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Abstract
This study assessed mental health provider attitudes and perceptions of telemental health 
(TMH) prior to and during the COVID-19 Pandemic. The study expands on earlier work 
by providing a more detailed qualitative analysis of provider perceptions of TMH, includ-
ing its efficacy, advantages, and limitations. The current study is part of a larger mixed 
methods project utilizing a repeated cross-sectional design. An online survey was adminis-
tered to a sample of 1,448 mental health providers. Of the survey participants, 934 offered  
narrative responses to open-ended questions and were included in the present study. Qual-
itative data was analyzed using a coding team and the Consensual Qualitative Research 
paradigm. Providers described both positive and negative feelings about using TMH during 
the COVID-19 Pandemic. Several advantages were identified, with providers clearly appre-
ciating the role of TMH in allowing them to work continuously and safely during the public  
health emergency. An array of negative views and concerns were also expressed, includ-
ing that TMH may not be optimal or effective in certain settings or situations. A portion 
of respondents also indicated a preference for face-to-face care and illuminated ways they  
found TMH lacking or limited.

Keywords Telemental health · COVID-19 pandemic · Provider perceptions · Attitudes · 
Effectiveness

Introduction

Mental health care systems and protocols were dramatically impacted on a global scale as 
a result of the COVID-19 pandemic [1, 2]. To balance risk and continuity of care, many 
systems and providers responded by rapidly shifting to remote delivery of mental health 
services via telemental health (TMH). Prior to the pandemic, TMH was increasingly used 
to address provider shortages, treatment gaps, and access issues, albeit was still relatively 
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underutilized as compared to traditional face-to-face care [3]. Following the W.H.O. March 
2020 pandemic declaration, TMH use rose exponentially as state and federal agencies 
issued executive orders to reduce barriers to implementation and use and expand TMH 
coverage [4–6]. For instance, within the U.S. Department of Veterans Affairs (VA), the 
United States’ largest health care system, by April 22, 2020, TMH video encounters had 
risen by 556%, and 77.5% of providers were first time TMH users [7].

As a result of the pandemic, the urgent and rapid adoption of TMH created wide vari-
ability across TMH utilization and protocols [1]. Research evaluating the clinical efficacy 
and feasibility of specific TMH modalities used in clinical care suggests that synchronous 
video conferencing is preferable to telephone [8–10] and is comparable to face-to-face 
treatment delivery across a wide range of populations, settings, and diagnoses [11–13]. 
However, a recent review of evaluation approaches for TMH programs found that there is 
inconsistency in assessment methods and no clear gold standard for TMH program meas-
urement [14]. There is also a dearth of literature examining mental health care providers’ 
perceptions about their use of TMH, and qualitative analysis of important metrics includ-
ing provider satisfaction [14]. Thus, qualitatively examining how TMH is perceived by pro-
viders is critical to evaluating its barriers and informing policy and long-term usefulness 
and effectiveness.

There has been an overall increase in qualitative and mixed methods research examining 
the pandemic related TMH shift for healthcare providers across specialties [15, 16]; how-
ever, a relatively small subset of this body of research focuses specifically on mental health 
providers’ experiences. Findings suggest overall positive experiences, with cited benefits 
for the patients and health care systems, and satisfaction with maintaining continuity of 
care and increased scheduling flexibility [17]. However, challenges and barriers persist 
regarding technology problems and outcome monitoring, lack of TMH trainings, and con-
cerns around using TMH for new visits and for populations for which current practice of 
TMH may be ill-suited or building therapeutic alliance would be more challenging, includ-
ing children [18], vulnerable groups such as refugees [19] and rural or homeless popula-
tions [5, 20, 21].

A recent systematic review found that mental health providers generally have positive 
feelings about TMH while also noting several disadvantages. While satisfaction with TMH 
is high overall, satisfaction tends to be higher for patients than providers [22]. Provider 
attitudes and underlying factors shaping these attitudes are important to understand, as they 
have been shown to influence the adoption and implementation of clinical practices, such 
as evidence-based treatments [23, 24]. Prior research has also identified provider expec-
tations of perceived usefulness as a key predictor of TMH uptake [25]. While provider 
attitudes about TMH generally improve over time and with use [8], there may still be an 
overall preference for face-to-face care, with the latter typically rated higher in terms of 
provider satisfaction [26, 27].

Even though there is now general consensus that TMH is here to stay [28, 29] there 
remains scant qualitative research on provider perceptions of, attitudes towards, and beliefs 
about TMH, including the presence of potential biases that may limit their willingness to 
utilize this modality in their own practice. These important factors may also differ when 
considering the initial period of pandemic-related TMH use compared with long-term 
utilization.

The COVID-19 Pandemic presented a unique clinical situation where most, if not all, 
mental health providers were faced with utilizing TMH regardless of previous familiar-
ity with the modality, beliefs about its clinical utility, or desire to incorporate it into their 
work. In this way, the pandemic presented the mental health workforce with one of the 
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biggest paradigm shifts in the practice landscape most have experienced in their careers. 
Assessing and understanding diverse experiences with TMH as a modality of care is 
important in terms of continued adoption and expansion. Provider data will be crucially 
important in terms of offering bidirectional feedback to the field and helping to shape the 
future of healthcare delivery. Existing research has generally found positive outcomes for 
TMH, but there are notable ways we know that this research is limited or otherwise biased 
[22] and it is necessary for the field to obtain a fuller picture across all types of provid-
ers and clinical services. The present study expands upon previous work using quantia-
tive methods that demonstrated that the COVID-19 Pandemic resulted in significant shifts  
in provider perceptions and attitudes about TMH as a clinical care modality [8]. This study 
takes a qualitiative approach to explore and understand the complex and nuanced experi-
ences and viewpoints of mental health providers; it synthesizes and summarizes existing 
provider attitudes and concerns using real-world examples. We hypothesized that results 
would closely mirror previous work demonstrating that there was variability in provider 
perceptions and attitudes, with both advantages and limitations and concerns endorsed and 
described.

