 
regression analysis. 
64% grew up in small 
towns <100,000; Female 
more likely to plan to 
remain in small town 
(p=.034). 

Rural training having 
lived in small 
communities helped 
recruitment, 
retention, and 
practice 
satisfaction.  
Factors contributing 
to retention were not 
feeling isolated and 
ability to recruit other 
providers 

 

Wright, B., Damiano, P., & 
Bentler, S. (2015). 
Implementation of the 
Affordable Care Act and 
rural health clinic capacity 
in Iowa. Journal of 
Primary Care and 
Community Health, 6(1): 
61-65. doi:10.1177/215013 
1914542613 

Examine current 
and future capacity 
of Iowa’s rural 
health clinics 
[RHCs] in light of 
anticipated 
increasing demand 
for services under 
ADA 
 

Descriptive 
study using 
questionnaire 
 

Sample: N=27 
of 142 RHC 
(19%) 
directors 
surveyed  
 
Setting: 
online 
distributed to 
RHCs’ in 
Iowa 

Data Collection: Online 
survey of RHC directors 
using unique link with 2 
months to complete. Data 
collected included: a) 
current 
capacity & demand for 
services, b) projected 
capacity increases & 
demand, and c) readiness 
for 
change 
 
Data Analysis: Charts 
report summary of survey 
results without use of 
inferential statistical 
analysis 

Recruiting difficulty 
for physicians 
(80%), physician 
assistants, and nurse 
practitioners (both 
50%).  
Despite recruitment 
and retention ≥ 90% 
reported they were 
able to provide or 
refer for service 
adequately or very 
adequately in all 
areas except three: 
88% OB/GYN; 
63.2% Dental; and 
only 29.2% reported 
adequate Behavioral 
Health resources. 
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workforce shortages in these states (Glasser, Peters, & McDowell, 2006; McDowell, Glasser, 

Fitts, Fratzke, & Peters, 2009; MacDowell, Glasser, Fitts, Nielsen, & Hunsaker, 2010). Rural 

hospitals were identified through outreach to directors of Area Health Education Centers, 

Arkansas Department of Health and Human Services and the Illinois Hospital Association, and 

filtered using RUCA coding to identify 1031 hospitals in rural communities (Table 3). These 

hospital CEOs were invited to participate in the study, with responses from 335 CEOs (35%). 

The results revealed that psychiatric providers were among the top three specialty shortages 

endorsed by CEOs, with 75.4% endorsing physician shortages, 58% in family practice, 53% in 

internal medicine, and 46.6% in psychiatry. 

During the same decade, a descriptive correlational evaluation of physician satisfaction 

and retention in rural Massachusetts surveyed 160 of 227 Massachusetts physicians (Stenger, 

Cashman, & Savageau, 2008). The results (Table 3) were evaluated using bivariate analyses of 

three variables: likelihood of remaining in current practice, or in rural practice, and satisfaction. 

Logistic regression analysis demonstrated significant contributors included growing up in rural 

communities, not feeling isolated, and being able to recruit others to the community. In addition, 

the responses suggest important quality of life measures that supported provider retention in rural 

communities. 

More recently, a survey of Rural Health Clinic directors in Iowa demonstrated difficulty 

recruiting physicians by 80% of respondents, and 50% reported difficulty recruiting nurse 

practitioners or physician assistants (Wright, Damiano & Bentler, 2015). Despite recruitment 

challenges, at least 90% reported “adequate or very adequate” ability to provide or refer for 
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services in family practice, pediatrics, surgery, and acute care. However only 29.2% reported 

adequate behavioral health resources (Table 3). 

Rural Behavioral Health 

A secondary analysis of national data reflects the demographic, housing and 

socioeconomic conditions associated with geographically proximate behavioral health and 

primary care services (Vander Wielen, Gilchrist, Nowels, Petterson, Rust, & Miller, 2015). Table 

4 summarizes the findings, suggesting that primary care physicians located in rural areas are 

20.1% less likely than urban providers to have geographically-proximate behavioral health 

services (p<.001). Weaknesses of this study include lack of specificity regarding actual 

interaction between behavioral and medical practices, and accurate representation of the findings 

would be difficult to replicate based on the magnitude and fluidity of databases used. 

TABLE 4. Rural Behavioral Health 
Reference Research Question 

/Hypothesis 
Study 
Design 

Sample and 
Setting 

Methods for Data 
Collection and Data 

Analysis 

Findings 

Vander Wielen, 
Gilchrist, 
Nowels, 
Petterson, 
Rust, Miller 
(2015). Not Near 
Enough: Racial 
and Ethnic 
Disparities in 
Access to Nearby 
Behavioral 
Health Care and 
Primary Care. 
Journal of Health 
Care for the Poor 
and Underserved, 
26(3): 1032-1047 

Examine neighborhood 
demographic, housing, 
and socioeconomic 
conditions associated 
with presence of 
geographically 
proximate behavioral 
health professionals 
among medical primary 
care services 

Secondary 
analysis of 
existing 
national 
data 

Sample:  
N=197,838 
primary care 
providers based 
on electronic 
review of NPI 
billing, 2010 
American Medical 
Association 
(AMA) Physician 
Masterfile (2010) 
to identify 
physicians 
providing direct 
patient 
care in U.S. 
Setting:  
U.S. PCP offices 
within/not within 
1 km of 
behavioral health 
provider  

Data Collection:  
nationally representative 
sample of primary care 
providers and leverages the 
ability to geocode primary care 
provider location with respect 
to the geocoded locations of 
behavioral health professionals 
Data Analysis:  
PCP addresses were 
geocoded using Esri’s ArcGIS 
software38 matching to a 
NAVTEQ address database, 39 
to identify providers in close 
geographic proximity or in 
shared space. A clustered 
multinomial logistic  
regression model was used 
to evaluate neighborhood- level 
factors associated with non- 
access to behavioral 
health among primary care 
providers (outcome variable). 

Primary care 
physicians located 
in rural areas were 
20.1% more likely 
not to have 
geographically- 
proximate 
behavioral health 
services, compared 
with urban- located 
physicians 
(p<.001). 
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TABLE 4 – Continued  
Reference Research Question 

/Hypothesis 
Study 
Design 

Sample and 
Setting 

Methods for Data 
Collection and 
Data Analysis 

Findings 

Fitzpatrick, 
Perkins, Luland, 
Brown & Corvan 
(2017). The effect 
of context in rural 
mental health care: 
Understanding 
integrated 
services in a small 
town. Health & 
Place, 45:70-76 

 

Addresses questions 
relating to sustainability of 
service and factors that 
have supported successful 
collaborative practice in 
this rural location. It 
examines the dynamics of 
integrated primary and 
community-based 
specialist care for people 
with severe and persistent 
mental 
illnesses living in rural 
Australia. 

Qualitative 
Typical 

Case 
Sampling  

Sample:  
Sample for this study 
was drawn from 
health care providers 
and 
other staff associated 
with the GP Clinic 
including CMHT 
members, 
GPs, medical centre 
staff, and visiting 
psychiatrists. 
 
Setting:  
Mudgee is a rural 
town of 
approximately 10,000 
residents. 

Data Collection: 
Face-to-face, semi-
structured interviews 
with 16 consenting 
health providers and 
other staff between 
December 2015-
April 2016 
Interviews were 
recorded on a digital 
voice recorder, 
transcribed verbatim, 
and de-identified. 
 
Data Analysis:  
The Framework 
Method 

Analyses a place-
based solution to 
improving access to 
integrated primary 
and specialist care 
for people with SPMI 
living in a small rural 
community. The 
service model 
overcomes the 
weakness of state-
based specialist and 
federal primary care 
improving linkages 
and addressing 
multiple rather than 
single morbidities.  

Bischoff, Reisbig, 
Springer, 
Robinson, Olson 
(2014). 
Succeeding in 
Rural Mental 
Health Practice: 
Being Sensitive to 
Culture by Fitting 
in and 
Collaborating. 
Contemp Fam 
Therapy 36:1-16 

Determine how to address 
the “acceptability 
problem” by learning from 
medical and mental health 
care providers what 
mental health therapists 
need to know to be 
successful in providing 
care in rural communities. 

Qualitative 
design 
using focus 
groups  
 

Sample:  
N=17  
4 male,  
13 female 
ages 24-55+  
 
Setting:  
3 rural Nebraska 
communities 
 

Data Collection:  
3 rural communities 
were selected based 
on accepting MFT 
student interns. 
100%of medical and 
mental health 
workers were invited 
to participate in 
focus groups. Each 
group had 1 mental 
health worker, and 3-
7 PCPs (MD, PA, 
NP).  
 
Data Analysis:  
Inductive qualitative 
methods, content 
analysis approach by 
team of 4 analysts 

Mental health providers 
should a) be sensitive 
to 
the culture of the rural 
community in which 
they are working; b) 
practice in a way that 
accommodates to the 
care culture of the 
community. 
 

Using the framework method developed by Bourke, et al. (2012), another study examined 

the effect of a rural context in providing integrated primary and community-based psychiatric 

care for individuals with severe mental illnesses (Fitzpatrick, Perkins, Luland, Brown & Corvan, 

2017). The qualitative case sampling was conducted in one rural Australian community clinic, 

providing an in-depth qualitative analysis of structural and relational dynamics contributing to 
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effective collaboration in rural health settings (Table 4). Although the findings are not 

generalizable, the sample is typical of rural communities, and results warrant further study into 

potential benefits of “locally-driven” services built within the context of the rural locale and its 

social structures, versus short-term services rendered by urban providers with “top-down” 

programs that may be perceived as “imposed” upon smaller, rural communities and by the 

Native American nation (p. 75). These findings support the concept of identifying RNs within 

rural communities in need of psychiatric providers to consider training and serving the needs of 

their community as PMHNPs. 

Another study explored dynamics related to successfully addressing mental health needs 

within a rural community (Bischoff, Reisbig, Springer, Robinson & Olson, 2014). Three focus 

groups in rural Nebraska highlight the cultural aspects of the community to provide “acceptable” 

therapeutic services (Table 4). This supports the individuality of rural communities and their 

heterogeneity, which is best understood by engaging with local stakeholders to enhance services 

that are culturally and socially appropriate for the identified needs (Fitzpatrick et al., 2017). 

Rural Psychiatric Services 

Addressing the ongoing shortage of psychiatric providers in rural communities, three 

central strategies are evident in the medical literature, aimed at increasing access to the declining 

number of psychiatrists as psychiatric needs rise (Bishop, Seirup, Pincus, & Ross, 2016) with a 

subset of studies explored the role of nurse practitioners, including a small number of studies 

specifically inclusive of PMHNPs: (1) Expansion of telepsychiatry; (2) Videoconferencing for 

consultation and training; (3) Building capacity and commitment to rural practice through 

training partnerships. 
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Telepsychiatry. In the field of psychiatry, the use of videoconferencing dates to 1959 at 

the University of Nebraska, where it was first implemented for training, research, 

consultation and treatment. The concept was replicated in Boston and New Hampshire in 

1968, when a pilot telepsychiatry service was used for psychiatric consultation (Shore, 

2015). During recent years, many studies have demonstrated therapeutic use of technology 

including interactive video via computer, “smartphone,” tablet, or telephone delivery of 

psychotherapy and pharmacotherapy. In addition, videoconferencing, secured message portals 

and electronic health records help to coordinate patient care, utilizing a range of internet 

bandwidth for consultations, diagnostics, and treatment recommendations (Fortney, et al., 2015). 

These studies consistently demonstrate successful use and acceptability of telepsychiatry in rural 

communities with limited access to psychiatry.  

While research has continued to demonstrate efficacy of telepsychiatry, surprisingly few 

of the studies involve APRNs and only one PMHNP investigator was identified in this survey. 

Erin Ellington, DNP, conducted a parent satisfaction survey after six months of telepsychiatry 

provided by a psychiatric NP contracted by a community mental health clinic (Table 5). The 

survey responses demonstrated overall satisfaction, suggesting the importance of PMHNPs 

contributing to further randomized control trials. impact upon access, efficiency and revenue 

(Ellington, 2013).  
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TABLE 5. Telepsychiatry  

Reference Research 
Question 

/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data 
Collection and Data 

Analysis 

Findings 

Ellington, E. 
(2013). 
Telepsychiatry 
by APRNs: An 
Answer to the 
Shortage of 
Pediatric 
Providers? 
Issues in 
Mental Health 
Nursing, 34: 
719–721 
 

Explore services 
of a psychiatric 
NP (PMHNP) 
providing pediatric 
telepsychiatry and 
parent satisfaction 
with the modality 
and the provider.  
 

Evaluation 
Research 
using Parent 
Survey 

Sample:  
N=75 patients 
n=125 total 
patient contacts 
n=19 initial 
evaluations 
n=86 med 
management 
n-26 combined 
med and brief 
therapy 
Setting: 
APN home 
office, contracted 
with Outpatient 
Clinic 
 

Data Collection: parental 
satisfaction survey, using 
previously validated 12 
statements rating a) overall 
satisfaction and b) 3 specific 
domains: 1) technical, 2) 
comfort, 3)access to care. 
Instrument modified from 
“psychiatrist” to “NP” 
 
Data Analysis: 
Adherence=72% (n=54) 
response rate based on 75 
unique patients.  
Complete responses n=51 

Parents reported overall 
satisfaction, based on mean 
scores of 4.63 and 4.69 (1- 
5). Scores ranged from 4.54 
to 4.69 for overall, 
technical, and comfort. 
Lower scores related to 
access (3.90 and 4.35) 
indicated “agreed to 
neutral” belief that the 
child saw the NP sooner or 
would not have otherwise 
been seen. 
 

