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Across the COVID-19 pandemic, we have witnessed perhaps the field’s largest and most abrupt transformation in scope of

practice. In the context of surging mental health needs and historically limited feasibility of traditional office-based services
during the pandemic, telehealth has launched into the clinical mainstream and has become a dominant mode of outpatient
mental health care delivery. The articles in this terrific Special Issue outline some of the field’s most exciting innovations
from the past 18 months. The present commentary discusses how these unprecedented times have prompted unprecedented
resourcefulness and innovation in the field. Issues related to evolving and uncertain telehealth regulation and reimburse-
ment policies are discussed, and cautions for the road ahead are offered as we prepare for post-pandemic practices. The
commentary concludes with a call to redouble efforts to move beyond the use of telehealth to largely treat only those popu-
lations who already enjoyed access to traditional office-based services. Understanding and overcoming barriers to telehealth
care and ensuring equitable access to telehealth options are critical steps for actualizing the great potential of telehealth
strategies for increasing the reach of supported care to underserved populations.
T HE ONGOING coronavirus disease 2019 (COVID-19)
pandemic and associated efforts to slow its soci-

etal spread have abruptly transformed nearly all aspects
of human life. Over the past 18 months, hundreds of
millions of COVID-19 cases have been confirmed,
roughly 5 million people have died as a result of the
disease, and millions more have developed long-term
physical effects. In addition to the very serious physical
health toll of the pandemic, COVID-19 prevention
efforts and mitigation policies have resulted in massive
financial and emotional strains. During the pandemic,
ongoing uncertainty, widespread grief, a global reces-
sion and economic instability, rising unemployment
and underemployment, disrupted routines, large shifts
in work-life balance and family responsibilities, social
unrest, and social isolation due to social/physical dis-
tancing guidelines (among many other pandemic-era
hardships) have contributed to elevated rates of mental
health problems (O’Connor et al., 2021; Pierce et al.,
2020; Racine et al., 2021). And it is critical to recognize
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that the burdens of the pandemic have not been
shared equally across the population. Rates of
COVID-related death, unemployment, and stress have
been disproportionately high in communities of color
and in under-resourced communities.

The emotional strains of the pandemic and surging
mental health needs have been further compounded
by an abrupt curtailment in the feasibility, acceptabil-
ity, availability, and safety of traditional outpatient
mental health care. From the very beginning of the
pandemic, stay-at-home guidelines and physical dis-
tancing orders rendered office-based care largely out-
of-reach. Virtual schooling and online instruction elim-
inated typical opportunities and channels through
which school psychologists and counselors support
children’s mental health. At this time of greatest need,
our field found itself without its traditional tools for
helping affected individuals.

Necessity Is the Mother of Innovation
Throughout the history of mental health care, accel-

erated innovation and large-scale transformations in
the scope and location of clinical practice have often
arisen out of urgent and unprecedented needs. For
example, it was World War I and the need to evaluate
new recruits for potential military service that gave rise
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to the first proliferation of mental health clinics (Sam-
mons et al., 2020). It was World War II and the need to
rapidly mend soldiers’ suffering from combat-related
stress that first gave rise to the development of formal,
structured, and time-limited psychological interven-
tions (Sammons et al., 2020a). And after World War
II, with the largest population of veterans in U.S. his-
tory and the urgent need to provide treatment on a
national scale to the millions of returning veterans,
the modern Veterans Administration (VA) was created.
This was accompanied by the propagation of clinical
psychology training programs across the country to
support the VA’s rising behavioral health needs
(Sammons et al., 2020a).

Unprecedented times call for unprecedented
resourcefulness, and the COVID-19 pandemic has once
again forced the field to develop new standards of care
and transform the scope, delivery, and setting of men-
tal health care to meet the unique needs of the day.
Prior to the pandemic, telehealth strategies using syn-
chronous (i.e., real-time) interactive audio and video
communication platforms to remotely conduct treat-
ment—also referred to in the literature as telemental
health (Myers et al., 2017), telepsychiatry (Folk et al.,
2021, or behavioral telehealth (Comer & Barlow,
2014)—accounted for only a very small proportion of
service delivery. In the early weeks of the pandemic,
the majority of providers reported that their caseloads
and new intakes had both abruptly decreased
(Sammons et al., 2020a). This introduced serious con-
cerns about continuity of care for existing patients, as
well as concerns for newly stressed individuals.