Methods

Procedure The present study is part of a larger initiative to understand mental health pro-
vider experiences with, and perceptions of, TMH with a specific emphasis on the impact of 
the COVID-19 Pandemic and its role in TMH adoption and utilization. A comprehensive 
survey was designed for this study in order and has been described in previous work [8]. 
This study was reviewed by the Human Subjects Committee at VA Connecticut Health-
care System  and determined to be exempt from further review. This study was conducted 
in compliance with the standards of the Internal Review Board of the Veterans Affairs 
Healthcare System.

Recruitment for the study occurred using targeted email invitations and a snowball sam-
pling technique. Recruitment emails were sent to professional listservs for mental health 
providers both within and outside of the VA system. The survey was open for approxi-
mately one month and responses collected between from late May 2020 to June 2020 with 
this timeframe intentionally selected to capture practice modifications associated with 
COVID-19. Mental health providers who chose to participate in the study were directed 
to a secure online data collection platform (Qualtrics, Provo, UT), where written informed 
consent was provided prior to survey administration.

Measures A brief demographic questionnaire was given to participants to collect personal 
and professional information. Demographic information was not required and included 
fields such as gender identification, racial/ethnicity, sexual orientation, age, relationship 
status, living situation (others in the home), and state of residence/employment. Profes-
sional information included discipline, employment setting, full or part-time work status, 
licensed or trainee status, and years of employment/practice.

Telemental Health Survey This self-report survey was created by the study authors, who 
are experienced in survey design. The survey consisted of two parts: provider attitudes and 
perceptions of TMH prior to the Pandemic (Part 1; a retrospective assessment) and during 
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the Pandemic (Part 2). Providers completed quantitative questions designed to assess their 
agreement with statements about the importance, necessity, and efficacy of TMH as a 
modality of care. Open-ended responses were included throughout assessment phases in 
order to glean more information into provider attitudes and perceptions of TMH. Providers 
were asked to describe and elaborate on any positive or negative feelings about TMH they 
had endorsed as part of the survey both in the retrospective analysis section (Part I) and 
as currently experienced during the Pandemic (Part II). A complete copy of the survey is 
available upon request.

Data Analysis Quantitative data was analyzed using the statistical program SPSS [30]. All 
responses were screened for missing data prior to running analyses. Cases with more than 
5% missing data were excluded from subsequent analyses. Descriptive statistics, includ-
ing frequency data and mean scores, were utilized to describe the sample. Qualitative 
responses to any of the four open-ended questions were sufficient for inclusion in qualita-
tive data analysis. Of the 1,448 respondents who completed the larger survey, 934 provided 
qualitative responses and were included in the qualitative coding analyses.

Qualitative Coding All narrative data utilized in the study was analyzed using Consensual 
Qualitative Research (CQR; [31]) a rigorous and iterative team-based coding paradigm for 
qualitative data. Processes outlined in the CQR manual were closely adhered to, as were 
subsequent recommendations for utilization [32]. The goal of CQR is to independently 
review narrative data and then to work as a team to find consensus about coding domains 
and classification. The coding team was stable and consisted of three psychologists and one 
doctoral candidate, all of whom had received training in the methodology and had previous 
experience with qualitative data analysis. Three members served as a primary coders, and 
one psychologist served as an auditor. The latter reviewed the coding from a more distal 
perspective to check the quality and catch any groupthink that might be occurring on the 
primary team. The entire team reviewed and discussed coding disputes until consensus was 
achieved.

In reviewing narrative responses, coders work to develop domains (topic areas) and 
core ideas (the major points of each domain). Categories are then coded and quantified to 
describe trends or consistencies in the data. Domains were developed based on the struc-
ture of survey questions. Core ideas were derived from participant responses, based on an 
initial review of a subset of qualitative data, and then refined and modified as needed dur-
ing the coding process. Consistent with recommendations for CQR utilization, the coding 
team worked to identify and discuss any biases or preconceptions prior and throughout 
data analysis. All members of the coding team had previous and personal experiences with 
TMH to varying degrees, with most of the team reporting previous TMH utilization prior 
to the onset of the COVID-19 Pandemic. The general expectations of the research team 
were that both positives and negatives about TMH would be identified by respondents.

Results

Participants A sample of mental health providers (n = 934) were included in the present 
qualitative study and were part of a larger mixed methods study [8]. Most respondents were 
psychologists (68.4%) followed by social workers (23.8%), psychiatrists (3.3%), nursing/
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APRNs (1.7%) or other types of provider (3.1%). Most worked for the Veterans Health 
Administration (79.7%), followed by private practice (10.7%), and the remaining 9.6% 
worked in other hospital or clinic, academic medical centers, research, or community men-
tal health settings. The majority endorsed working full-time (91.0%) and 8.7% identified 
as a trainee in their respective field of study. Participants represented all regions of the 
U.S. Most participants identified as White or Caucasian (87.9%), 3.7% as Black or Afri-
can American, 3.1% as Asian or Asian American, 0.8% as American Indian or Alaskan 
Native, 0.1% as Native Hawaiian or Pacific Islander, 4.5% as mixed race/other, and 6.0% 
as Hispanic/Latinx. The majority of the sample self-identified as female (74.5%) and the 
mean age was 44.8 years old (SD = 12.5 years; age range = 23–87 years). Most participants 
reported living with others (82.5%) and over a third of providers reported that they were 
currently balancing work responsibilities with caring for family members.

Major coding domains were determined by the structure of the survey questions, Positive 
Feelings about TMH (Pre-Pandemic and During the Pandemic) and Negative Feelings 
about TMH (Pre-Pandemic and During the Pandemic). Each domain and the resulting core 
ideas are presented below and in Tables 1–3 below, which provide more in-depth informa-
tion about operational definitions for each core idea and offer representative quotes for each 
section.