Neufeld & 
Case (2013). 
Walk-In 
Telemental 
Health Clinics 
Improve 
Access and 
Efficiency: 
A 2-Year 
Follow-Up 
Analysis. 
Telemedicine 
and e-Health, 
19(12): 938-
941 
 
  

Determine if initial 
13-month findings 
remained  
consistent after 24 
months in terms of 
access, quality and 
cost of psychiatric 
services. 
 

 

Naturalistic 
quasi-
experimental 
factorial 
design  

Sample:  
N=10.483 total 
clinic visits 
Tele psych n=350 
Tele psych only 
n=179 
Combined 
N=171 
Setting: Rural 
Indiana 
community-based 
non-profit clinic 
using telepsych 
compared to 
travel to remote 
county sites 2 
hours away 

Data Collection: Data was 
collected retrospectively from 
the Bowen’s electronic medical 
record and 
administrative systems 
 
Data Analysis: Days to First 
Service calculated using SPSS 
 
Quality-days between med 
appointments 
 
Average number of patient visits 
during study period (2-years) 
 
Does not evaluate patient 
satisfaction or outcomes 

Days to First Service using 
telepsych 19.1 (SD 21.0) 
Compared to traditional 
wait 33.1 days (SD 28.4) 
 
Days between med 
appointments using 
telepsych 19.1 days (SD 
21.0). Compared to 
traditional wait 37.2 days 
(SD 29.0 
 
Average number of visits/ 
2-years (24 months): 
Tele psych only= 2.61(SD 
2.16); Combined = 2.71 
(SD 4.53); Traditional = 
5.31(SD 5.14 
 

DeVido, 
Glezer, 
Branagan, Lau, 
Bourgeois 
(2016) 
Telepsychiatry 
for inpatient 
consultations at 
a separate 
campus of an 
academic 
medical center. 
Telemedicine 
and e-Health. 
DOI:10.1089/t
mj.2015.0125 

Is the delivery of 
inpatient 
psychosomatic 
services via 
telemedicine the 
‘‘next step’’ for 
the use of 
telemedicine 
technology in 
psychiatry? 
 

Retrospective 
univariate 
descriptive 
pilot  

Sample: N=30 
psychiatric 
consults between 
2013-2016 
 
Setting: inpatient 
consultation at 
affiliated but 
physically 
separated 
academic 
hospital 

Data Collection: Descriptive 
data included demographics, 
diagnoses, incidence/number of 
follow up sessions via 
telemedicine or in-person, 
recommendations from the 
consult 
 
Data Analysis:  
Mean age 54 ±19.4 
Female gender 50%  
≤1 follow-up sessions 43.3% 
24/30 Med change  
4 referred to social worker 
2 referred to 5150 hold 
1 discontinued 5150 hold 

The study suggests 
feasibility and utility for 
telemedicine use in CL 
psychiatry in hospitals 
without psychiatric 
providers. 
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TABLE 5 – Continued  
Reference Research 

Question 
/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data Collection and 
Data Analysis 

Findings 

Bidargaddi, 
Schrader, Smith, 
Carson, Strobel 
(2017). 
Characteristics 
of patients seen 
by visiting 
psychiatrists 
through 
Medicare in a 
rural community 
mental health 
service with an 
established 
telemedicine 
service. 
Australasian 
Psychiatry, 
Sage: New 
Zealand.  

Identify the 
characteristics 
of patients on 
Medicare-
funded face-to-
face  
consultations 
by 
psychiatrists in 
a rural  
service with an 
established 
state-funded  
telemedicine 
service? 
 

Retrospective 
observational 
pilot study 
combined with 
retrospective 
case-control 
design using 
convenience 
sample for 
additional 
descriptive 
correlational 
data  

Sample:  
N=55 
31 No 
24 Yes 
 
Setting:  
Rural 
outpatient 
community 
mental health 
clinic 

Data Collection:  
K10, MSPSS, WSAS, compared to 
retrospective record review (4 years) 
 
Data Analysis:  
Logistical regression assessed relationship 
between independent variables and face-
to-face psychiatry visits. Effect sizes 
reported as odds ratios. analysis Two 
sample t-tests for continuous variables, 
Mann–Whitney for non-normal data and 
Fisher’s exact test for categorical 
variables. Effect size (Hedge’s g) statistics 
for comparisons of mean observed scores 
and associations of nominal variables 
(Cramer’s V or phi for 2 Å~ 2 
contingency table). 

Pts who continued face-
to-face visits tended to 
be lower mean age, 
higher BMI and lower 
level of distress based 
on K10. 
 
Risk profile and the 
complexity of the 
presentation were likely 
determinants for using 
both face-to-face and 
telemed to manage 
treatment. 
 

K10= Kessler  10 Psychological Distr ess Scale; WSAS=Work and Social Adjustment Scale; MSPSS= 
Multidimensional Scale of Perceived Social Suppor t 

Myers, Stoep, 
Zhou, Mccarty, 
Katon (2015). 
Effectiveness of 
a telehealth 
service delivery 
model for 
treating 
attention-
deficit/hyperacti
vity disorder: a 
community-
based 
randomized 
controlled trial. J 
Am Acad Child 
Adolescent 
Psychiatry, 
54:263-74. 

What is the 
effectiveness 
of a telehealth 
service 
delivery model 
for the 
treatment of 
children with 
attention-
deficit/hyperac
tivity disorder 
(ADHD) that 
provided 
pharmacologic
al treatment 
and caregiver 
behavior 
training? 
 

Randomized 
Controlled 
Trial 

Sample:  
N=223 
children 
referred by 88 
PCPs in 
7communi-
ties 
 
Setting:  
Community 
PCP offices 
with or w/o 
telepsych 

Data Collection: Diagnostic criteria for 
ADHD and oppositional defiant disorder 
(ODD) and role performance on the 
Vanderbilt ADHD Rating Scale (VADRS) 
completed by caregivers (VADRS-
Caregivers) and teachers (VADRS-
Teachers) and impairment on the 
Columbia Impairment Scale-Parent 
Version (CIS-P). Measures were 
completed at 5 assessments over 25 
weeks. 
 
Data Analysis: intention-to-treat 
analyses, using a X2 
test of proportions for diagnostic/binary 
variables and t test for continuous 
variables. Controlled for comorbidity 
using regression analyses. Sensitivity 
analyses showed no significant changes 
in the intervention effects estimates. 
Improvements in VADRS- Children in 
both study arms improved over time. No 
statistically significant differences 
between the two groups.  

Comparing a telehealth 
service delivery model 
with a primary care 
service model, the 
findings suggest at least 
equal effect and in some 
cases better 
improvement in ADHD 
symptoms with 
telehealth versus 
primary care visits. 
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In a second study involving APRNs (Table 5), Neufeld and Case (2013) explored the 

impact of NPs using telepsychiatry in a private, non-profit community mental health clinic 

serving five rural Indiana counties. Replicating results from the original study (Neufeld, Case & 

Serricchio, 2012), Neufeld and Case conducted a 24-month follow-up. Two NPs provided both 

traditional and telepsychiatry while three psychiatrists and one APRN continued with treatment 

as usual. Both the initial 13-month evaluation and the 24-month follow-up reported improvement 

in patient access, based on reduced wait for initial evaluation and sooner follow-up. Time 

utilization was enhanced by providing walk-in appointments via telepsychiatry, which increased 

utilization of the providers’ time by 20%, comparing the billable time spent by two APNs who 

provided both traditional and telepsychiatry services.  

While outpatient telepsychiatry has become broadly recognized, technological 

advancements are relevant to psychiatric patient care in multiple settings. A novel use of video 

technology involves consultation liaison within the hospital setting. A descriptive observational 

case mix (N=30) demonstrates successful implementation of inpatient psychosomatic 

telepsychiatry within an urban hospital utilizing psychiatric consultation liaison for brief 

psychiatric evaluation and peer-to-peer consultation (DeVido, Glezer, Branagan, Lau, & 

Bourgeois, 2016). The telepsychiatry CL service required installation of webcams, Cisco and 

Jabber technology in each of the psychiatrists’ offices, to allow them to remotely tilt, pan or 

zoom-in when evaluating a patient. In addition, a telemedicine cart with a 12+ camera, wide-area 

microphone, flat-panel video display and speakers was provided for each hospital floor, along 

with training of resource nurses to set up the telemedicine cart. After the initial expenditure, the 
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service demonstrated a cost-effective alternative for in-hospital consultations in venues where 

face-to-face encounters face significant logistical barriers (DeVido, et al., 2016). 

Using a retrospective analysis of an established rural Australian practice, another study 

explored characteristics of clients who chose to continue with face-to-face psychiatry in addition 

to their established (state-funded) telepsychiatry from a different provider (Table 5). 

Surprisingly, logistic regression analysis demonstrated younger age as a predictor of choosing in-

person visits, and patients who continued in-person had lower symptom scores at the end of four 

years (Bidargaddi, Schrader, Smith, Carson, & Strobel, 2017). Although not generalizable, the 

outcome suggests that more complex patients with higher risk profiles were served best with 

both approaches.  

The telehealth service delivery model may also have utility in the pediatric population. 

The “Children’s ADHD Telemental Health Treatment Study” (CATTS) compared treatment by 

PCP with telepsychiatry consultation using a randomized controlled trial with 223 children 

referred by 88 primary care providers (PCPs) in 7 communities (Myers, Stoep, Zhou, Mccarty, & 

Katon, 2015). Although the study was not limited to rural or underserved communities, it is 

interesting to note that peer-to-peer consultation with the PCP who provided treatment was 

equivalent to treatment by the psychiatrist for the first 10-19 weeks, and both arms of the study 

demonstrated overall improvement (Table 5). This speaks to the importance of considering the 

full range of technology utilization, and the clearly demonstrated value of shared knowledge via 

professional consultation.  

Cost-benefit Analysis of Telemedicine. Telehealth can be innovative and increase 

access to psychiatric care in communities with inadequate medical resources. However, fiscally 
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responsible management of public health funds warrant making a cost comparison. In a 

systematic review of studies that analyzed the economics of telemedicine, Wade, Karnon, 

Elshaug and Hiller (2010) compared 26 studies involving ‘real time’ video (Table 6). Evaluating 

the costs of telepsychiatry versus face-to-face services, including societal (patient) and health 

system views, 22 (61%) of the 36 studies endorsed cost savings, while 11 (31%) reported higher 

cost with telemedicine compared to ordinary (face-to-face) treatment and 3 (9%) endorsed 

equivocal results (Wade, et al., 2010). When personal expenses (e.g., travel, lost income) were 

excluded, the economic benefits of telemedicine were less clear, with 16 (46%) endorsing cost 

savings, 17 (49%) reporting higher cost, 1 (3%) indicating costs reduced over time, and 1 (3%) 

reporting costs to be the same Wade, et al., 2010). 

Health outcomes were compared, with 12 (33%) of studies endorsing improved health 

outcomes, 21 (58%) reporting no significant difference, and 2 (6%) reporting that telehealth was 

less effective (Wade, et al., 2010). These favorable findings suggest that telepsychiatry and face-

to-face visits are both acceptable treatment approaches that should be considered based on 

program planning to dress community needs and economic feasibility (Wade, et al., 2010). 
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TABLE 6. Cost-Benefit Analysis of Televideo Health 

 
KEY:	VC	=	videoconferencing																				Adapted	from	Wade,	V.	A.,	Karnon,	J.,	Elshaug,	A.	G.	&	Hiller,	J.	E.	(2010)	

Videoconferencing. Long established as a means of connecting researchers and 

professionals between institutions, video teleconferencing (VTC) has recently expanded in its 

application to clinical training (Caudill & Sager, 2015). Based on the ethos of “de-monopolizing 

knowledge,” Project Extension for Community Healthcare Outcomes (Project ECHO) provides a 

model of health education and mentoring that has demonstrated effectiveness in building 

capacity for PCPs to treat complex conditions in their own communities. Using a “guided 

practice model,” various specialty hubs have developed across the U.S., providing “knowledge 

network sessions” built around case presentations by PCPs who benefit from consultation with 

specialists while expanding their own knowledge and expertise in various fields (Arora, 2017) 

Project ECHO has demonstrated impact upon psychiatric workforce, through Integrated 

Addiction and Psychiatry (IAP) TeleECHO Clinic, based in New Mexico (Komaromy et al., 

2016). Facilitating weekly two-hour didactic and case-based training clinics conducted from 
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2005 to 2015, the clinic has coordinated more than 950 patient case reviews and 9000 hours of 

CME have been provided since 2008, with an average of 147 participants joining annually 

(Table 7). Between 2010 AND 2015, 654 new participants joined IAP TeleECHO, with 285 

participating more than once, with a mean of 12.4 sessions per visitor. The study explores impact 

on work force capacity to treat opioid addiction, comparing the number of new Buprenorphine 

prescribers in New Mexico to national data, correlated with DATA-2000 buprenorphine waiver 

training for 375 NM physicians through the Project ECHO IAP program.  