Prior to the pandemic, only 11% of surveyed clinical
psychologists were using telehealth strategies in their
clinical practices (Sammons et al., 2020b), but within
weeks of the pandemic onset, roughly 80% of these
clinical psychologists had already transitioned almost
exclusively to telehealth practice (Sammons et al.,
2020a). At this early point in the pandemic, however,
only one in five of these clinical psychologists believed
that most of their patients liked receiving telehealth
services. By six months into the pandemic, telehealth
practice was near ubiquitous, with only 5% of surveyed
clinical psychologists continuing to see their entire
caseloads in the office (Sammons et al., 2020b). And
with telehealth services as the dominant mode of treat-
ment delivery six months into the pandemic, clinical
caseloads and new intakes were back at pre-pandemic
levels. Further, at six months into the pandemic, 90%
of surveyed clinical psychologists anticipated they
would still use telehealth with their patients after the
pandemic was over (Sammons et al., 2020b).

These national estimates are highly consistent with
data in this Special Issue on providers of specific
evidence-based treatments. For example, Barnett
et al. (2021) reported that during the pandemic
roughly 80% of surveyed Parent-Child Interaction
Therapy (PCIT) providers had transitioned to deliver-
ing PCIT via telehealth, and 80% of these providers
planned to continue to deliver PCIT via telehealth
after the pandemic. Similarly, Zalewski et al. (2021)
reported that over 85% of surveyed Dialectical Behav-
ior Therapy (DBT) providers transitioned to telehealth
during the pandemic.

The articles throughout this extraordinary Special
Issue highlight the exceptional resourcefulness, agility,
and innovation the field has witnessed over the past 18
months, as surging mental health needs have been met
with unprecedented barriers to traditional office-based
mental health care. Many of these innovations directly
addressed the unique stressors brought about by the
pandemic—such as Hsu et al.’s (2021) very scalable
single-session/brief intervention that draws on a range
of supported treatments to address COVID-related
stress, and Sheerin et al.’s (2021) trauma-informed sec-
ondary prevention program that adaptated Skills for
Psychological Recovery to specifically address COVID-
related psychological distress. Given the particular
challenges that children have endured across the past
18 months while also navigating critical windows of
social and emotional development, it was encouraging
to see the very promising work of Rodriguez-Quintana
et al. (2021) who leveraged school mental health work-
ers across a large state to provide virtual support to
schoolchildren and help them cope with COVID-
related stress. And given the unique stressors of care-
givers during the pandemic—many of whom experi-
enced abrupt shifts in work-life balance and
caregiving responsibilities when their children’s
schooling transitioned to virtual schooling from
home—Ehrenreich-May et al.’s (2021) brief transdiag-
nostic intervention for managing parent emotional dis-
tress during the pandemic fills a tremendous need.
And Bailin et al. (2021) highlighted the importance
of integrating advocacy for marginalized populations
throughout our work. Collectively, the treatment meth-
ods and implementation descriptions outlined in these
articles provide a great service to providers who are cur-
rently addressing COVID-related psychological distress
in their patients and/or providers working in the con-
text of future public health crises.

In addition, a number of other articles in this Spe-
cial Issue outlined the use of telehealth strategies to
deliver a wide range of evidence-based treatments for
special clinical populations during the pandemic. For
example, Twohig and colleagues’ (2021; this issue)
waitlist-controlled trial using Zoom to remotely deliver
ACT-enhanced behavior therapy to treat adolescents
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with trichotillomania adds to a growing body of litera-
ture highlighting the value of using videoconferencing
to deliver cognitive-behavioral therapy to treat pedi-
atric obsessive-compulsive and related disorders (e.g.,
Comer, Furr, Kerns, et al., 2017; Himle et al., 2012).

Telehealth Is Not New, But Its
Regulatory Landscape and Widespread

Acceptance Is
It is important to recognize that telehealth is not

new to the field. In fact, its roots go back to the
1960s, with early pioneering work conducted at the
Nebraska Psychiatric Institute and at Massachusetts
General Hospital. Over the years, despite some early
hesitation, providers in rural regions, such as in the
Pacific Northwest, have increasingly incorporated tele-
health practices to deliver mental health care to indi-
viduals dwelling in remote and underserved regions.