Pre‑Pandemic: Positive Feelings about Telemental Health

A total of 752 individual responses included at least one positive code (80.5%). Three 
major core ideas emerged for pre-pandemic positive feelings about TMH: Familiarity with 
TMH (n = 132, 14%), Serves a General Purpose (n = 404, 43%), and Positive Outcomes 
and Efficacy (n = 73, 8%). Responses that did not fit under these themes were categorized 
as Other (n = 114, 12%). Table 1 provides the operational definitions used for coding as 
well as three exemplar quotes representative of each core idea. A minority of respondents 
provided personal information about the perception of telehealth for themselves, includ-
ing “I have personally received therapy through TMH and found it to be very effective 
and a more efficient use of my time,” “It is best for my work life balance,” and “I am more 
relaxed… I can’t be physically assaulted.”

During the Pandemic: Positive Feelings about Telemental Health

A total of 591 responses included at least one positive code (63%). Five major core 
ideas emerged from the data: Positive Feelings about TMH (n = 182, 19.5%), Serves 
a General Purpose (n = 174, 19%), Pandemic Specific Purpose (n = 103, 11%), Posi-
tive Outcomes and Efficacy (n = 126, 13.5%), and Equivalent to Face-to-Face Care 
(n = 26, 3%). Responses that did not fit under these core ideas were categorized as Other 
(n = 127, 13.5%). Table 2 includes operational definitions for each core idea and three 
representative quotes.

A subset of respondents referenced benefits while also including some qualifiers, 
such as “Telehealth has turned out to be as good as face-to-face for somewhere between 
50–80% of my work.” Some respondents alluded to ways that treatment had to shift due 
to the virtual format, such as “Modifications can be made to allow patients to receive 
evidence-based treatments and experience positive outcomes.” Several respondents 

757Psychiatric Quarterly (2022) 93:753–774



1 3

Ta
bl

e 
1 

 P
re

-P
an

de
m

ic
 P

os
iti

ve
 F

ee
lin

gs
 a

bo
ut

 T
el

em
en

ta
l H

ea
lth

TH
EM

ES
#

O
PE

R
AT

IO
N

A
L 

D
EF

IN
IT

IO
N

R
EP

R
ES

EN
TA

TI
V

E 
Q

U
O

TE
S

Fa
m

ili
ar

ity
 w

ith
 T

M
H

13
2

Re
sp

on
se

 re
fe

re
nc

es
 p

re
vi

ou
s u

til
iz

at
io

n 
of

 a
nd

 fa
m

ili
ar

ity
 w

ith
 

TM
H

 a
s a

 m
od

al
ity

 (e
.g

., 
in

di
ca

te
s t

ha
t t

he
y 

w
er

e 
al

re
ad

y 
us

in
g 

TM
H

 in
 so

m
e 

ca
pa

ci
ty

 p
rio

r t
o 

th
e 

Pa
nd

em
ic

)

Q
1:

 T
M

H
 is

 a
 re

gu
la

r a
sp

ec
t o

f m
y 

da
y 

in
 p

ro
vi

di
ng

 c
ar

e 
to

 p
at

ie
nt

s
Q

2:
 I 

ha
d 

al
w

ay
s w

an
te

d 
to

 u
se

 te
le

he
al

th
 a

nd
 d

id
 so

Q
3:

 I 
us

ed
 T

M
H

 tw
ic

e 
m

on
th

ly
 a

nd
 w

as
 w

or
ki

ng
 to

 b
ui

ld
 u

p 
m

y 
cl

in
ic

al
 lo

ad
Se

rv
es

 a
 G

en
er

al
 P

ur
po

se
40

4
Re

sp
on

se
 a

ck
no

w
le

dg
es

 th
at

 th
er

e 
ar

e 
ge

ne
ra

l b
en

efi
ts

 to
 u

si
ng

 
TM

H
 a

nd
 o

ffe
rs

 e
xa

m
pl

es
 fo

r h
ow

 T
M

H
 se

rv
es

 a
 p

ur
po

se
 in

 
be

ha
vi

or
al

 h
ea

lth
 c

ar
e 

(e
.g

., 
in

cr
ea

si
ng

 a
cc

es
s t

o 
ca

re
)

Q
1:

 I 
th

in
k 

TM
H

 in
cr

ea
se

s a
cc

es
s t

o 
ca

re
 a

nd
 is

 a
 v

ita
l p

ar
t o

f o
ur

 
pr

ac
tic

e 
as

 p
sy

ch
ol

og
ist

s
Q

2:
 It

 is
 v

er
y 

co
nv

en
ie

nt
 a

nd
 a

llo
w

s s
er

vi
ce

s t
o 

be
 o

ffe
re

d 
to

 p
eo

pl
e 

w
ho

 w
ou

ld
 o

th
er

w
is

e 
be

 v
er

y 
in

co
nv

en
ie

nc
ed

 o
r n

ot
 h

av
e 

an
y 

ac
ce

ss
 to

 m
en

ta
l h

ea
lth

 c
ar

e
Q

3:
 I 

ap
pr

ec
ia

te
 it

s r
ol

e 
in

 in
cr

ea
si

ng
 a

cc
es

s t
o 

ca
re

, p
ar

tic
ul

ar
ly

 
fo

r m
or

e 
ru

ra
l p

at
ie

nt
s a

nd
 th

os
e 

w
ith

 tr
an

sp
or

ta
tio

n 
or

 m
ob

ili
ty

 
lim

ita
tio

ns
Po

sit
iv

e 
O

ut
co

m
es

 / 
Effi

ca
cy

73
Re

sp
on

se
 re

fe
re

nc
es

 e
xp

er
ie

nc
in

g 
po

si
tiv

e 
ou

tc
om

es
 fr

om
 

de
liv

er
in

g 
TM

H
 se

rv
ic

es
, d

es
cr

ib
es

 T
M

H
 se

rv
ic

es
 a

s a
 su

cc
es

s, 
or

 m
ak

es
 e

xp
lic

it 
st

at
em

en
ts

 a
bo

ut
 th

e 
effi

ca
cy

 o
f T

M
H

 o
r T

M
H

 
de

m
on

str
at

in
g 

eff
ec

tiv
en

es
s

Q
1:

 T
M

H
 a

llo
w

s f
or

 si
m

ila
r t

re
at

m
en

t o
ut

co
m

es
 to

 in
-p

er
so

n 
th

er
ap

y
Q

2:
 F

or
 th

e 
m

os
t p

ar
t, 

I h
av

e 
ha

d 
gr

ea
t s

uc
ce

ss
 w

ith
 te

le
he

al
th

Q
3:

 I 
w

as
 th

in
ki

ng
 th

at
 th

e 
qu

al
ity

 o
f T

M
H

 w
as

 n
ot

 g
oi

ng
 to

 b
e 

as
 

cl
in

ic
al

ly
 p

ro
du

ct
iv

e 
as

 in
-p

er
so

n 
w

or
k;

 h
ow

ev
er

, s
in

ce
 I 

ha
ve

 
be

en
 u

si
ng

 T
M

H
, m

y 
ex

pe
rie

nc
e 

th
us

 fa
r h

as
 p

ro
ve

n 
ot

he
rw

is
e

O
th

er
11

4
Re

sp
on

se
 in

cl
ud

es
 n

ar
ra

tiv
e 

in
fo

rm
at

io
n 

th
at

 d
id

 n
ot

 fa
ll 

un
de

r 
ex

ist
in

g 
co

re
 id

ea
s

Q
1:

 T
M

H
 is

 u
se

fu
l f

or
 so

m
e 

pe
op

le
 a

t s
om

e 
tim

es
Q

2:
 I 

th
ou

gh
t T

M
H

 c
ou

ld
 b

e 
a 

he
lp

fu
l fi

rs
t s

te
p 

to
 a

tte
nd

in
g 

in
-p

er
so

n 
th

er
ap

y,
 o

r a
 b

et
te

r o
pt

io
n 

th
an

 n
ot

hi
ng

 fo
r c

er
ta

in
 

gr
ou

ps
 o

f p
eo

pl
e

Q
3:

 T
M

H
 is

 a
 d

iff
er

en
t k

in
d 

of
 in

tim
ac

y 
w

ith
 th

e 
ve

te
ra

ns
…

 I 
se

e 
th

em
 in

 th
ei

r h
om

es
, m

or
e 

re
la

xe
d 

us
ua

lly
, w

ith
ou

t t
he

 st
re

ss
or

s 
or

 d
riv

in
g,

 p
ar

ki
ng

, o
r b

ei
ng

 in
 a

 st
ra

ng
e 

si
tu

at
io

n

758 Psychiatric Quarterly (2022) 93:753–774



1 3

Ta
bl

e 
2 

 P
os

iti
ve

 F
ee

lin
gs

 a
bo

ut
 T

el
em

en
ta

l H
ea

lth
 D

ur
in

g 
CO

V
ID

-1
9

TH
EM

ES
#

O
PE

R
AT

IO
N

A
L 

D
EF

IN
IT

IO
N

R
EP

R
ES

EN
TA

TI
V

E 
Q

U
O

TE
S

Po
sit

iv
e 

Fe
el

in
gs

 a
bo

ut
 T

M
H

18
2

Re
sp

on
se

 in
cl

ud
es

 a
t l

ea
st 

on
e 

sp
ec

ifi
c 

po
si

tiv
e 

th
ou

gh
t o

r 
fe

el
in

g 
ab

ou
t T

M
H

 a
s a

 m
od

al
ity

 o
f c

ar
e 

(e
.g

., 
in

di
ca

te
s 

ac
ce

pt
an

ce
 o

r l
ik

in
g 

of
 T

M
H

 se
rv

ic
es

)

Q
1:

 T
M

H
 is

 a
n 

ex
ce

lle
nt

 a
dd

iti
on

 to
 p

sy
ch

ol
og

ic
al

 se
rv

ic
es

 
al

re
ad

y 
av

ai
la

bl
e

Q
2:

 I 
ha

ve
 n

ow
 se

en
 a

nd
 e

xp
er

ie
nc

ed
 th

e 
be

ne
fit

s o
f T

M
H

Q
3:

 I 
th

in
k 

th
is

 is
 th

e 
fu

tu
re

 a
nd

 it
’s

 h
er

e 
no

w.
 M

y 
pa

tie
nt

s l
ov

e 
it.

 It
’s

 so
 m

uc
h 

m
or

e 
co

nv
en

ie
nt

. W
e 

ta
lk

 a
bo

ut
 h

ow
 w

e 
di

dn
’t 

kn
ow

 h
ow

 it
 w

ou
ld

 b
e 

bu
t w

e 
en

de
d 

up
 lo

vi
ng

 it
. I

 w
ill

 c
on

tin
ue

 
w

ith
 it

Se
rv

es
 a

 G
en

er
al

 P
ur

po
se

17
4

Re
sp

on
se

 a
ck

no
w

le
dg

es
 th

at
 th

er
e 

ar
e 

ge
ne

ra
l b

en
efi

ts
 to

 u
si

ng
 

TM
H

 a
nd

 o
ffe

rs
 e

xa
m

pl
es

 fo
r h

ow
 T

M
H

 se
rv

es
 a

 p
ur

po
se

 in
 

be
ha

vi
or

al
 h

ea
lth

 c
ar

e 
(e

.g
., 

in
cr

ea
si

ng
 a

cc
es

s t
o 

ca
re

)