TABLE 7. Videoconferencing for Psychiatric Consultation 
Reference Research 

Question 
/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data 
Collection and Data 

Analysis 

Findings 

Komaromy, et 
al. (2016). 
Project ECHO: 
A new model 
for educating 
primary care 
providers 
about 
treatment of 
substance use 
disorders. 
Substance 
Abuse, 37 (1): 
20-24  

Compare the per 
capita number of 
new 
Buprenorphine 
prescribers in 
NM vs other 
states before 
since DATA-
2000 training 
through ISA 
TeleECHO from 
2006-2014 and 
current overall 
per capita 
number of 
waivers  

Retrospective 
case control 
analytical 
study design 

Sample: N=375 
MDs trained in 
DATA-2000 
between 2006-
2014 
 
Prior to 2006, 
N=36 MDs 
waivered in NM 
 
Setting: New 
Mexico 
teleconferences  

Data Collection: 
Obtained data from of all 
DATA-2000 buprenorphine 
waivers issued in the US from 
2002-2014 
Reviewed Census Data at zip 
code level to determine 
availability of prescribers in 
rural, low income, and under-
represented populations. 
Reviewed records from ISA 
TeleECHO clinics for frequency 
of Opioid didactic training 
versus other substance use 
disorders, correlating this with 
information dissemination and 
advertisement of DATA-2000 
training. 
Data Analysis: 
Number of new waivers in each 
state were ranked yearly, 
correlated with the opioid use 
didactic and DATA-2000 
training provided after 2006 

The number of newly 
waivered buprenorphine 
prescribers in NM has 
increased, correlating 
with the educational 
outreach of ISA 
teleECHO since 2006. 
 
Between 2002-2005, NM 
ranked 9th-18th Since 
2006, ranking rose to #4th 
in the nation based on 
total number of 
prescribers per capita. 
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Training Partnerships  

Clinical training partnerships are essential for rigorous training and expansion of medical 

and nurse practitioner work force. In addition, there is evidence that collaborative education may 

build a pipeline for potential workforce (Hawley, Orr, & Romain, 2014; OSHPD, 2014). Despite 

several favorable anecdotal reports of university-rural training partnership, an extensive search of 

literature revealed few studies exploring the impact of these partnerships upon rural health apart 

from the use of telemedicine.  

The merits of one rural psychiatry residency program were demonstrated in a 20-year 

follow-up of residency graduates (Bonham, Salvador, Altschul & Silverblatt, 2014). The UNM 

rural psychiatry residency program (RPRP) includes an 8-week seminar addressing rural mental 

health, cultural competence, and public mental health systems and optional community site visits 

during PGY-2 and PGY-3 of residency (Table 8). All the students in the RPRP track also work in 

community settings for two days a week throughout PGY-4. The survey of graduates between 

1991–2010 indicated 37% remained in rural psychiatric practice, and 95% reported treating 

underserved populations.  
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TABLE 8. Capacity-building Rural Training of Psychiatric Providers 

 
 

Reference Research 
Question 

/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data Collection 
and Data Analysis 

Findings 

Bonham, 
Salvador, 
Altschul 
&Silverblatt, 
(2014). 
Training 
Psychiatrists 
for Rural 
Practice: A 20-
Year Follow-
up 
Acad 
Psychiatry 
38:623–626 
 

Survey explored 
trainee 
perceptions of 
the impact of 
the program on 
their career 
decision-making 
and the barriers 
experienced 
since training. 
 

Descriptive 
correlational 

Sample:  
(N=37/60).32- all 
graduates of the 
UNM RPRP from 
1991 through 
2010  
 
Setting: Practice 
locations of 
graduates of 
UNM (New 
Mexico) 

Data Collection: A web-based 
survey was sent to all graduates 
(N-60). Survey included 
demographics, including practice 
zip code, questions about current 
practice, perceived barriers to 
providing rural mental 
healthcare, and feedback 
regarding experiences in the 
rural residency track. 
.  
Data Analysis:  
ZIP codes were mapped to Rural-
Urban Commuting Area 
designations, identifying each 
physician’s practice location as 
metropolitan (continuously built-
up areas of 50,000 or more), 
large rural town (10,000–
49,999), small 
rural town (2,500–9,999), or 
isolated small rural area (outside 
of urban areas or urban clusters).  

37% practice in rural 
communities (vs 10% 
comparison group), 75% 
of the rural communities 
were large, 20% small 
towns, 6% isolated 
regions. 95% continued 
to treat underserved 
populations. Top 
concerns reported 
included professional 
isolation, lack of referral 
resources for patients, 
travel distance, limited 
educational resources for 
providers’ children, and 
28% reported using or 
preparing to use 
telemedicine, which 
emerged as an area for 
development.  

Gillig & 
Comer (2009). 
A Residency 
Training in 
Rural 
Psychiatry. 
Academic 
Psychiatry, 
33(5): 410-412 

Evaluates the 
success of a 12-
year psychiatry 
residency that 
incorporates 
rural didactic 
and clinical 
rotations 

Observational, 
descriptive 

Sample: 
N=1 funded full-
time faculty 
preceptor funded 
40% by clinic, 
50% by university 
and 10% by state. 
Faculty + 
Resident in clinic 
2-3 days/wk 
 
Setting: 
Rural 
communities 
within 1.5-2 hrs. 
from university 

Data Collection: 
Descriptive summary of practice.  
Faculty sees average of 20 patients 
per day (2-3 new, 17-18 returning)- 
billable 
Student sees average of 8 patients 
per day-unbilled 
 
Data Analysis: 
Program continues for 12 years, 
reports pending expansion to 
another rural county within 60-90 
miles of university, based on 
demand. 

Authors report 3 hrs. of 
didactic related to rural 
psychiatry in PGY-2 and 
1 year emersion into rural 
psychiatric practice. 
Training includes 
practice considerations 
relevant to the setting, 
including algorithms, 
cost consideration, 
availability of resources 
such as “samples,” as 
well as best practices 
from the literature 
relevant to the 
community setting.  
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TABLE 8 – Continued  

Another long-term training partnership between the University of Washington School of 

Medicine and two smaller cities outside of the urban center describes ongoing benefit for more 

than 20 years (Cowley et al., 2016). There is evidence of significant long-term impact upon 

workforce in these communities, as well as the process of ensuring selection of trainees with an 

understanding and interest in rural health. 

While rural clinical internships and residencies may enhance work force capacity in 

underserved regions, these studies demonstrate several important factors for a successful plan. 

Didactic training, a method for screening and identifying students with rural background and/or 

an interest in rural medicine, as well as clinical experience in rural health are reported 

contributors to graduates remaining in rural health (Cowley et al., 2016; Hawley et al., 2014; 

Stenger et al., 2008; Wright, et al., 2015). 

Reference Research 
Question 

/Hypothesis 

Study 
Design 

Sample and 
Setting 

Methods for Data Collection 
and Data Analysis 

Findings 

Cowley, et al. 
(2016) 

Explore a model 
for educating 
psychiatry 
residents to 
practice in 
underserved, 
smaller 
communities 
using regional 
tracks, with first 
half of training in 
major city, and 
second half in a 
regional site. 
 

Observational
, analytical 
cohort study 
Not 
randomized- 
Residents 
self-selected 
based on 
interest and 
personal 
history 

Sample: 
N=53 Spokane 
residents trained 
1994-2014 
N=12 Boise 
residents trained 
2010-2015 
 
Setting: 
Residency training 
sites offered in 
urban Seattle 
setting and two 
smaller 
community 
settings remotely 
located from 
university in 
Spokane and Boise 
areas 

Data Collection: 
Study tracked employment of 
graduates using residency 
program files and alumni records. 
 
Data Analysis: 
Underserved communities were 
defined as: (1) regional training 
site community where the resident 
trained (Spokane 
or Boise); and (2) in any 
underserved community within 
the region, outside the Seattle 
metropolitan area, as defined by 
the United States Census Bureau. 
 

Spokane cohort-  
Twenty-two of these 
(41.5 %) remained in the 
community 
 
Boise cohort- 
Seven (58.3 %) remain in 
Idaho 
 
Seattle cohort- 9/71 
graduates (12.7 %) chose 
a rotation in an 
underserved area in 
the region during 
residency. 1 of the 9 (11.1 
%) accepted a post-
residency position in an 
underserved community. 
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PMHNP Role in Improving Access 

Phoenix, Hurd and Chapman (2016) evaluated the utilization of PMHNPs in five 

California counties representing urban, suburban and rural communities (Table 9). This 

qualitative study revealed that PMHNPs were valued for high quality of care and a “whole 

person,” approach. In addition, they were noted to be strong communicators and collaborative, 

all qualities appropriate for serving rural populations. In addition to these strengths, the study 

identified several challenges, including California’s restrictive practice environment and lack of 

understanding by administrators and psychiatrists regarding PMHNP knowledge and training, 

particularly in counties with limited access or experience with PMHNPs. 

TABLE 9. PMHNP Role in Improving Access 
Reference Research 

Question 
/Hypothesi

s 

Study 
Design 

Sample 
and 

Setting 

Methods for Data Collection 
and Data Analysis 

Findings 

Phoenix, Hurd, 
Chapman 
(2016). 
Experience of 
psychiatric 
mental health 
nurse 
practitioners in 
public mental 
health. Nursing 
Administration 
Quarterly, 40 
(3): 212-224. 

Assessed 
barriers and 
best practices 
in the use of 
PMHNPs in 
county mental 
health services 
in California. 

 

In-depth 
qualitative 
analysis 
and analysis of 
human 
resources and 
fiscal data 
related to 
PMHNP 
practice. 

Sample: 
Five 
counties in 
California 
 
Setting: 
1- to 2-day 
site visit to 
each 
county  

Data Collection: Five counties ranged 
in geography, population size, rural 
versus urban, differences in models of 
public mental health service delivery, 
with current employment of PMHNPs. 
Semi-structured protocol specific 
interviews of county mental health 
director, mental health medical 
director, PMHNPs, human resources 
manager, quality manager, and 
financial and billing manager. 
 
Data Analysis:  
Thematic analysis was used for site 
visit interview data. Main themes were 
identified if they appeared in at least 
4 separate interviews. Minor themes 
were identified based on 3 or fewer 
instances 
occurring in interviews. Conflicting 
themes were those for which there was 
significant disagreement across 
informants. 
 

Major themes were: (1) the 
multiple roles filled by 
PMHNPs; (2) costs and benefits 
of using PMHNPs; (3) ability to 
work well in teams; and (4) 
recruitment of PMHNPs. Minor 
themes included lack of 
understanding of PMHNP role 
and credentialing, limits on 
exercising full scope of practice, 
and inability to complete 
medical-legal documents. 
Conflicted themes between 
counties a) PMHNP/psychiatrist 
work relationships, b) 
perceptions of compensation, c) 
ease of hiring; A major theme 
under quality of care provided 
by PMHNPs was the high level 
of quality care provided and 
their holistic approach. 
Minor themes were differences 
in training between PMHNP & 
psychiatrists, varied experience. 
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Summary of Literature Review 

Strengths 

The findings from this review of literature demonstrate ongoing need for innovative 

solutions to meet the psychiatric needs of rural communities. Advancements in the use of video 

technology are promising as a stopgap effort to provide much needed psychiatric care. Compared 

with the cost of recruiting locum tenens or relocating providers, this approach may be cost saving 

and efficient for outpatient psychiatric evaluation and treatment and crisis evaluation as well as 

consultation liaison in hospital settings. 

In addition to telepsychiatry, videoconferencing such as Project ECHO offers a venue for 

enhancing the knowledge and capacity of primary care providers in rural and pioneer regions 

through consultation and case-based training. Providers in rural communities can join open 

training clinics such as IAP TeleECHO in New Mexico (Komaromy et al., 2016) or create a 

specific partnership with a university or specialty clinic for consultation and collaborative case 

management. Combined with other strategies for capacity-building, this model offers new 

resources for enhancing primary care to its fullest capacity and use in a rural clinical training 

program. 

Although the literature is sparse regarding rural psychiatric training, evidence suggests 

that students who select didactic and clinical training in rural health are more likely to continue 

practicing in underrepresented communities (Bonham, Salvador, Altschul & Silverblatt, 2014; 

Cowley et al., 2016). Combined with access to urban university resources through 

videoconferencing and other developing technology, rural internships and residencies may 

expand capacity for specialty practice in underserved rural communities.  
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Weaknesses 

A limitation of telepsychiatry is that it does not generally build capacity for communities 

to increase self-reliance through education and training. Contracted providers are not physically 

present to contribute to program evaluation, planning, implementation, prevention, or to 

influence the culture towards acceptance of mental health and stigma reduction. While studies 

have demonstrated accessibility, acceptability and affordability of telemedicine in rural 

communities lacking access to specialty care, these studies have not compared this to successful 

capacity-building approaches, and could be interpreted to mean that local providers are 

unnecessary. On the one hand, the anonymity of a psychiatric provider who is not known inside 

the community may be appealing at times, however these studies do not adequately evaluate the 

long-term effect of community dependence upon outside resources. 

While Australian studies and some rural psychiatry training programs addressed cultural 

factors in rural practice (Bonham, et al., 2014; Bourke, et al., 2012; Fitzpatrick, et al., 2017; 

Hunt, et al., 2012), many American studies were remarkably lacking in sociocultural assessment 

(DeVido, et al., 2016; Egede, et al., 2016; Neufeld, et al., 2012; Myers, et al., 2015). This gap 

was particularly notable in studies pertaining to telepsychiatry and psychopharmacological 

treatment, which is most effective with collaborative decision-making and a thorough 

understanding of the client’s values, beliefs, and personal recovery goals (Matthias, et al, 2014; 

Thompson & McCabe, 2012).  