Across past decade, there has been a very sharp
uptick in the number of randomized controlled trials
evaluating telehealth methods for remotely delivering
mental health care (e.g., Comer, Furr, Kerns, et al.,
2017; Comer, Furr, Miguel, et al., 2017; Comer et al.,
2021; Fernandez et al., 2021). Consistently, this body
of work has found no evidence that treatment is any
less effective when delivered via telehealth than when
delivered in-person (Bastastini et al., 2021; Comer,
Furr, Kerns, et al., 2017; Comer, Furr, Miguel, et al.,
2017; Comer et al., 2021; Fernandez et al., 2021). In
fact, there is some evidence from controlled trials that
telehealth formats can, at times, even outperform office-
based treatment. For example, in a randomized trial
Comer, Furr, Miguel, et al. (2017) found a significantly
higher rate of posttreatment “excellent responders” (as
rated by independent evaluators masked to treatment
conditions) among children treated with Internet-
delivered PCIT (iPCIT) versus those treated with
office-based PCIT. The findings were interpreted as
potentially highlighting the incremental utility of treat-
ing children in their natural settings (e.g., their
homes) rather than in a mental health clinic. It may
be that telehealth formats not only expand the reach
of services, but can also enhance the ecological validity
of treatment by intervening directly in the very settings
that are problematic (see Comer & Timmons, 2019).
Moreover, increasing research has found that mental
health patients participating in telehealth services
report very high satisfaction with their treatment
(e.g., Bastastini et al., 2021; Carpenter et al., 2018;
Comer, Furr, Kerns, et al., 2017; Comer, Furr,
Miguel, et al., 2017; Comer et al., 2021; Fernandez
et al., 2021), and report significantly fewer perceived
barriers to care than those participating in traditional
office-based care (Comer, Furr, Miguel, et al., 2017).
This was a consistent theme throughout many of the
articles in this Special Issue.

Despite accumulating evidence from controlled tri-
als supporting the acceptability and efficacy of tele-
health treatment formats, prior to the pandemic
telehealth services accounted for only a very small pro-
portion of all mental health services. Regulatory poli-
cies were somewhat stacked against the widespread
uptake of telehealth, and discouraged providers from
incorporating telehealth into their practices. For exam-
ple, prior to the pandemic, very few insurance provi-
ders reimbursed for telehealth services, especially
when such services were delivered to patients in their
homes. Accordingly, prior to the pandemic most tele-
health services were restricted to either (a) patients
who could afford to pay out of pocket, (b) patients
receiving services at no cost to them that were covered
by service contracts, or (c) patients receiving services as
part of research trials. Moreover, prior to the pandemic
a majority of providers were reluctant to offer tele-
health services, fearing that technology-related
breaches of confidentiality (e.g., hacking incidents)
result in significant professional and personal
penalties.

In the United States, a number of federal and state
emergency orders enacted in the early weeks of the
pandemic, and a number of expanded reimbursement
policies, cleared the way for telehealth to take over as
the primary strategy for maintaining continuity of care
across the pandemic. For example, emergency orders
essentially waived any penalties against providers in
the event that confidentiality breaches occurred in
the context of good-faith telehealth practice. Providers
were now allowed to use highly accessible, consumer-
grade teleconferencing platforms with relatively
relaxed encryption without the same level of liability
concerns. Further, in the early weeks of the pandemic,
federal and state policymakers mandated that insur-
ance plans provide coverage for telehealth services,
including services delivered directly to patients in their
own homes. Collectively, these expanded reimburse-
ment policies and relaxed regulations removed sub-
stantial barriers and paved the way for widespread
implementation of telehealth practices.

Cautions as Telehealth Enters the
Clinical Mainstream

Over the past 18 months, we have witnessed perhaps
the largest and most abrupt transformation in the his-
tory of mental health care delivery. And the widespread
uptake and relatively high acceptability of telehealth
among providers and patients suggest that telehealth
will likely outlast the pandemic and remain as a domi-
nant mode of mental health care delivery. As the
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expression goes, “it’s not so easy to put the toothpaste
back in the tube.”