Q
1:

 T
M

H
 is

 a
 c

rit
ic

al
 to

ol
 th

at
 e

nh
an

ce
s a

cc
es

s t
o 

ca
re

Q
2:

 T
el

eh
ea

lth
 h

as
 a

llo
w

ed
 m

an
y 

m
or

e 
pe

op
le

 to
 p

ar
tic

ip
at

e 
in

 
ap

po
in

tm
en

ts
 w

ho
 o

th
er

w
is

e 
w

ou
ld

 h
av

e 
m

is
se

d 
an

d 
lik

el
y 

be
en

 
a 

no
-s

ho
w

Q
3:

 I 
ca

n 
re

ac
h 

a 
w

id
er

 b
as

e 
of

 c
lie

nt
s, 

in
cl

ud
in

g 
th

os
e 

w
ith

 
tra

ns
po

rta
tio

n 
is

su
es

, c
hi

ld
ca

re
 o

r w
or

k 
co

nfl
ic

ts
, m

ob
ili

ty
 

is
su

es
, a

nd
 a

nx
ie

ty
 is

su
es

 re
la

te
d 

to
 d

riv
in

g 
or

 p
ub

lic
 

tra
ns

po
rta

tio
n

Pa
nd

em
ic

 S
pe

ci
fic

 P
ur

po
se

10
3

Re
sp

on
se

 a
ck

no
w

le
dg

es
 th

e 
pu

rp
os

e 
of

 T
M

H
 in

 th
e 

co
nt

ex
t o

f 
th

e 
CO

V
ID

-1
9 

Pa
nd

em
ic

 (e
.g

., 
ke

ep
in

g 
pa

tie
nt

s a
nd

 p
ro

vi
de

rs
 

sa
fe

; o
ffe

rin
g 

an
 o

pt
io

n 
fo

r c
on

tin
ui

ty
 o

f c
ar

e)

Q
1:

 T
M

H
 h

as
 b

ee
n 

in
va

lu
ab

le
 in

 th
e 

co
nt

in
ue

d 
de

liv
er

y 
of

 
se

rv
ic

es
 d

ur
in

g 
th

e 
er

a 
of

 so
ci

al
 d

ist
an

ci
ng

 a
nd

 h
ea

lth
 c

on
ce

rn
s

Q
2:

 T
hi

s i
s a

 g
re

at
 w

ay
 fo

r u
s t

o 
co

nt
in

ue
 to

 p
ro

vi
de

 se
rv

ic
es

 
du

rin
g 

th
e 

pa
nd

em
ic

Q
3:

 I 
ha

ve
 b

ee
n 

ap
pr

ec
ia

tiv
e 

th
at

 T
M

H
 h

as
 a

llo
w

ed
 m

e 
to

 se
e 

m
y 

pa
tie

nt
s t

hr
ou

gh
ou

t t
he

 p
an

de
m

ic
. F

or
 a

 lo
t o

f m
y 

pa
tie

nt
s, 

th
is

 
w

as
 th

ei
r o

nl
y 

‘h
um

an
’ c

on
ta

ct
 o

ut
si

de
 o

f t
he

ir 
fa

m
ily

 fo
r t

he
 

w
ee

k
Po

sit
iv

e 
O

ut
co

m
es

 / 
Effi

ca
cy

12
6

Re
sp

on
se

 re
fe

re
nc

es
 e

xp
er

ie
nc

in
g 

po
si

tiv
e 

ou
tc

om
es

 fr
om

 
de

liv
er

in
g 

TM
H

 se
rv

ic
es

, d
es

cr
ib

es
 T

M
H

 se
rv

ic
es

 a
s a

 
su

cc
es

s, 
or

 m
ak

es
 e

xp
lic

it 
st

at
em

en
ts

 a
bo

ut
 th

e 
effi

ca
cy

 o
f 

TM
H

 o
r T

M
H

 d
em

on
str

at
in

g 
eff

ec
tiv

en
es

s

Q
1:

 I 
w

as
 su

rp
ris

ed
 h

ow
 e

ffe
ct

iv
e 

it 
ap

pe
ar

s t
o 

be
 w

ith
 m

y 
pa

tie
nt

s
Q

2:
 T

M
H

 is
 v

er
y 

eff
ec

tiv
e 

w
ith

 th
e 

m
aj

or
ity

 o
f p

at
ie

nt
s

Q
3:

 I 
ha

ve
 b

ee
n 

ab
le

 to
 h

av
e 

ex
tre

m
el

y 
pr

od
uc

tiv
e 

se
ss

io
ns

. I
t 

ha
s p

ro
ve

n 
to

 b
e 

m
uc

h 
m

or
e 

eff
ec

tiv
e 

an
d 

us
er

 fr
ie

nd
ly

 th
an

 I 
an

tic
ip

at
ed

759Psychiatric Quarterly (2022) 93:753–774



1 3

Ta
bl

e 
2 

 (c
on

tin
ue

d)

TH
EM

ES
#

O
PE

R
AT

IO
N

A
L 

D
EF

IN
IT

IO
N

R
EP

R
ES

EN
TA

TI
V

E 
Q

U
O

TE
S

Eq
ui

va
le

nt
 to

 F
ac

e-
to

-F
ac

e 
C

ar
e

26
Re

sp
on

se
 re

fe
re

nc
es

 th
e 

eq
ui

va
le

nc
e,

 o
r s

im
ila

rit
y,

 o
f T

M
H

 
to

 fa
ce

-to
-fa

ce
 c

ar
e 

(e
.g

., 
fa

vo
ra

bl
y 

co
m

pa
re

s T
M

H
 w

ith
 

in
-p

er
so

n 
ca

re
)

Q
1:

 In
 n

ea
rly

 a
ll 

si
tu

at
io

ns
, t

el
eh

ea
lth

 is
 ju

st 
as

 e
ffe

ct
iv

e 
as

 
in

-p
er

so
n 

ca
re

Q
2:

 O
nc

e 
a 

pa
tie

nt
 h

as
 m

ad
e 

th
e 

ad
ju

stm
en

t, 
te

le
th

er
ap

y 
vi

si
ts

 a
re

 
ve

ry
 si

m
ila

r t
o 

tra
di

tio
na

l [
in

-o
ffi

ce
] t

he
ra

py
 a

pp
oi

nt
m

en
ts

Q
3:

 It
 h

as
 th

e 
sa

m
e 

eff
ec

t a
s f

ac
e-

to
-fa

ce
…

 o
nc

e 
w

e 
st

ar
t, 

w
e 

fo
rg

et
 th

at
 w

e 
ar

e 
no

t f
ac

e-
to

-fa
ce

 in
 a

n 
offi

ce
 se

tti
ng

O
th

er
12

7
Re

sp
on

se
 in

cl
ud

es
 n

ar
ra

tiv
e 

in
fo

rm
at

io
n 

th
at

 d
id

 n
ot

 fa
ll 

un
de

r 
ex

ist
in

g 
co

re
 id

ea
s

Q
1:

 T
he

re
 w

er
e 

se
ve

ra
l t

ra
in

in
gs

 th
at

 h
el

pe
d 

w
ith

 g
en

er
al

 se
t 

up
…

 w
e 

w
er

e 
ge

ne
ra

lly
 p

re
pa

re
d 

fo
rm

 a
 tr

ai
ni

ng
 p

er
sp

ec
tiv

e
Q

2:
 I 

am
 w

or
ki

ng
 fr

om
 h

om
e 

an
d 

th
at

 is
 a

 p
lu

s
Q

3:
 It

’s
 a

 b
ra

ve
 n

ew
 w

or
ld

. N
ot

 su
re

 w
ha

t i
t w

ill
 d

o 
to

 a
ll 

of
 u

s 
ps

yc
ho

lo
gi

ca
lly

. R
ig

ht
 n

ow
 it

 se
em

s v
er

y 
ni

ce

760 Psychiatric Quarterly (2022) 93:753–774



1 3

continued to address fringe benefits to virtual care, with statements like “My no-show 
rate is the lowest it has ever been,” and “It is less expensive for my practice in terms of 
office rental.”

Negative Feelings about Telemental Health

In the Pre-Pandemic data, a total of 630 responses had at least one negative code (67%). 
During the Pandemic data yielded 486 responses that included at least one negative code 
(52%). The six core ideas derived from the data, and their operational definitions, were 
identical across pre-pandemic and pandemic narratives: Technology Problems (Pre- 
Pandemic n = 157, 17%; During Pandemic n = 127, 13.5%), Concerns about Effectiveness 
(Pre-Pandemic n = 153, 16%; During Pandemic n = 125, 13%), Negative Feelings about 
TMH (Pre-Pandemic n = 256, 27%; During Pandemic n = 108, 11.5%), Negative Emotions 
from TMH (Pre-Pandemic n = 58, 6%; During Pandemic n = 64, 7%), Preference for Face-
to-Face Care (Pre-Pandemic n = 133, 14%; During Pandemic n = 99, 10.5%), and Systems 
Issues (Pre-Pandemic n = 93, 10%; During Pandemic n = 54, 6%). An Other category (Pre-
Pandemic n = 89, 9.5%; During Pandemic n = 54, 6%) was utilized to capture responses not 
otherwise coded. Table  3 provides operational definitions and exemplar quotes for each 
core idea.

Across phases, respondents identified Concerns about Effectiveness specific to assess-
ment generally as well as in terms of performing specific clinical services, such as neu-
ropsychological evaluations. Sample statements include “I perform neuropsychological 
evaluations, and while my impressions of TMH are generally very favorable, I have res-
ervations about certain aspects of assessment through TMH” and “It greatly limits and 
causes concern for validity and standardization of neuropsychological tests we can admin-
ister.” Several respondents identified Negative Feelings about TMH due to the patient being 
in their home environment, such as “Patients have been more relaxed… but sometimes too 
relaxed; some didn’t seem to view this as a doctor’s appointment (e.g. patients lying in 
bed/falling asleep, one without his shirt on, one was smoking cigarettes, one patient baked 
a cake, one was doing dishes).” There was also a minority of very negative sentiments, 
among them “It is dehumanizing and depersonalizing,” “TMH is not a substitute for psy-
chotherapy,” and “It is a necessary evil.” Not all providers enjoyed working from home, as 
evidenced in this Other comment “I really dislike working in my home and not being able 
to separate work/home.” One respondent also articulated a larger sociocultural view on 
TMH and virtual life more generally “As a nation we are far too involved with communica-
tion through technology. Due to the image-conscious and artificial nature of social media, 
and the loss of reality orientation related to video games… it seems a questionable means 
of connecting with other people to nurture change.”

Global Codes

Participant responses were also examined holistically to determine a global code for 
describing the overall valence of the response. Global codes were coded as either Positive 
(Pre-Pandemic n = 256, 27%; During Pandemic n = 284, 30%), Negative (Pre-Pandemic 
n = 309, 33%; During Pandemic n = 145, 15.5%), Mixed (Pre-Pandemic n = 273, 29%; Dur-
ing Pandemic n = 205, 22%), or Neutral (Pre-Pandemic n = 96, 10%; During Pandemic 
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n = 52, 5.5%). Table 4 provides operational definitions and representative quotes for each 
core idea.