Gaps 

The literature suggests rural psychiatric training programs have successfully exposed 

medical residents to underserved communities, however no studies were identified involving 
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rural training for PMHNPs. For more than 40 years, APRNs have been instrumental in providing 

healthcare for vulnerable and underserved populations, and this commitment remains strong 

(Newhouse et al., 2012). A recent study comparing primary care by NP, Physician Assistant, and 

MD providers showed a proportionately greater focus on rural and uninsured populations among 

NPs in comparison to their counterparts. States with full practice authority had the highest 

number of NPs per capita and the highest percentage working in rural and frontier settings 

(Graves, Mishra, Dittus, Parikh, Perloff, & Buerhaus, 2016). Given APRN commitment to 

addressing healthcare disparity and steady progress towards full practice authority, there is a 

need for training partnerships between PMHNP programs and rural communities with studies to 

demonstrate the impact of APRN training in rural communities and guide innovative approaches 

to capacity building beyond urban hubs.  

METHODS 

Identifying needs and resources within the county behavioral health system requires 

consideration of critical elements, including funding, access to graduates, and expanded capacity 

to train new providers. A needs assessment methodically explores each of the barriers currently 

limiting access to psychiatric providers (financial, geographic, cultural, human resources, etc.) 

and the needs, values, priorities, and cultural factors from the perspective of all stakeholders. 

This assessment was conducted in a stepwise approach.  

Design 

The design of this project is descriptive in nature, providing both qualitative and 

quantitative data that describes the barriers and resources to psychiatric care in this rural 

community. Following IRB approval, an online (Qualtrics) survey and individual interviews 
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were conducted and summarized using a logic model. The content was introduced to participants 

during a focus group of stakeholders for additional comment and feedback. The final logic model 

will guide the planning and implementation of a pilot program aimed at improving access to 

psychiatric services in a remote California community.  

Exploring both county and Native American needs, cultural humility requires 

understanding individual and community-defined health and expectations from a partnership 

with a university (Advisory Committee on Interdisciplinary, Community-based Linkages, 2008; 

Madler & Helland, 2017). When appropriate, cultural brokers were consulted regarding sensitive 

issues, priorities and needs relevant to community psychiatric services.  

Ethical Considerations 

Respect for Persons 

Using a logic model for program planning and evaluation will require identifying the 

needs, values, and priorities of each stakeholder in the rural community that is the focus of this 

project. Respect for persons will ensure the right to self-determination by providing informed 

consent for voluntary participation without coercion and with full disclosure (Polit & Beck, 

2017, p.139-145; Terry, 2015, p. 62). Prior to the implementation of this descriptive study, IRB 

approval from the University of Arizona and other required entities is necessary. Patients, family 

members, community representatives, as well as health care providers, county and Native 

American clinic employees are entitled to make informed, voluntary decisions about 

participation in the study just as community members, patients and prospective patients have 

these rights. In a small, rural community it is important to recognize that individuals may have 

multiple roles as clinicians, patients and family members, thus with IRB approval, participants 
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were carefully advised of the risk as well as benefit, that the data they provide will be used for 

research purposes and the overall goals of the research in lay versus technical language.  

Beneficence 

The ethical principle of beneficence requires due diligence to minimize harm and 

maximize benefit to the participants and community. This includes avoiding adverse effect upon 

participants in terms of their employment, wages, personal stress, or relational tension by 

participation in the survey or focus groups for this project. For patients, family member, or 

community representatives, it is essential that they understand participation is voluntary and may 

be discontinued at any time in the process. All participants were informed of the risks including 

possible distress from recalling memories related to their personal or indirect experience with the 

mental health resources in their county. However, it is hoped that involvement is beneficial to the 

participant, by providing an opportunity to express needs and concerns with the possibility of 

improving the system of care. The survey, and interviews were conducted by qualified 

individuals with attention to well-being of participants. Any risk of harm to the participants or 

community would require discontinuation if necessary, placing the individual and community 

need above the goals of this project.  

Justice	

An important aspect of justice is the right to privacy. This is particularly important with 

vulnerable populations, including individuals with mental illness and/or learning disabilities. 

Although this study is primarily focused on the system of care versus individual diagnoses, 

survey questions, interviews, and focus group discussions may inadvertently reveal sensitive 

information. For this reason, survey responses were aggregated to report content without 
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identifying information, keeping in mind that participants may each represent different 

stakeholders in the community and thus could be readily identified if reported based on 

professional or community position. Another consideration was equal representation of all 

stakeholder groups that might be affected by the outcome of this study (Polit & Beck, 2017, 

p.141-142; Terry, 2015, p. 63). Although the population is predominantly Caucasian, an effort 

was made to include under-represented subgroups of the community to identify the community 

needs, resources, priorities, and views in a manner that is fair and nondiscriminatory. 	

Setting 

Target Population 

There are 58 counties across the state of California, ranging from small (population under 

200,000) to medium (population 200,000 to 800,000) and large (population >800,000) (Office of 

Statewide Health, Planning and Development [OSHPD], 2014a). When compared to large, urban 

counties, rural California communities are reported to have greater difficulty recruiting and 

sustaining a strong mental health workforce (OSHPD, 2014a, p.10). Among the mental health 

workforce in California, psychiatrists and psychiatric mental health nurse practitioners are in the 

greatest demand, most difficult to recruit and hard to retain in county mental health practice 

across the state (p. 11). Six state-administered Workforce Education and Training programs fund 

training and recruiting of psychiatrists and PMHNPs to serve in hard-to-fill and/or hard-to-retain 

public mental health positions (OSHPD, 2014b) 

The counties with lowest access to psychiatric service are geographically isolated from 

urban regions with schools of nursing and/or medicine. Thus, the target population for this 
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project is defined as rural communities more than 50 miles away from academic training 

programs in psychiatry or psychiatric mental health nursing.  

Participants  

Participants of the study were recruited from all stakeholder groups affected by the 

current psychiatric services in Tuolumne County. This includes the acting director of Behavioral 

Health, director of Public Health, Quality Director, Compliance Director, and other program 

administrators. Other participants included one primary care providers, psychiatric and mental 

health providers, patients, and family members. In addition, PMHNP faculty and current 

postmasters students from UCSF School of Nursing were surveyed via Qualtrics and interviewed 

individually as necessary for insight into potential benefits, barriers, resources, and commitment 

to addressing the results of the survey with a subsequent pilot project. While participation in the 

study was voluntary, a minimum of eight individuals were invited to participate, and no upper 

limit was set to ensure that all interested stakeholders are able to participate in the process. A 

flier was provided to Me-Wuk and Tuolumne County health clinics to inform patients, family, 

and community members of the opportunity to participate in the survey or focus group. In 

addition, staff at both clinics were asked to refer community members with an interest in 

expanding access to psychiatric services.  

RESULTS 

Data Collection 

Once key contacts were identified and confirmed by emailed or phone, an introductory 

meeting was held with these administrators of Tuolumne County Behavioral Health and Me-

Wuk Health Clinic to engage them in recruiting participants for the project, answer questions and 
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concerns, review confidentiality, obtain informed consent, and confirm their preferences 

regarding modes of communication (email, phone, videoconference, in-person). Confidentiality 

was discussed with local staff and volunteers assisting with the project and a confidentiality 

statement preceded all surveys, interviews and focus groups, confirming protection of all 

information related to the project.  

The link to a Qualtrics descriptive survey was disseminated broadly via email with 

oversight from the acting director of Tuolumne Behavioral Health, ensuring that a wide range of 

stakeholders were recruited to participate in the study, including county administrators, county 

clinicians, members of the behavioral health advisory board, community leaders, patients and 

family members, representatives from contracting agencies, local college, and hospitals. In 

addition to the direct invitations, fliers were posted in the lobby of Behavioral Health Services, 

inviting any patient, family member, community member or staff to participate in the survey via 

Qualtrics (electronic link or paper copy). Paper surveys were confidentially collected by 

Compliance Department staff and emailed to the author of the study. Participation from Me-Wuk 

administrators, clinicians and patients was more limited due to recent staff changes and delays in 

dissemination. Frequent phone calls provided follow-up and acknowledgment of the effort, 

which ultimately succeeded to support participation via electronic survey. 

Surveys and fliers were written in English at a 6th grade reading level. Translator 

services were available upon request. However, demographics of the community are 93% 

English speaking, with 4.4% Spanish and 2.6% other languages [predominantly German, 

Chinese, Italian, Russian, Tagalog, Portuguese and French] (Data USA, n.d.) 
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All participants were advised via the Qualtrics survey of the confidentiality expectations, 

risks and the option to discontinue the survey if participation causes distress. Participation in the 

survey was deemed informed consent. Questions were both closed and open-ended types to 

obtain both quantitative and qualitative information regarding the health care and practice 

environment, community and fiscal resources, and relevant organizational structure and 

initiatives which may influence the current and future psychiatric services in this community.  

The collected data was used to produce a draft logic model (Table 2) which was 

presented to two focus groups conducted in the Tuolumne County Behavioral Health facility. 

The first focus group was open to community members, advertised via fliers at both Me-Wuk 

and Tuolumne clinics at least two weeks prior to the event by reservation, limited to ten 

participants without previous involvement in the project to provide objective review of the 

combined data. Seven participants included community-based clinicians, representatives of 

community agencies, and at least one family member. A separate focus group was conducted for 

administrators and healthcare providers to protect confidentiality of patients and community 

members. In addition, this was aimed at reducing a possible power imbalance. This group of five 

participants included the acting director of behavioral health, head of behavioral service, a 

quality improvement analyst and two representatives of the behavioral health advisory board. 

The purpose of the focus groups was to widen the range of responses, triggering memory 

of previously forgotten detail, and reducing inhibition that a written survey may have created 

(Curry, 2015). As a data collection method, focus groups can be effectively used to explore 

sensitive topics, such as the unreported gaps in psychiatric care they may not be previously 

reported. The group was used to ascertain perspectives and experiences patients, family 
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members, clinicians, and county staff who might otherwise be marginalized and unheard (Robert 

Wood Johnson Foundation, 2008). In addition to the data gathered, the group process has 

potential to build solidarity and enthusiasm regarding the proposal as participants collectively 

approve the logic model. Participants of the first (community-focused) group gathered contact 

information and made plans to expand the collaborative group in the future. 

Focus groups were recorded via a pretested audio recorder and field notes scribed by a 

county Quality Improvement analyst. Poster paper was used for group process and recording 

with input from participants. Prior to recording these, all volunteer participants were advised that 

recordings and field notes written using poster paper would be used to complete the study and 

summarized in the DNP project. Identifying information was omitted, and the county 

administration reviewed and approved notes taken by the scribe. Audio recordings were unable 

to be transcribed due to equipment error resulting in unsaved files. However, detailed written 

records were available for process and content review. When the notes are no longer needed, the 

poster paper and field notes will be shredded. Participants were given the opportunity to 

participate verbally, as well as write their comments using poster paper and the drafted logic 

model in order to collectively identify the possible inputs, needed interventions, preferred 

activities, expected outputs and outcomes. 

Findings 

Among the 117 Tuolumne County participants, 35% (n = 49) identified themselves as 

“other,” describing their roles as “local community partner agency,” “Tuolumne County 

probation officer,” “EHR billing technician,” “Tuolumne County public health employee,” 

“social services staff,” “deputy public guardian,” “peer specialist,” “mental health coordinator 



 
 
 

 
58 

for a community college,” Tuolumne County eligibility worker,” “child welfare worker,” “local 

law enforcement,” “referral agency,” “victim advocate for district attorney,” “hospital 

management,” and “sponsor for Alateen.” 

Participants also included family community members (n = 27); Tuolumne County 

behavioral health staff (n = 18), medical providers (n = 12), county administrators (n = 7), local 

behavioral health providers (n = 7), local medical providers (n = 6), Tuolumne County patients 

(n = 4), Me-Wuk patients (n = 4), Me-Wuk family members (n = 3), Me-Wuk behavioral health 

clinician (n = 1) and Me-Wuk medical provider (n = 1). The survey was designed to include 

varying questions based on demographics as providers or patient/family member with 

overlapping topics when appropriate.  

Tables 12, 13 and 15 summarize responses regarding the state of psychiatric services and 

perceived barriers to mental health by demographic groups, demonstrating that respondents 

across professions and community roles shared the view that services are significantly 

inadequate.  

Results from the faculty and student surveys are limited, with only three faculty, three 

postmasters PMHNP students, and one recent graduate responding to the survey. Both students 

and faculty disclosed their level of comfort with telepsychiatry for practice and training, ranging 

from “extremely comfortable” to “extremely uncomfortable” for clinical training. Overall, the 

students expressed greater comfort with use of teleconferencing than the faculty in Table 16. 

Barriers, needs, and incentives for rural practice are summarized in Table 17 and 18. While both 

students and faculty indicated awareness of rural need, personal relationships and distance from 

peers and colleagues were barriers to working in Tuolumne or a similar county. The possibility 
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of student loan forgiveness was identified as a potential incentive by three of the four student 

respondents. 

Data Analysis 

Data analysis began with the data collection process and continue throughout the study. 