That said, it is important to pause and reflect as we
think ahead to post-pandemic practices. Out of neces-
sity, when the pandemic began providers everywhere
began conducting telehealth seemingly overnight,
despite the fact that the vast majority of them had no
formal training in telehealth. In the urgent context
of a public health emergency, providers began advertis-
ing that they were a “teletherapist” and that they pro-
vided “teletherapy,” despite the absence of any
standard definition of what it meant to be a “telethera-
pist.” At the very moment telehealth finally launched
into the clinical mainstream, and in the context of
emergency orders that temporarily relaxed the regula-
tory landscape, most clinical practices were not imple-
menting telehealth in manners that were concordant
with existing practice guidelines (see Myers et al.,
2017).

The long-term regulatory landscape for telehealth
remains unclear. Over the past 18 months, many in
the field have become accustomed to using
consumer-grade videoconferencing platforms with
minimal encryption to provide telehealth services to
their patients. Although emergency orders have
removed liability concerns for providers, this does not
mean that such practices do not still pose serious con-
fidentiality risks for patients. Moreover, we do not
know whether relaxed pandemic-era liability policies
will become permanent. At this point, to avoid poten-
tial disruptions in the continuity of care, providers
should be developing plans for their telehealth
practices should the emergency orders abruptly
reverse.

Moreover, it is clear that the training of mental
health providers must include formal training in tele-
health practices. Currently, accreditation standards
for training in clinical psychology, social work, and
counseling do not include any requirements for tele-
health training, and as a result, very few training pro-
grams include formal telehealth training. If
telehealth is to remain as a major format for the deliv-
ery of mental health care, this gap must be addressed
to prepare the workforce. Such training needs to
include expanded training in cultural factors and work-
ing with diverse populations. Telehealth offers new
opportunities to treat individuals in underserved com-
munities. Although telehealth can overcome logistical
barriers and enable providers to reach previously
underserved communities, this does not mean that
individual providers are necessarily prepared with the
appropriate cultural knowledge and cultural humility
to work with these new communities. This has been
an important lesson learned from extensive telehealth
work with rural indigenous populations (Goss et al.,
2017).

As we look ahead to post-pandemic practice, it is
also clear that we need to be more flexible in our think-
ing about telehealth. Most of the research and clinical
descriptions in the literature have focused on fully tele-
health strategies, or have compared fully telehealth
strategies to fully office-based strategies. Hybrid
options that involve some in-person components and
some telehealth components are likely to fill important
clinical needs going forward, although, to date, there
has been almost no research on such hybrid treatment
models.

And on a final note, despite the ubiquity of tele-
health in mental health practices across the past 18
months, it is not yet clear whether telehealth opportu-
nities have done much to expand treatment accessibil-
ity beyond populations who already had no difficulty
reaching mental health care prior to the pandemic.
One of the great promises of telehealth is its potential
to overcome barriers and reach new, previously under-
served populations. Telehealth must be about more
than simply adding more convenient options and alter-
natives for patients and providers. As a field we must
redouble our efforts to use telehealth to meaningfully
expand the scope and reach of care to new and under-
served populations. Telehealth offers extraordinary
possibilities, but without focused effort, telehealth
practices will fall short of their potential.

Concluding Thoughts
Against a backdrop of surging mental health needs

and historically limited access to traditional office-
based care, the field has shown remarkable agility
and accelerated innovation in redefining clinical prac-
tice. The articles in this Special Issue outline some of
the field’s most exciting innovations from the past 18
months. As we prepare for post-pandemic practice,
the road ahead is uncertain. To ensure that telehealth
practices continue to play a prominent and meaningful
role in clinical practice, this is now the time to ensure
that providers are all appropriately prepared for tele-
health, and that such practices are implemented
responsibly and in a manner that allows telehealth to
actualize its great potential to extend the reach of sup-
ported care to underserved populations. As a field, we
must move beyond using telehealth to simply reach
those who already enjoyed access to brick-and-mortar
mental health care. Focused efforts are needed to
understand barriers to telehealth among communities
of color and marginalized populations, including logis-
tical obstacles (e.g., access to technology and Internet),
cultural divides, institutional mistrust, gaps in cultural
humility of the mental health workforce, and systemic
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inequities. Only then can telehealth be considered a
serious public health strategy for improving the reach
of supported mental health care.
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