Overall, participant responses represented a wide range of attitudes and beliefs about 
TMH, ranging from the overwhelmingly positive “I am completely sold on telemental 
health. This has been a positive experience for patients as well as for me. It has been easier 
than I ever anticipated, and I will continue to use this in the future” to the very negative 
“Please don’t suggest that we are transitioning to this dumpster fire of a model.” Several 
Positive responses included mention of additional benefits to virtual care such as increasing 
treatment engagement and attendance, “This has been great. My no-shows and late can-
cellations have significantly dropped, as patients do not have to worry about traffic, sit-
ters, etc.” There was more variability in the Negative responses, with some demonstrating 
stronger negative views such as “Virtual care is not psychotherapy,” or “It is mediocre, 
frustrating, and demanding.”

The Mixed responses offered important nuance and qualification to both positive and 
negative sentiments. One respondent stated, “I have found the platform of TMH to be more 
useful and productive that initially thought, however, for my style of clinical work, I still 
find in person clinical work to allow for more therapeutic depth.” A difference in clinical 
presence was somewhat of a common theme in responses, with responses such as “It has 
a benefit for certain situations (rural, driving distance, health issues preventing coming to 
the clinic). It is effective in still providing therapy; however, it does feel [like] a piece is 
missing… lacking the in-room presence… it is a good option for some situations.” A num-
ber of responses reflected the general statement of TMH being a great option for some, but 
not all, patients or situations. Examples include “It works for some, but not all, patients,” 
and “I find it to be effective with existing clients but less so when forming a therapeutic 
relationship, and especially uncomfortable in complex and/or high-risk situations”.

Discussion

The current study provides an important follow-up to previous work detailing changes in 
provider attitudes and perceptions over time [8]. The open-ended narrative approach pro-
vided an opportunity to expand upon and further understand previously reported quanti-
tative metrics, offering helpful explication about provider perceptions and notably, their 
concerns about TMH and its overall clinical utility. Taken together, these studies offer a 
useful snapshot about current attitudes towards TMH during an ongoing global pandemic 
and provides an opportunity to examine how necessary utilization has resulted in shifting 
provider views.

It is of paramount importance that we assess and understand the full range of provider 
experiences and attitudes across aspects of clinical practice, including specific treatment 
protocols and modalities of service delivery. A true scientist-practitioner model requires the 
integration of both scientific evidence as well as clinical expertise, and we would do well to 
work collaboratively with our academic and clinical colleagues in the continued implemen-
tation and expansion of TMH, the spirit of which has been promoted in the evidence-based 
treatment literature more broadly [33]. Provider attitudes and willingness to employ a treat-
ment or model are known variables that impact utilization [23, 25, 34] and overall imple-
mentation success.
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Existing literature largely demonstrates satisfaction with TMH across patients and pro-
viders [35], though pre-pandemic research was largely limited to self-selecting samples 
who had already adopted TMH in their practice. Most of the research has focused on sat-
isfaction as the main metric of evaluation, rather than explicitly asking about efficacy or 
effectiveness, with almost no direct exploration of negative or ambivalent perceptions. In 
an earlier study, our data found that while providers endorsed TMH as important, neces-
sary, and effective, their overall attitudes were fairly mixed, with a substantial portion indi-
cating they held at least some negative feelings about the modality [8].

Overall, qualitative data revealed a more nuanced picture of attitudes and experiences 
with TMH and reflected wide variability in provider reactions to TMH as a modality of 
clinical care. Pre-Pandemic responses were evenly split across global codes, with narra-
tive data categorized into positive, negative, and mixed responses. There were less overtly 
negative categorizations during the pandemic, which is consistent with previously reported 
quantitative shifts in attitude [8]. A minority of providers displayed relatively neutral or 
ambivalent responses, not sharing sentiments either clearly in favor of or against TMH as 
a modality.

Advantages that touched on both access and accessibility as well as beliefs about clini-
cal efficacy were described across response phases. Many providers saw TMH as a valuable 
clinical service in terms of reducing barriers to care and offering an effective method for 
psychotherapeutic intervention. Specific populations were identified that had more poten-
tial to benefit from virtual care, including those in rural communities, those with logistical 
or economic barriers to attending in person mental health appointments, and those with 
disabilities or other mobility/transportation limitations. A subset of providers described 
no notable difference between TMH and face-to-face care, experiencing the modality as 
equivalent and free of major limitations or concerns. Fringe benefits were also identified, 
including easier access to patients’ significant others, important clinical data available from 
viewing patients in their natural home environment, a reduction in cancelled or no-showed 
appointments, and personal benefit obtained from the ability to work remotely/from home. 
Many respondents also reflected on a key value of TMH during the pandemic: a safe way 
to continue providing care to patients.

However, many providers also endorsed and described negative attitudes and percep-
tions of TMH both prior to and during the pandemic. Biases towards TMH were identified, 
including feeling a sense of distance and detachment with TMH relative to in-person care. 
Participants articulated concerns about creating and maintaining a therapeutic alliance 
and intimate therapy environment. Some respondents spoke about the lack of a felt pres-
ence in virtual care as compared to face-to-face care, and the negative impact on interper-
sonal or relational change. Others felt that TMH was adequate and acceptable but simply 
acknowledged preferring in-person care and offering reasons for why they would choose 
face-to-face over TMH when given the option. Separate from beliefs about efficacy, sev-
eral respondents acknowledged disliking TMH and experiencing negative emotions associ-
ated with its use, such as discomfort, anxiety, or feeling exhausted or overwhelmed by the 
demands of virtual care.

Important concerns about clinical effectiveness were described by a number of provid-
ers, and a theme that TMH was “good enough” but not equivalent to in-person care emerged 
with relative frequency. Providers described feeling less efficacy in a virtual format and 
indicated that their patients would not receive the maximum benefit possible through more 
traditional psychotherapy. There were also distinctions made for specific types of services 
and populations. Concerns about neuropsychological assessment were prevalent, highlight-
ing issues of standardization, norms, test administration and interpretation. TMH was also 
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seen as more useful for follow-up appointments and “check-ins” rather than initial appoint-
ments that focus on assessment, diagnosis, and rapport building. Several challenges spe-
cific to more structured treatments emerged, particularly those that require the regular 
transfer and collaborative utilization of materials like worksheets and other written tasks. 
The imperfection and unpredictability of technology was a salient barrier for many, with 
references to the negative impact on clinical care when technology failed or was other-
wise unreliable/unstable. Several respondents referenced TMH being relatively seamless 
when it functioned well but severely limiting patient care when problems occurred. Finally, 
systems concerns and barriers existed, with reference to the scheduling and administrative 
tasks of TMH being more burdensome and time-consuming for providers.