The survey data was used to identify and prioritize underlying assumptions, resources, 

challenges, current activities, and desired outputs (or what will happen) and outcomes. Open-

ended survey responses were reviewed for additional insight into responses and to begin 

formulating priority inputs, interventions, and activities aimed at the desired outputs and 

outcomes based on compiled results. When survey questions did not completely answer the 

research question, semi-structured interviews were conducted with participants for additional 

qualitative input.  

Data analysis involved the following steps: 1) reading the survey responses and field 

notes from individual interviews; 2) development of the preliminary logic model; 3) reviewing 

field notes and chart records of focus group meetings; and 4) inductive generation of domains, 

categories, and themes using the logic model. 

Focus group participants evaluated and gave feedback into the drafted logic model, 

adding additional perspective to key inputs, interventions, activities, prospective outputs and 

outcomes, with anticipated ultimate outcomes (Table 2). The additional qualitative content from 

this session are represented in the final logic model (Table 10 and 11). This logic model will be 

used to develop a pilot training affiliation proposal. 
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Clinical 
Situation: 

Tuolumne County & Neighboring Communities: A Model for Enhancing Psychiatric Workforce                                
There is a shortage of psychiatric providers, particularly to serve children & adolescents, but across the lifespan. In addition, substance use treatment resources are 
limited. Funding is further limited based on smaller population seeking treatment. MHSA funding may be under-utilized. The coummunity qualifies for HRSA stipend 
payback services, which may help with short-term recruitment of providers who are obligated to serve for two years. This project will support expansion of clinical 
residency placements in the region as a pilot model for improving access to PMHNPs in rural and primary care settings and increasing program accessibility and 
affordability for individuals outside of the Bay Area with qualifications and interest in PMHNP training. 

Target Pop. Underlying Assum. Resource/Challenge Activities Outputs Outcomes Interventions Future Activities Outcomes 
Tuolumne 
County 
Behavioral 
Health/Patients & 
Community 
Providers/ 
Agencies 

Underserved 
community; Lack of 
local psychiatric 
providers; Limited 
funds but could qualify 
for MHSA state-funds 

Geographic distance 
from PMHNP 
program; 
Currently limited to 
telepsychiatry; Dated 
BRN preceptor 
requirements 

Interested in 
training and 
recruiting 
PMHNP 

Resident access to 
psychiatry; County 
resources increased 
to provide psych 
svc 

Availability, 
Accessibility, 
Affordability, & 
Acceptability of 
Behavioral Health 
Services 

Health Lit Now is 
currently brining 
clinicians 
together 

Form 
collaborative 
between private, 
county, Me-Wuk, 
Columbia 
College 
patients/families, 
& community BH 
professionals 

Improved 
coordination of 
resources; 
Increased 
PMHNP training 
capacity 
(therapists, 
medication, 
H&P) 

MeWuk Clinic 
Providers, 
Administrators & 
Patients 

Overworked 
psychiatrist; Need for 
relief; Funding 
available 

One psych serves 
child & adult; Hiring 
new grad PMHNP; 
Contracted with 4 
local counties? 

Plan to 
onboard 
PMHNP 

Training PMHNP 
interns would 
increase pool of 
psych providers 

Availability, 
Accessibility, 
Affordability, & 
Acceptability of 
Behavioral Health 
Services 

Work w/ BH 
director to reach 
out to MeWuk 
CEO, psych & 
PMHNP 

Establish training 
partnership/ 
preceptors using 
Project ECHO  

Increase 
education & 
infuse current 
resources/develop 
partnership btwn 
Me-Wuk, County 
BH, & UCSF 

UCSF School of 
Nursing PMHNP 
Program Faculty, 
Students & 
Graduates 

Students seek 
internships in own 
community; Internship 
often leads to employ-
ment; Classes on 
campus 1-2 days/ wk. 

Committed to MHSA 
objective; Resourced 
to select/train RNs to 
be PMHNP; Limited 
faculty/admin time 

OSHPD grant 
funding 
student 
stipends for 
underserved 
counties 

Graduate being 
hired by MeWuk-
future preceptor; 
SOM currently 
precepts psych 
remotely 

Qualified PMHNP 
program applicants; 
Strong training 
partnerships; 
Quality clinical 
preceptors 

Work with BH 
director to partner 
w/ Adventist to 
identify FNPs 
interested in PM 
training 

Outreach to 
Tuolumne FNPs 
to invite them to 
apply to the 
PMHNP program 
by 2/1/2018 

Increase # of 
PMHNPs in local 
area 

California 
OSHPD/MHSA 
Awarded Funds 
to build training 
partnership 

Need to expand 
PMHNP training into 
underserved 
communities; Funds 
available for program 
development to meet 
the objective 

Ongoing designated 
MHSA funds 
administered as 
RFAs; County data 
available  

New RFAs 
focus on 
building 
pipeline for 
providers in 
underserved 
communities 

Develop model of 
collaboration 
between university 
and rural counties 

Statewide access to 
quality psychiatric 
svc consistent to 
MHSA values 

UCSF to develop 
1 new training 
partner each year. 
Consider MeWuk 
in Tuolumne 

Future: Meet with 
new BH director 
& build 
collaborative plan 
to recruit MeWuk 
MD/ PMHNPs as 
preceptors 

Increase training 
capacity and # of 
clinicians  

 
Contextual & 

External 
Factors 

Contributing to 
Increasing 
Available 

Psychiatric 
Services 

 

                          
 
 
Organizational structure of each target population; Practice environment; Health care environment; Community resources; Fiscal resources; Incentives, supports, 
initiatives. 
Tuolumne Community: is small, caring/compassionate, strong element of conservative values, contrasted with polar views. Significant barriers to services include 
lack of providers, lack of funds to recruit them, poverty, transportation barriers. Shortage of PCPs and PCPs decline to tx behavioral d/o. Substance Abuse tx resources 
minimal. Current Relative Strengths/Resources: Telepsych has helped somewhat but cost>reimbursement for child psych. Adventist Hospital employs most 
MD/FNPs. With caution re: turf issues, Adventist may provide a source for recruiting FNPs to train as PMHNPs Psych IP x3 all outside the county. Project ECHO may 
provide platform for a new psychiatric collaborative, strengthening partnership and enriching clinical knowledge/skills/updates to encourage current psych providers to 
precept PMHNP students. Gap: Need for views/needs/ concerns/motivation of current and recent graduate PMHNP students to provide insight into 
motivation/barriers to rural training/practice. 

  

TABLE 10. Final Logic Model Part I 
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TABLE 11. Final Logic Model Part II 

Clinical 
Situation: 

Tuolumne County & Neighboring Communities: A Model for Enhancing Psychiatric Workforce There is a shortage of 
psychiatric providers, particularly to serve children & adolescents, but across the lifespan. In addition, substance use treatment resources are limited. Funding is 
further limited based on smaller population seeking treatment. MHSA funding may be under-utilized. The community qualifies for HRSA stipend payback services, 
which may help with short-term recruitment of providers who are obligated to serve for two years. This project will support expansion of clinical residency 
placements in the region as a pilot model for improving access to PMHNPs in rural and primary care settings and increasing program accessibility and affordability 
for individuals outside of the Bay Area with qualifications and interest in PMHNP training. 

Input: 
Tuolumne  

Interventions Resource/Challenge Activities Outputs Outcomes Future 
Activities 

Outcomes 

Tuolumne County Behavioral Health/Patients & Community Providers/ Agencies 
Hospital Identify potential 

RN/NPs for 
additional training 

Majority of MD/NPs 
employed by hospital 

Refer qualified NPs 
to UCSF for psych 

  Postmasters students with 
commitment to remaining in 
Tuolumne County. 

  Increased # of Psych 
Providers w/ long-term 
commitment 

Community Coordinate care 
with strong 
communication 

Geographic distance 
from PMHNP program; 
Currently limited to 
telepsychiatry; Dated 
BRN preceptor 
requirements 

Identify alternative 
providers/options. 
 
Health Lit Now is 
currently bringing 
clinicians together 

  efficient utilization of 
psychiatric provider hours; 
Expand use of primary care, 
therapists, and community 
resources. 

Availability, 
Accessibility, 
Affordability, 
& 
Acceptability 
of Behavioral  

Form 
collaborative 
between private, 
county, Me-
Wuk, Columbia 
College  

Well-coordinated, 
efficient, optimal services 
for larger # of residents 

County Increase visibility 
& motivate youth 
to serve 

HS students lack 
roadmap to prepare for 
future employment as 
NP –Many youth leave 
area or don’t attend 
college. 

Outreach to HS, 
inform pathway to 
health professions 

  youth motivation to obtain 
college and remain or return to 
Tuolumne. Increase employment 
future for youth 

Health 
Services 

patients/families, 
& community 
BH 
professionals 

Stabilize population & 
stop “brain drain” 

Me-Wuk Facilitate training 
as preceptors, 
partner. 

One psychiatrist, recent 
addition of one 
PMHNP 

Me-Wuk psych 
MD/NP preceptors 

  precepting capacity, engage in 
ongoing education & training for 
providers who serve Tuolumne 

    Preceptors =  
  Psych providers  
 (PMHNPs) 

 
Contextual & 

External 
Factors 

Contributing 
to Increasing 

Available 
Psychiatric 

Services 
 

  
 
 
Organizational structure of each target population; Practice environment; Health care environment; Community resources; Fiscal resources; Incentives, supports, 
initiatives. 
Tuolumne Community: is small, caring/compassionate, strong element of conservative values, contrasted with polar views. Significant barriers to services include 
lack of providers, lack of funds to recruit them, poverty, transportation barriers. Shortage of PCPs and PCPs decline to tx behavioral d/o. Substance Abuse tx 
resources minimal. Current Relative Strengths/Resources: Telepsych has helped somewhat but cost>reimbursement for child psych. Adventist Hospital employs 
most MD/FNPs. With caution re: turf issues, Adventist may provide a source for recruiting FNPs to train as PMHNPs Psych IP x3 all outside the county. Project 
ECHO may provide platform for a new psychiatric collaborative, strengthening partnership and enriching clinical knowledge/skills/updates to encourage current 
psych providers to precept PMHNP students. Gap: Need for views/needs/ concerns/motivation of current and recent graduate PMHNP students to provide 
insight into motivation/barriers to rural training/practice. 
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Outcomes 

Psychiatric Services 

This needs assessment identifies several needs in Tuolumne county. Focus group 

discussions concurred with survey responses, with 86 to 90% of respondents reported somewhat 

inadequate to extremely inadequate and fair to poor access to psychiatric services, respectively 

(Table 12). One out of 81 respondents reported the psychiatric services to be above average. 

Responses were consistent across roles (administrators, clinicians, clients and family members) 

when rating psychiatric services. Description of psychiatric resources were more favorable than 

ratings, with 13.6% somewhat adequate or neutral, versus 8.6% reported as average or above 

average. Needs were identified across the lifespan (Table 12). 

Many community members and behavioral health clinicians reported the necessity to 

drive outside of the county to access psychiatric providers. Transportation and geographic 

distance are barriers for the most vulnerable residents, who are least likely to own a vehicle or 

have the funds for the fuel or driver.  Patients in acute crisis must travel to Modesto, Sacramento, 

or the Bay Area for psychiatric inpatient services, and many report continuing to travel for 

outpatient follow-up due to the lack of resources in the County. Individuals who were treated in 

psychiatric hospitals, drug rehabilitation or other behavioral programs in neighboring 

communities are reported to often have difficulty obtaining follow-up psychiatry due to the 

shortage of providers in Tuolumne. 
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TABLE 12. Survey Results: Role and Views on Psychiatric Services 

                     
 

  
 

            Tuolumne 
            County  

      Administrator 

Tuolumne 
County 
Behavioral 
Health 
Staff 
(Psychologist, 
MFT, LCSW, 
PMHN, psych 
tech, MA, RN, 
LVN) 

Tuolumne 
County 
Medical 
Provider 
(MD, DO, 
NP, PA) 

Tuolumne 
County 
Patient 

Family/ 
Community 
Member 

Me-Wuk 
Clinic 
Administrator 

Me-Wuk 
Clinic 
Behavioral 
Health Staff 
(Psychologist, 
MFT, LCSW, 
PMHN, psych 
tech, MA, RN, 
LVN) 

Me-Wuk 
Clinic 
Medical 
Provider 
(MD, DO, 
NP, PA) 

Me-Wuk 
Clinic 
patient 

Me-Wuk 
Clinic 
Family/ 
Community 
Member 

Local 
Medical 
Provider 
not 
affiliated 
with 
Tuolumne 
County or 
Me-Wuk 

Local 
Behavioral 
Health 
Provider/ 
Clinician/ Staff 
not affiliated 
with Tuolumne 
County or Me-
Wuk Other     Total 

Current 
state  of 
psychiatric 
services in 
Tuolumne 
County              

  Poor 5 5 9 1 10 0 1 0 1 0 5 4 19 50 
 Fair 2 6 0 1 5 0 0 0 1 1 0 1 12 23 

    Average 0 1 2 1 1 0 0 0 0 1 0 1 1 6 
  Above                           

A Average 0 0 0 0 0 0 0 0 0 0 0 0 1 1 

      Excellent 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
           Total 7 12 11 4 17 0 1 0 3 3 5 6 34 81 

Describe 
current 
psychiatric 
services in 
Tuolumne 
County 

 Extremely 
 Adequate 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Somewhat            
Adequate 0 2 1 0 0 0 0 0 0 0 0 0 2 5 

Neutral 2 0 0 0 1 0 0 0 0 0 0 0 3 6 
Somewhat 
Inadequate 2 7 1 3 5 0 1 0 2 2 0 0 15 27 

Extremely 
Inadequate 3 3 9 1 11 0 0 0 1 1 5 6 14 43 

                Total 7 12 11 4 17 0 1 0 3 3 5 6 34 81 
Specific 
Population 
with Most 
Need for 
Psych Svc 

C    Child/Ado 7 12 9 3 12 0 1 0 2 2 5 6 23 65 
      Adult 3 4 10 2 11 0 1 0 3 3 5 2 21 47 
      Geriatric 3 6 7 3 6 0 0 0 3 2 5 2 15 36 
      Substance  3 5 9 1 9 0 1 0 2 2 5 2 24 49 
      Other 0 0 1 1 8 0 0 0 2 1 2 0 7 12 

                        Total 7 12 11 4 17 0 1 0 3 3 5 6 33 80 
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Child and Adolescent Services 

Child and adolescent psychiatry were identified as the most significant shortage by 81% 

of respondents, with 61% identifying substance use treatment as another area of significant need. 

Child psychiatry is currently limited to Me-Wuk clinic and contracted telepsychiatry. This 

shortage was underscored by focus group discussion of the high cost for child telepsychiatry 

services and lack of pediatricians in the community. Focus group respondents noted that primary 

care providers in Tuolumne are generally not prepared to treat psychiatric conditions in adults 

and children, or for substance use disorders. 

Substance Use Disorders 

Treatment for substance use disorders in Tuolumne County is an area of concern for both 

survey and focus group respondents (Table 13). Cost and location were identified as barriers to 

residential treatment. Clients with co-occurring disorders lack coordination of medication 

assisted therapy and behavioral interventions.  

Focus group participants described dichotomous subcultures within the community as 

both contributing to substance use and impeding development of local treatment programs.  

‘Liberal’ members were described as supporting widespread use of marijuana while 

‘conservative’ members balk at payment for treatment programs. Stigma and knowledge gaps are 

target areas for intervention before the community is anticipated to support interventions for 

substance use disorders.  
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TABLE 13. Survey Results: Role and Views on Telepsychiatry  

                     
 

  
 

                    
Tuolumne                       

County             
Administrator 

Tuolumne 
County 
Behavioral 
Health 
Staff 
(Psychologist 
MFT, 
LCSW, 
PMHN, 
psych tech, 
MA, RN, 
LVN) 

Tuolumne 
County 
Medical 
Provider 
(MD, DO, 
NP, PA) 

Tuolumne 
County 
Patient 

Family/ 
Community 
Member 

Me-Wuk 
Clinic 
Administrator 

Me-Wuk 
Clinic 
Behavioral 
Health 
Staff 
(Psychologist, 
MFT, LCSW, 
PMHN, 
psych tech, 
MA, RN, 
LVN) 

Me-Wuk 
Clinic 
Medical 
Provider 
(MD, DO, 
NP, PA) 

Me-Wuk 
Clinic 
patient 

Me-Wuk 
Clinic 
Family/ 
Community 
Member 

Local 
Medical 
Provider 
not 
affiliated 
with 
Tuolumne 
County or 
Me-Wuk 

Local 
Behavioral 
Health 
Provider/ 
Clinician/ 
Staff not 
affiliated with 
Tuolumne 
County or 
Me-Wuk Other     Total 

Number of 
experiences 
with 
Telepsych 
in 12 
Months 

0 4 4 10 2 13 0 1 0 3 3 4 5 29 63 
1-2 0 2 1 0 2 0 0 0 0 0 1 0 2 6 
3-5 2 1 1 0 0 0 0 0 0 0 0 0 2 6 

6-10 1 5 0 1 2 0 0 0 0 0 0 0 1 6 

Total 7 12 11 4 17 0 1 0 3 3 5 5 34 80 
Satisfaction 
with 
Telepsych  
 

Strongly 
Agree 0 1 0 1 0 0 0 0 0 0 0 0 1 2 

Somewhat 
Agree 1 2 0 0 1 0 0 0 0 0 0 0 1 5 

Neutral 0 5 1 0 6 0 0 0 1 0 2 1 8 19 
Somewhat 
Disagree 3 2 2 1 1 0 0 0 0 1 0 0 1 7 

Strongly 
Disagree 0 1 1 0 1 0 0 0 0 0 1 0 1 3 

  Total 4 11 4 2 9 0 0 0 1 1 3 1 12 36 
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Telepsychiatry 

Focus group respondents indicated that the county has contracted with telepsychiatry 

groups based in Fresno and Sacramento for the past 12 months. Among 11 patients and family 

members reporting experience with telepsychiatry, only two (18%) indicated favorable views. 

However, overall, survey responses were equivocal, ranging from favorable to unfavorable, with 

53% reporting ambivalence. Both survey and focus group respondents reported that this was 

better than no provider, but preferred a consistent, local psychiatrist with enough hours available 

to meet the needs of the community.  

Notably, child and adolescent psychiatry cost is higher than Medi-Cal reimbursement, 

limiting the long-term feasibility of the service. Psychiatric evaluation appointments were 

initially delayed, but this has improved, and children or youth are now generally seen within 3-4 

weeks of an initial referral, with follow-up appointments within one week. Parents, guardians 

and clinicians report that the change to telepsychiatry has met a significant need, but has also 

limited integration of care between the child’s telepsychiatrist, school, family, and other 

behavioral providers. 

Behavioral Health Services  

Several strengths were identified in support of behavioral health services for this county. 

The first was the groundswell of participants responding to this survey, which exceeded the 

expectations of the study (Table 14). Strong representation by county behavioral health clinicians 

(18 county, 1 Me-Wuk clinic, 7 non-county) and many others within the community (49 

identified as other) represented a diverse coalition of concerned residents. The views regarding 

barriers and challenges were generally shared by a range of participants, demonstrating 

awareness of the issues and concerns (Table 15). 
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TABLE 14. Survey Results: Demographics 

 
Q #1 Answers  % Count 
Total 100% 140 
Other (please specify) 35.00% 49 
Family/Community member 19.29% 27 
Tuolumne County behavioral health staff (Psychologist, MFT, LCSW, PMHN, 
psych tech, MA, RN, LVN) 12.86% 18 

Tuolumne County medical provider (MD, DO, NP, PA) 8.57% 12 
 Q #1 Answers  % Count 
Tuolumne County administrator 5.00% 7 
Local behavioral health provider/clinician/staff not affiliated with Tuolumne 
County or Me-Wuk 5.00% 7 

Local medical provider not affiliated with Tuolumne County or Me-Wuk 4.29% 6 
Tuolumne County patient 2.86% 4 
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TABLE 14 – Continued  

Me-Wuk Clinic patient 2.86% 4 
Me-Wuk Clinic Family/Community member 2.14% 3 
Me-Wuk Clinic administrator 0.71% 1 
Me-Wuk Clinic behavioral health staff (Psychologist, MFT, LCSW, PMHN, 
psych tech, MA, RN, LVN) 0.71% 1 

Me-Wuk Clinic medical provider (MD, DO, NP, PA) 0.71% 1 
 
Q 1- Other (please specify) 
 
Local community partner agency 
Tuolumne County Deputy Probation Officer 
EHR billing tech 
Tuolumne County Public Health 
Social Services Staff 
Health Department 
Deputy Public Guardian 
TCBH Peer Specialist 
Mental Health Coordinator, Columbia Community College 
Tuolumne County Eligibility Worker for Social Services. 
An aide at CWS 
Aging services 
Tuolumne County Victim Advocate 
Department of Social Services 
Receptionist for WIC program 
Mental Health Calaveras County 
Me Wuk TANF Program Support / Assessment 
Tuolumne County Department of Social Services 
Amador Tuolumne Community Action Agency Employee for Homeless Housing Assistance 
Tuolumne County Probation Officer 
Sponsor - Sonora Alateen 
Public Health Nurse for Foster Care 
Tuolumne County Probation 
Probation Officer 
Community Social Service Agency 
Social Service Provider for Persons with Disabilities 
Tuolumne County Human Services Agency Administration 
Enrichment Center Peer specialist 
Social Worker, Adult, Child and Family Services 
Hospital Management 
Child Welfare Services Social Worker 
Social worker referring community persons to local behavioral health services 
Peer Specialist II 
Social Services 
Tuolumne County Public Health PHN 
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TABLE 14 – Continued  

 Q 1- Other (continued) 

Tuolumne County District Attorney Victim Advocate 
Tuolumne County staff, Social Services 
Referral Agency 
TCBH peer staff 
I refer clients to TCBH for services 
Local Probation Administrator 
Social Services Staff 
Tuolumne County Behavioral Health staff - Non-Clinical 
Tuolumne County Non-Profit 
Local law Enforcement 
Mother of schizophrenic and bipolar son's. Brother Schizophrenic. 
Tuolumne County Behavioral Health Staff - Manager/Supervisor 
 

Min 
Value 

Max 
Value 

Average 
Value Variance Standard 

Deviation 
Total 

Responses 
Total 

Respondents 

1 15 8.77 31.21 5.59 140 113 
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TABLE 15. Survey Results: Role and Views on System and Barriers 

                    Y=Yes 
                    N=No 
              M=Maybe 

  
 
            Tuolumne 
            County  
      Administrator 

Tuolumne 
County 
Behavioral 
Health 
Staff 
(Psychologist, 
MFT, LCSW, 
PMHN, psych 
tech, MA, RN, 
LVN) 

Tuolumne 
County 
Medical 
Provider 
(MD, DO, 
NP, PA) 

Tuolumne 
County 
Patient 

Family/ 
Community 
Member 

Me-Wuk 
Clinic 
Administrator 

Me-Wuk 
Clinic 
Behavioral 
Health Staff 
(Psychologist, 
MFT, LCSW, 
PMHN, psych 
tech, MA, RN, 
LVN) 

Me-Wuk 
Clinic 
Medical 
Provider 
(MD, DO, 
NP, PA) 

Me-Wuk 
Clinic 
patient 

Me-Wuk 
Clinic 
Family/ 
Community 
Member 

Local 
Medical 
Provider 
not 
affiliated 
with 
Tuolumne 
County or 
Me-Wuk 

Local 
Behavioral 
Health 
Provider/ 
Clinician/ Staff 
not affiliated 
with Tuolumne 
County or Me-
Wuk Other     Total 

Believe that 
adequate 
support exists 
to assist those 
dealing with 
mental… 

  Y 0 2 0 1 0 0 0 0 0 0 0 0 1 3 

  N 2 4 0 0 1 0 0 0 0 0 0 0 5 10 

  M 5 6 11 3 16 0 1 0 3 3 5 6 28 68 
 Total    7 12 11 4 17 0 1 0 3 3 5 6 34 81 
Stigma  4 9 5 1 12 0 0 0 2 2 1 3 15 40 
Ineffective tx 
for SUD 4 4 9 1 8 0 0 0 2 2 4 2 20 43 
Lack 
understanding 
recovery 

2 5 5 2 9 0 0 0 3 2 3 1 16 32 

Need training 
for PCP staff 5 3 3 2 9 0 0 0 2 1 3 3 16 33 
Need training 
for MH staff 3 5 3 1 6 0 0 0 2 2 2 2 13 28 
Need 
integrated care 7 10 9 3 16 0 0 0 2 2 5 5 24 64 
Location 1 1 1 1 7 0 0 0 2 2 2 3 6 16 
Trust & 
Engagement 0 5 2 1 7 0 0 0 3 2 2 2 15 26 
Service 
Coordination 5 7 4 2 10 0 0 0 3 3 2 3 17 41 
Further 
assessment  2 3 7 1 12 0 0 0 3 3 4 3 18 39 
Other 0 2 4 2 5 0 1 0 2 1 3 0 13 22 
Total 

7 12 11 4 17 0 1 0 3 3 5 6 34 81 
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A second relative strength was the fact that despite the shortage of psychiatric providers 

and substance use treatment resources, only 12.3% of survey respondents reported inadequate 

support for individuals with mental illness, while 3.7% viewed support as adequate and 84% of 

respondents endorsed equivocal views (Table 15). This overall optimism demonstrates the 

effectiveness of current non-pharmaceutical services provided by Tuolumne County case 

managers and therapists to the clients who are served. Focus group participants noted the 

benefits of serving well-known and long-term clients, and interest further coordinating services.  

University Professors and Student Perspectives  

While this study primarily focused on the perspectives within Tuolumne County, a 

cursory assessment of student and faculty views sheds additional perspective on issues related to 

psychiatric providers training and practicing in rural counties. Strengths of the current PMHNP 

program include “a robust network of placement sites” but most are within proximity to the 

university. Shortage of qualified preceptors and geographical distance were identified as barriers 

to training in a setting such as Tuolumne. Faculty did note that rural communities are 

underserved and in need of the same quality of services as urban settings with access to students 

and graduates. However, without preceptors to supervise students, this is difficult to overcome. 

Integrating video technology into training and supervision may have merit for future 

students, once telepsychiatry is better integrated into the PMHNP program and faculty practices. 