It is important to note that much overlap was present in positive and negative responses, 
and the majority of providers held complex, balanced, and nuanced views of TMH. Many 
respondents were able to acknowledge and reflect on both advantages and limitations, 
emphasizing ways that TMH was useful as well as sharing concerns or negative views. 
One of the most common themes across questions and type of response was the sense that 
TMH works well in some situations for some patients, but it will not be the right or most 
effective choice in all settings or populations. The thoughtful perspectives of clinical pro-
viders likely reflect the reality that there are both advantages and disadvantages to TMH, 
as with any clinical modality or treatment, and what works for some patients will not work 
for everyone. It will be critically important to consider the unique and individual impacts 
of TMH on a given patient or situation as we move forward with TMH expansion and as it 
continues as a routine part of clinical care.

The present study extends previous work and offers additional support to the importance 
of assessing and understanding provider perceptions and attitudes towards treatment methods 
and modalities. Working collaboratively and addressing the concerns of providers implement-
ing and utilizing TMH in diverse clinical settings will increase the likelihood of effective imple-
mentation and a thoughtful approach to TMH throughout the COVID-19 Pandemic and beyond.

Limitations Study data was collected very early in the COVID-19 Pandemic, which likely 
had an effect on perceptions and responses. Additional longitudinal data will be necessary 
in order to more fully understand the effects of the Pandemic and the permanence of per-
ceptions and attitude shifts. Pre-Pandemic responses were retrospective in nature, which 
introduces some potential for misremembering or other bias. It is likely that the actual 
necessity of TMH may have influenced provider perceptions during data collection. Being 
or feeling “forced’ to adopt a new modality and to do so quickly with little choice has the 
potential to introduce bias or otherwise affect attitude towards implementation. While an 
established and rigorous coding paradigm was used for qualitative data analysis, interpret-
ing narrative data always involves inherent subjectivity. The study sample consisted pri-
marily of psychologists who identified as White females and were VA employees; thus the 
results may not generalize broadly to the mental health profession. The VA has promoted 
TMH use nationally across its healthcare systems, and thus VA providers may have differ-
ent experiences with TMH than those in other settings. While efforts were made to obtain a 
broad and diverse clinician sample, more representation from underrepresented racial and 
ethnic groups and clinicians in other settings (e.g., community clinicians) would have been 
preferable. Despite these limitations, the study nevertheless offers an important and deeper 
exploration into provider perceptions and experiences with telemental health early in the 
COVID-19 Pandemic. Future research should focus on obtaining additional information 
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about provider perceptions and attitudes, as well as explore the lingering and after-effects 
of the Pandemic on TMH attitude and utilization.

Clinical Applications and Recommendations Taken together with previous work [8], the 
COVID-19 Pandemic appears to have had a notable impact on experience with, and per-
ceptions of TMH as a method of clinical service delivery. Results from the current study 
show that, while providers identify many advantages and positive feelings about TMH, 
concerns also exist about the appropriateness of TMH ubiquitously and the efficacy and 
utility of TMH across clinical contexts and individuals. Rather than being dismissed or 
challenged, provider experiences in real world practice should be evaluated and incorpo-
rated into future service delivery models as well as long-term policy impacts and clinical 
protocols. The field will do well to carefully assess the ideal conditions and optimal uses 
of TMH as we move forward and should work to identify the most thoughtful and effec-
tive way of utilizing TMH in the future. Healthcare systems should develop guidelines, 
in collaboration with provider and patient stakeholders, that take into account patient and 
provider preferences, recommendations, and concerns. Healthcare systems need to work 
to identify and address systemic barriers, such as access to high-functioning technology, 
broadband internet, and available technical support. We know that technology and con-
nectivity problems have a negative impact on clinical care during TMH delivery, includ-
ing a detrimental effect on the working alliance [36], reinforcing the importance of having 
reliable and seamless technological platforms available for use. Scheduling systems and 
virtual care features need to be further developed and utilized in a way that minimizes 
burden to patients and providers and ensures appropriate capability to address safety con-
cerns, clinical emergencies, and other important aspects of care (e.g., privacy, security, the 
transfer of information and materials, measurement-based care). We also encourage read-
ers to consider the potential for blended care models and flexible implementation of TMH. 
Rather than looking at TMH as an all-or-nothing option for an individual clinical situation, 
clinicians should consider the following: 1) In what ways may TMH be helpful or limiting 
in this particular situation and 2) Is there a place for TMH in this individuals care (whether 
that be a regular utilization of TMH or a blended care model that incorporates both in-
person and TMH components).

We want to emphasize the importance of collaboration as we move forward with the “new 
normal” of telemental health care. The current study is a useful step in helping us move 
towards more communication across stakeholders and offers a deeper dive into the current 
perspectives of our mental health workforce, which has much to offer those who set and regu-
late policy and clinic guidelines. We recommend that healthcare administrators, leaders, and 
public officials carefully consider the reactions and concerns of our mental health workforce 
and engage in a process of collaboration and bidirectional feedback to ensure TMH continues 
to expand and sustain itself in a thoughtful and maximally effective way. As a field, there 
is much we do not know about the conditions in which TMH is appropriate and when this 
might not be clinically indicated or preferred. Working together, we are more likely to pro-
duce the most positive clinical outcomes we can for the diverse patient populations we serve.
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