Responses to the questions about use of telepsychiatry revealed that students were generally 

more comfortable with the concept, and both groups had concerns about the quality and 

reliability of support trainees would receive if telepsychiatry were a substitute for in-person 

training (Table 16). 
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The student and recent graduate respondents identified assets that would help with 

success in a rural training setting, including a clear understanding of guidelines; computer and 

university access; and precepting followed by mentoring by other experienced psychiatric 

providers. One student indicated proximity to family and family members’ happiness as most 

important if relocating to a rural setting (Table 17 and Table 18).
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TABLE 16. Faculty and Student Views on Telepsychiatry 

Comfort with Telepsychiatry 
In Practice and In Training 

  PMHNP Faculty FNP postgrad PMHNP student 
Comfort w/ Telepsychiatry in "future" practice 
  

Extremely comfortable  2 
Moderately comfortable 1  
Slightly comfortable  1 
Neither comfortable nor uncomfortable   
Slightly uncomfortable 1  
Moderately uncomfortable 1  
Extremely uncomfortable   

 Total 3 3 
Comfort w/ Telepsychiatry for training & supervision 
  
  

Extremely comfortable 1 1 
Moderately comfortable   
Slightly comfortable  1 
Neither comfortable nor uncomfortable   
Slightly uncomfortable 1  
Moderately uncomfortable 1  
Extremely uncomfortable  1 
 Total 3 3 
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TABLE 17. Faculty and Student Views on Training in Rural Communities 

What are the strength/assets of the PMHNP Program 
PMHNP Faculty FNP postgrad PMHNP student 

Robust network of placement sites Flexibility. 
The program has developed a competency-based model that directs training and evaluation. Very well organized 
Strong students, focused on underserved population. Strong faculty focused on underserved 
populations. 

Resources available through UCSF. 

How are these strengths applicable to rural populations? 
Not much--few rural training sites It allows for training to take place at various settings 

which depict populations difficult to reach. 
Rural populations need the same high quality psychiatric care as urban populations. The organization leads to efficiency which allows 

the school to include many different concepts 
including rural health and working with clients or 
patients in under-served populations. 

They are underserved.  
What are significant barriers to PMHNP students/graduates being well prepared to serve rural/distant communities? 

Don't live there Exposure in working with rural/distant community 
populations 

Geographically -not exposed to potential practice settings Decreased exposure to diverse populations 
Shortage of qualified preceptors in rural areas Limited preceptors available 
Rural communities may have no previous experience with PMHNPs not have SOP or a 
psychiatrist available for supervision or consultation 

 

Sociocultural values and behaviors of rural communities may be different from those in a 
progressive urban community 

 

Pay is likely less with lower cost of living  
What is most likely to motivate students to train or accept employment as a PMHNP in a remote or rural setting? 

Loan repayment Feeling that I am making a difference versus working 
with an affluent population. 

Exposure during training and financial incentive (loan repayment) Loan repayment or forgiveness 
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TABLE 18. Faculty and Student Views on Success in Rural Communities 

In a remote, rural setting, what would be necessary for success? 
PMHNP Faculty FNP postgrad PMHNP student 

Access to current studies and practice information. Good understanding of guidelines. 
A wide breadth of practice Computer access 
Access to network of peers Continued access to UCSF 
Access to colleagues for consultation Mentors ready to help if needed. 
Housing Mentorship 
A peer group to increase feeling comfortable in the community Other experienced psychiatrist or psych NP 
Willingness to engage community A means to vent in order to prevent burn out. 
 Good environment 
 Proximity to family, happiness of family members living in rural area. 

How would you define your success if you trained or practiced in a remote, rural setting? 
I would feel successful if . . . . 

I was able to provide high quality supervision for students there I was able to meet their needs. 
my community trusted me I managed to help at least one person 

I would know I succeeded when . . . . 
A graduate chose to work there after training in the community Clients do not decompensate and if they do it is due to new factors 
People felt comfortable seeking services with me Patients open up to me, confide in me 
 I am able to practice more independently. 

The most important measure of success would be . . . . 
A student enjoying the work enough to stay longer than a minimum 
obligation 

Clients being able to identify triggers and resources without my help. 

Accessibility to services when in need Self-happiness 
 confidence in my ability to care for patients in a safe manner 
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DISCUSSION 

Strengths and Limitations 

This study evaluates the psychiatric needs of Tuolumne County from the perspective of a 

wide range of stakeholders. Survey respondents represented the community widely, including 

consumers and family members of psychiatric services, peer mentors, behavioral health 

providers, primary care providers, county administrators, community leaders, and representatives 

of social services, deputy public guardian, and law enforcement (Table 14). Focus group content 

and process were reviewed using field notes and written responses from both groups. While 

transcription of audio recordings is optimal, the written recordings of the author and Quality 

Improvement analyst provided a mechanism for verifying accuracy of the recordings.  

Logic Model 

Based on theory of change, a logic model was used to provide a visual representation of 

inputs (contributors), underlying assumptions, resources, challenges, planned actions, anticipated 

outputs (results), outcomes, contextual and external factors. Collaborative decision-making was 

fostered through input from a wide range of stakeholders. Focus group participants exchanged 

contact information, committing to form a collaborative interprofessional network aimed at 

coordinating resources and services. Such action represents one of the short-term objectives of 

the model, which provides a useful framework for collaborative decision-making between 

stakeholders by organizing discussion of resources, objectives and outcomes to identify strategic 

plan interventions, with ongoing commitment to the discussed outcomes (Hayes, Parchman, & 

Howard, 2011).  
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Enhancing Networks 

An unanticipated change occurred when the director of behavioral health (DBH) left the 

position during this needs assessment. Progress continued under leadership of an acting director 

until recruitment of a new DBH, who assumes the role after this study concludes. This 

demonstrates the concept of “perturbation,” described as “a random or targeted loss of one or 

more nodes or edges from a given network,” (Yadav & Babu, 2012). Whereas deletion of a node 

(such as the director of behavioral services) may threaten a system, the “loss of an edge,” is most 

significant, destabilizing when the function between two existing entities is lost (Yadav & Babu, 

2012). The addition of “weak links” between UCSF and the county maintained system stability 

despite the loss of a key leader (or node) (Granovetter, 1973). This demonstrates the value of 

expanded novel long-range connections or numerous transient, low affinity links (Csermely, 

2006).  

Collaborating with Me-Wuk and MACT Health Board 

Despite effort to engage Me-Wuk and members of the MACT health board, 

representation from the Native American Health Clinic was limited to a few questionnaire 

participants. Timing was a challenge due to recent changes in personnel, which influenced the 

amount of time and resources the clinic manager could invest in cultural brokering and 

facilitating outreach. Survey responses and individual interviews with psychiatric and medical 

providers provide preliminary support for the objectives outlined in the logic model. However, 

further engagement and short-term objectives should aim towards strengthening confirming the 

interest of Me-Wuk clinicians in developing a collaborative partnership with UCSF and 
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Tuolumne County. Once the agency is further engaged, a long-range objective would include 

Project ECHO or an alternate platform for case conferencing and consultation. 

University Partnership 

The role of a university program is central to expanding PMHNP practice in a rural 

setting. As community partners engage in activities to expanding training, commitment from 

faculty is needed to expand training into this underserved community. Several barriers were 

identified, with potential to influence faculty enthusiasm, including the geographic distance, time 

constraints, sociocultural differences, and limited resources. Equally important, student interest 

in rural placements may be influenced by these factors, as well as personal relationships, 

preference, and quality of life (Tables 17 & 18). 

Applicants from Tuolumne County and the surrounding foothill region may apply to the 

PMHNP program and be trained in a variety of placements located throughout the Bay Area and 

Sacramento. However, combining preliminary practicum skills training with an internship within 

the home county may increase likelihood the student will serve the community and build future 

training capacity. This study explored the resources needed to strengthen local PMHNP training 

in proximity to this county. Ongoing networking and expansion of “weak links” is needed to 

establish the range of clinical experiences necessary for PMHNP board certification and practice. 

Telepsychiatry and televideo conferencing offer innovative new strategies for 

strengthening recent graduates in clinical practice and augmenting face-to-face internship 

training. Focus group responses suggested that Tuolumne’s primary care providers, Adventist 

Hospital, and psychiatric providers may benefit from establishing a system for case conference 

and consultation such as Project ECHO. However, further assessment is needed to determine the 



 
 
 

 
79 

costs and time commitment and to identify interest among UCSF colleagues and Tuolumne 

clinicians.  

Impact on Practice 

Although telepsychiatry has provided a temporary solution to the lack of psychiatric 

providers serving both public and private consumers, the consensus of survey respondents and 

focus group participants was strongly in favor of developing a long-term solution to securing 

psychiatrists as well as PMHNPs as local psychiatric providers. 

One strategy for reaching the long-range outcome of increasing recruitment and retention 

of psychiatric providers involves an effort to retain and educate local youth. Members of the 

focus group identified a long-range output of guiding youth towards health professions beginning 

in high school to help graduates navigate the path towards nursing and medical training. This 

will require collaboration between several agencies, including the county, school leaders, and 

Columbia College with involvement from professionals and community leaders.  

A mid-range objective is recruitment of local RN and NP professionals for additional 

training in psychiatry. Tuolumne administrators and clinicians will explore next steps towards 

collaborating with Adventist Hospital to recruit and support training of qualified FNPs. Once 

prospective students are identified, there will be a need for local psychiatric preceptors and 

faculty support. If students are qualified and selected for admission, access to curriculum, 

supervision, and precepting may require adoption of innovative rural teaching.  

A future activity aimed at building capacity for psychiatric services involves infusion of 

current resources to develop a clinical partnership between primary care and psychiatric 

providers of Me-Wuk, Tuolumne County and private community colleagues. The development 
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of Project ECHO or another platform would allow for case conferencing and consultation 

between clinical partners. PMHNP trainees may participate in sessions, and continue access to 

weekly professional support for continuing support as graduates. Weekly conferencing requires 

training and licensure for Project ECHO and recruitment of professional hosts to facilitate the 

televideo conferencing (University of New Mexico School of Medicine, 2017). Funding for the 

effort may be available through the California Office of Statewide Health Planning and 

Development or Innovations funding sponsored by UCSF (OSHPD, 2017; UCSF, 2012).  

Further evaluation of the resources and barriers to rural training is needed prior to 

implementation of a pilot program. Based on responses from faculty and student respondents, 

expansion of practice and training with telepsychiatry may have merit but requires further 

review. A competency-based clinical model guides the PMHNP clinical program, aligning 

experiences with training and development needs of students. Starting with postgraduate 

students, it may be feasible for faculty to travel intermittently to the remote clinic, using 

televideo observation for precepting a student who has demonstrated competency at a basic level. 

While the program is a pilot, teleprecepting will be restricted to licensed and board certified 

FNPs seeking PMHNP certification. 

Additional caution must be exercised before considering alternative modalities for 

teaching RNs who are not board-certified NPs, ensuring compliance with board of nursing 

regulations for the California. Reviewing other regulatory policies and UCSF telemedicine 

protocols are essential preliminary steps. If approved by faculty as a training resource, specific 

guidelines should be established for determining baseline competency requirements, patient 

notification and consent, and the frequency of face-to-face visits between preceptor and trainee.  
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Dissemination and Future Implications for Practice 

The results of this study provide insight into the needs and priorities of one rural 

community in California. However, the diversity of culture, economics, and resources between 

these rural counties suggest that the plan for Tuolumne community may be difficult to generalize 

across California. Based on the findings and motivation of the community participants, the logic 

model will guide the proposal of a pilot model for building a collaborative plan to identify, train 

and retain PMHNPs in Tuolumne County.  

Before implementation moves forward, additional assessment of PMHNP faculty, current 

masters and postmasters students, and recent graduates of the PMHNP program will help to 

identify concerns, barriers, motivation, incentives, and resources for training prospective students 

from geographically restricted communities such as Tuolumne. In light of the limited responses 

to previous open-ended questions, simple multiple choice or ranking questions will be used for 

the follow-up study, in an effort to obtain higher response rates for optimal representation of 

faculty views. Focus groups or individual interviews will be needed to identify opportunities for 

shared leadership and potential funding of faculty time, student incentives and Project ECHO 

training.  

Partnering with underserved regions can be daunting without adequate collaboration. In 

addition to nursing faculty, the proposal will be extended to colleagues in the UCSF school of 

medicine (psychiatry) and pharmacy, with an invitation to co-create the interprofessional case 

consultation panel and potentially collaborate on clinical training.  
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Once outcomes are further evaluated, and long-term objectives are met, it is hoped that 

the partnership between a PMHNP program and underserved community will provide insight 

into similar partnerships across the state of California and the U.S. 

Conclusion 

California’s Office of Statewide Health Planning and Development offers grant-funds for 

collaborative proposals. Together, UCSF, Tuolumne, and potentially the Me-Wuk Indian Health 

Clinic and/or neighboring MACT may consider seeking MHSA or HRSA funding to develop a 

pilot program. In addition, student stipends provide incentive for training and serving in 

underserved counties. Since the county is more than 100 miles from an urban center, incentives 

and stipend funding for trainees will be explored, such as guest housing or health benefits. These 

and other considerations identified through the initial introductory meeting and survey were 

explored using semi-structured interviews and refined further in a culminating focus group in 

preparation for an executive summary and pilot proposal. 

Through a regional training site, UCSF faculty will support future preceptors, offering 

volunteer faculty status with access to academic resources. By enhancing the network and 

expanding linkages with Tuolumne County, innovative solutions are expected to create new 

resources for the behavioral health needs of this underserved community. Ultimately, the goal is 

to stabilize behavioral health services, combining academic training and clinical practice in this 

underserved county, and influencing expansion of behavioral health resources to remote 

communities of California. 
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OTHER INFORMATION 

Projected Budget 

The costs of this project are limited to transportation between UCSF and Tuolumne 

County and nominal office supplies. Qualtrics Survey is available through UCSF at no additional 

expense. Once a pilot proposal is developed, anticipated costs include video technology 

equipment for teleconferencing and incentive funds for students willing to be placed in this rural 

community for PMHNP training. See Appendix C for estimated costs. 
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APPENDIX A: 

SURVEY QUESTIONS 
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Questions for all participants 
 

1) Which of the following describes your role best, in terms of Tuolumne County 
behavioral health? 
 

Tuolumne County administrator 
Tuolumne County behavioral health staff (Psychologist, MFT, LCSW, PMHN, psych tech, MA, 
RN, LVN) 
Tuolumne County medical provider (MD, DO, NP, PA) 
Tuolumne County patient 
Tuolumne County family/community member 
Me-Wuk Clinic administrator 
Me-Wuk Clinic behavioral health staff (Psychologist, MFT, LCSW, PMHN, psych tech, MA, 
RN, LVN) 
Me-Wuk Clinic medical provider (MD, DO, NP, PA) 
Me-Wuk Clinic patient 
Me-Wuk Clinic family/community member 
Other (please specify):  

 
Questions for Medical/Behavioral Health Providers 

2) The healthcare services you provide are:  

(a=both medical/mental health; b=medical; c=mental health) 

3) In a typical month, how many Tuolumne county patients with mental illness do you 

interact with in your role as a healthcare provider?  

(1=none; 2=1-5; 3= 5-10; 4=11-20; 5= >20) 

General questions about mental health services in Tuolumne County 

4) Please rate the current overall state of psychiatric care in Tuolumne County, including 

accessibility, affordability, acceptability. 

(1=poor 2=fair 3=average 4=above average 5=excellent) 

5) Please rank the following issues in order of priority: 

o Length of wait for a psychiatric appointment (first time and/or follow up) 
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o Length (and depth) of psychiatric appointment  

o Personal attention regarding medication plan with shared decision-making 

o Access to effective care for psychiatric medication management 

o Access to effective support, such as “talk” therapy, group therapy, or brief (such 

as CBT or DBT) therapy  

o Case management and referral to resources  

o Coordination of care between prescriber and therapist (or both from one person) 

6) Please rate these (same) issues: (1=poor 2=fair 3=average 4=above average 

5=excellent) 

o Length of wait for a psychiatric appointment (first time and/or follow up) 

o Length (and depth) of psychiatric appointment  

o Personal attention regarding medication plan with shared decision-making 

o Access to effective care for psychiatric medication management 

o Access to effective support, such as “talk” therapy, group therapy, or brief (such 

as CBT or DBT) therapy  

o Case management and referral to resources  

o Coordination of care between prescriber and therapist (or both from one person) 

7) Are there any specific population(s) that need more attention and resources? Please 

select all that apply  

o Child/Adolescent  

o Adult 

o Geriatric 
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o Substance Use Treatment 

o Other: ______ 

8) Do you believe that adequate support exists in Tuolumne county to assist those dealing 

with mental illness or substance use issues? (Yes/No) 

9) What are significant challenges that pose barriers to mental wellness in the community?  

o Stigma prevents people from seeking treatment 

o Lack of effective treatment for substance use disorders  

o Lack of understanding regarding recovery 

o Need for professional development for primary care front-line staff 

o Need for professional development for mental health front-line staff 

o Lack of integrated mental health and physical health services 

o Services are located inconveniently 

o Lack of engagement and trust with mental health provider(s) 

o Lack of coordination between prescriber and other clinicians 

o Lack of thorough assessment to identify personal barriers and challenges 

o Need for access to psychiatric consultation by primary care providers 

o Other: ______ 

10) What are potential assets the community has that could help promote mental health and 

recovery for all residents of Tuolumne County?  

o Community organization: ______________________________________________ 

o Schools: ____________________________________________________________ 

o Religious Organizations: _______________________________________________ 
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o Team Sport League(s): ________________________________________________ 

o Outdoor Activities: ___________________________________________________ 

o Other: _____________________________________________________________ 

Questions regarding adequacy of psychiatric services 

11) How would you describe the current psychiatric services in Tuolumne County? 

(1=inadequate, 2= marginally enough, 3=fairly adequate, 4= adequate, 5=highly 

available) 

12) If answer is <4, please share how this could be better?: ______________________ 

Please indicate whether you agree or disagree with the following statements 

(1=strongly disagree, 2=disagree, 3=neither agree or disagree, 4=agree, 5=strongly 

agree) 

13) The current psychiatric services are well-coordinated with other behavioral health 

services in Tuolumne County 

14) The current model of psychiatric services contributes meaningful information, 

recommendations, and expertise as part of the behavioral health team in Tuolumne 

County 

15) The current model of psychiatric service guides decisions regarding appropriate 

treatment and level of care 

16) The current model of psychiatric service ensures Tuolumne County residents have 

access to medication assisted substance treatment when it is needed. 
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We would like to know about your experience (if any) with telepsychiatry.  

17) How many times in the past 12 months have you been involved with telepsychiatry? 

___ 

Please indicate whether you agree or disagree with the following statements 

(1=strongly disagree, 2=disagree, 3=neither agree or disagree, 4=agree, 5=strongly 

agree) 

18) Overall, I was satisfied with the telepsychiatry experience. 

19) Having access to a psychiatric provider via telepsychiatry is the same as having a local 

psychiatric provider to see in person 

20) There are some things I like better about having a psychiatrist outside our community 

than having the provider located in our county.  

21) Having telepsychiatry has provided expertise, training, and resources that help our local 

mental health providers and medical providers support the behavioral health needs of 

our community. 

22) What is currently the biggest barrier to seeing a psychiatric provider 

o Travel distance (including access to transportation, time required, other) 

o Cost (including gasoline, parking, co-pay or share-of-cost, other)  

o Limited availability of appointments 

o Discomfort with some aspect of current option: (Please specify) _____  

o Other: ___ 
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Questions for Primary Care Providers 

Please indicate whether you agree or disagree with the following statements 

(1=strongly disagree, 2=disagree, 3=neither agree or disagree, 4=agree, 5=strongly 

agree) 

23) Overall, I am satisfied with the availability of psychiatric consultation for patients that I 

treat with psychiatric conditions. 

24) I am satisfied with the level of care provided in this county for my patients with 

psychiatric and/or substance use disorders. 

25) If a weekly psychiatric consultation group was available and convenient, it would 

increase my ability to manage the psychiatric needs of patients with mild to moderate 

disorders. 

County Mental Health Consumer/Family/Community Members only (From Summit County 

Mental Health Survey, 2016) 

26) Have you, your child, or someone you know had experience with seeking a psychiatric 

evaluation in Tuolumne County? (Yes/No) 

§ If yes, where would you go for help? ___ 

27) Were you (or they) able to find the help needed in Tuolumne County? (Yes/No) 

§ If no, please explain ___ 

28) Did you/they have to travel far or leave the county to receive necessary treatment/ 

services? (Yes/No) 

29) After the initial treatment, were you/they able to find adequate follow up services and 

support in Tuolumne county? (Yes/No) 
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§ If no, please explain ___ 

30) Was the treatment you/they received effective? (Yes/No) 

31) Did intervention involve interaction with the criminal justice system? 

32) Did any of these barriers make it difficult to access treatment? 

§ Cost of treatment 

§ Location of treatment facility 

§ Difficulty with transportation to treatment facility 

§ Didn’t want anyone to know 

§ Pressure from family or friends discouraging treatment 

§ Language 

§ Childcare 

§ Other:_________________________________________ 

County Mental Health Professional Survey (From Summit County Mental Health Survey, 

2016) 

Based upon your work as a mental health professional in this county, please indicate 

whether the following statements apply to your patients: 1=never; 2=occasionally; 3= 

sometimes; 4=usually; 5=always 

33) Patients I work with can find professionals in Tuolumne county to provide a diagnosis. 

34) Patients I work with can stay in the county to receive needed treatment. 

35) Patients who leave the county for initial treatment (e.g. psychiatric inpatient, intensive 

outpatient) can receive services in Tuolumne County for treatment or follow-up. 
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36) There are specific groups of patients (age, disorders, socio/cultural) who have more 

trouble finding treatment in Tuolumne County than others 

§ If response is <4, please describe the group here: ___ 

37) Patients who request psychiatric evaluation in Tuolumne County receive the treatment 

they need within a reasonable amount of time. 

38) On average, the wait to receive treatment from a psychiatric provider is: ___ 

39) In my opinion, the psychiatric treatment our patients receive is effective. 
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APPENDIX B: 

FOCUS GROUP QUESTIONS 

 



 
 
 

 
94 

Questions used in the context of the focus group will include a factual, easy-to-answer opening 

question to engage each participant in the process. Another introductory question will engage the 

participants with one another and the topic, to increase each participant’s comfort and prepare 

them for a higher degree of disclosure as the group moves forward. Third, a transitional question 

will engage the group in discussion of the shortage of psychiatric providers and their thoughts 

about the issue. From there, the groups were asked to discuss their thoughts about the issue more 

directly, with 2-5 questions addressing key issues. 

Focus Group Questions 

1) Thank you all for participating in this focus group. To begin, can you each share one 

thing we should know about your community? 

2) From your experience in this community, what would you say is one strength (or asset) 

that helps to support mental wellness.  

3) Reflecting back on your experience, what are significant challenges that pose barriers to 

mental wellness in the community?  

4) Where would most community members go for help if they were to experience a crisis or 

tragedy in life?  

5) Thinking back over the past year in your community to recall a significant psychiatric 

incident either within your direct experience or in the news. What did you think was 

needed to help with the situation? 

6) How would you describe the current psychiatric services in Tuolumne County?  

7) How it could psychiatric services be better? 
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8) (Following up on survey questions 5 & 6, this question is addressing those that were rated 

under 4) What would it take to improve…. 

o Length of wait for a psychiatric appointment (first time and/or follow up): ___ 

o Length (and depth) of psychiatric appointment: ___ 

o Personal attention regarding medication plan with shared decision-making: ___ 

o Access to effective care for psychiatric medication management: ___ 

o Access to effective support, such as “talk” therapy, group therapy, or brief (such as 

CBT or DBT) therapy: ___ 

o Case management and referral to resources: ___ 

o Coordination of care between prescriber and therapist (or both from one person):  

9) Where do you believe the county should focus its efforts in supporting those with mental 

illness or substance use challenges?  

UCSF Faculty Survey Questions 

1) Please share a personal priority for clinical training as an educator. 

2) What is one strength or asset of the PMHNP program at UCSF? 

3) How is the strength applicable to rural populations? 

4) What are significant barriers to PMHNP students/graduates being well prepared to serve 

rural/distant communities?  

5) What is most likely to motivate a student to train or accept employment as a PMHNP in a 

remote or rural setting? 

6) If you were training or practicing in a remote, rural setting, what would be necessary for 

success?  
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7) How would you define success if you trained or practiced in a remote, rural setting?  

8) How comfortable are you with the idea of doing telepsychiatry? 

9) How comfortable are you with using telepsychiatry for clinical supervision? 

10) How would you compare videoconferencing for patient care versus precepting? 

UCSF Student and Graduate Survey Questions 

1) Which of the following descriptors best fits your relationship with UCSF? 

2) Please share a personal priority for clinical experience as a learner. 

3) What is one strength of the PMHNP program at UCSF? 

4) How is the strength applicable to rural populations? 

5) In your experience, what are significant barriers to PMHNP students/graduates being 

well prepared to serve rural/distant communities?  

6) What is most likely to motivate you to train or accept employment as a PMHNP in a 

remote or rural setting? 

7) If you were training or practicing in a remote, rural setting, what would be necessary for 

your success?  

8) How would you define your success if you trained or practiced in a remote, rural 

setting?  

9) How comfortable are you with the idea of including telepsychiatry in your future 

practice?  

10) How comfortable are you with using telepsychiatry to receive clinical supervision? 

11) How do you view videoconferencing for patient care versus for precepting? 
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APPENDIX C: 

PROJECTED BUDGET 
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Projected Budget 

Expense Items Anticipated Amount 
Transportation from UCSF (505 Parnassus Ave., San Francisco, 
CA 94143) to Tuolumne County Behavioral Health (105 Hospital 
Rd. Sonora, CA 95370) and Me-Wuk Heath Clinic (18880 Cherry 
Valley Blvd. N., Tuolumne, CA) 
Including follow-up visits = 10 trips 

135 to 154 miles each 
way= 
270 to 308 miles round 
trip @ $0.55/mi= $148.50-
$169.40 per trip. For 3 
trips ~$500 
For 10 trips ~$1485-$1694 

Qualtrics Surveys No cost 
F5 Transcription Pro $49.99 
MAOZUA 8GB Professional Digital Voice Recorder Rechargeable 
USB Voice-Activated with MP3 Player  

$32.89 

Post-it Self-stick Easel Pad $44.02 
Audix ADX60 Boundary Microphone $234.88 
Aver Information CAM520 12X USB PTZ Plug-N-Play Video 
Conference Camera with 4-Year Camera Accidental Protection 
Plan  

$979.68 

 Total $2,826.46 to $3,035.46 
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