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ABSTRACT

The COVID-1g pandemic has interrupted the
usual mechanisms of healthcare delivery
and exacerbated symptoms of mental
illnesses. Telemedicine has morphed from
niche service to essential platform, with
newly released guidelines that cover various
aspects of tele-mental health delivery.
Rehabilitation services, which incorporate
arange of psychosocial interventions and
liaison services, have been significantly
impacted too. They are currently more
institute-based than community-based

in India. However, recent legislation

has mandated that community-based
rehabilitation options be available. While

a large treatment gap for mental health
issues has always existed, telemedicine
provides an opportunity to scale services
up to minimize this gap. Community-

based rehabilitation can be delivered over
various platforms, from text to phone to
videoconferencing, and various devices.
Telemedicine is cost-effective, and enables
delivery of services where existing services
are inadequate. The recent guidelines allow
other healthcare workers to be involved

in mental health service delivery. Hence,

in addition to direct delivery of services,
telerehabilitation can facilitate task-
shifting, with mental health professionals
mentoring and supervising existing human
resources, such as ASHA workers, VRWs,
DMHP programme staff, and others.

Tele-rehabilitation also poses challenges

- not all needs can be met; access and
privacy can be a problem in resource-
scarce settings; liaison with existing
services is required; and organisations
need to plan appropriately and re-

allocate resources. Digital access to
welfare benefits and interventions must
be expanded without disadvantaging
those without internet access.Yet, many
rehabilitation interventions can be adapted
to telemedicine platforms smoothly, and
task-shifting can broaden access to care for
persons with disability.
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he COVID-19 pandemic has im-
posed change in most aspects of
daily life and interrupted the reg-

ular delivery of health care. One of these
changes is that telemedicine has acceler-
ated from a niche service into an essen-
tial platform. This crisis has galvanized
the release of guidelines for telemedi-
cine,' telepsychotherapy,> and telepsy-
chiatric social work practice’ in India.
While created during COVID-19, these
new guidelines have broad implications
for mental health care delivery beyond
the pandemic. These changes will not
only continue to impact the care and
rehabilitation of persons with disabili-
ties (PwDs) but also raise new questions
about how these services can be optimal-
ly delivered. This article explores how
in today’s context, telemedicine can be
tapped to provide rehabilitation services
(i.e., telerehabilitation).

Rehabilitation in Psychiatry

Disability results from the interaction
among the effects of illness, the envi-
ronment a person lives in, and personal
factors.# Effective health services seek
to minimize disability by addressing all
these factors together. Psychiatric reha-
bilitation follows this theme and aims to
help “persons with long-term psychiatric
disabilities increase their functioning so
that they are successful and satisfied in
the environments of their choice, with
the least amount of ongoing profession-
al intervention.”s A related term, “recov-
ery,” ties the focus of services explicitly to
the perspective of persons with mental
illness (PMI) and their search for mean-
ing and purpose.® Thus, rehabilitation
services must be personalized to each
individual and help them obtain their
unique goals. It is, therefore, impera-
tive that PMIs, families, and caregivers
should participate in the planning and
implementation of these services. Ideal-
ly, the multidisciplinary teams providing
the services should include psychiatrists,
clinical psychologists (CPs), psychiatric
social workers (PSWs), psychiatric nurs-
es, and occupational therapists, who can

collaborate to achieve common goals.
In resource-sparse settings, these ser-
vices may have to be delivered by other
trained personnel, including peer spe-
cialists, who are persons in recovery with
lived experience of mental illness. There
are myriad resulting interventions that
range from engaging PMI in clinical ser-
vices to the ones that strive to empower
PMIs to participate fully in community
life. The latter includes supported educa-
tion, supported employment, supported
accommodation, case management, ac-
cess to welfare benefits, and liaison with
a range of stakeholders for accessing
community support.

Worsening of the
Treatment Gap

PMIs have been significantly impacted
by COVID-19 pandemic, with symptom
exacerbations and decreased access to
mental health services, leading to relaps-
es. Treatment for medical comorbidities
has also been affected, resulting in over-
all worsening of health conditions like
diabetes for example.” Furthermore, the
pandemic has been linked to worsening
in anxiety and depressive symptoms,?
concerns about stigma, and suicide.s™
COVID-19 and measures to mitigate it
(e.g., lockdowns and social distancing)
have disrupted routines of people with
developmental disorders as well as their
caregivers. Some PwDs could even ex-
perience the loss or incapacitation of a
caregiver. Significant numbers of PwDs
have experienced reduced access to clin-
ical services, instead of the expansion of
services that their care and rehabilitation
requires. Overall, there is a widening of
the treatment gap, which was substan-
tial even before this pandemic. In India,
mental illnesses have treatment gaps of
greater than 60%; disability estimates
across different domains (work, social,
and family life) exceed 50% in those with
severe mental illnesses.* The World
Health Organization (WHO) indicates

Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 575



Viewpoints

that the cost of services for mental health
care through primary care services, psy-
chiatric services in general hospitals, and
community mental health services is
lower than that of long-stay and special-
ist services. In this reality, resource-scarce
settings should focus on the base of the
WHO Mental Health Service Organiza-
tion pyramid (Figure 1),% with the com-
mon goals of enabling PwDs, especially
those with severe mental illness, to live
in communities and experience equal
participation.

Significance of Community-
Based Rehabilitation

In India, rehabilitation services are most-
ly institute-based and include daycare
services, skills training centers, resi-
dential facilities attached to hospitals,

FIGURE1.

halfway homes, and long-stay facilities.
Recent Indian legislation—specifical-
ly the Rights of Persons with Disability
Act, 2016, and the Mental Healthcare Act,
2017—has codified the rights of PwDs to
access to community- and home-based
rehabilitation.*#s Community-based ser-
vices focus on continuity of care and co-
ordination with locally available resourc-
es. The staff of the District Mental Health
Programme (DMHP), doctors, nurses,
and the Accredited Social Health Activ-
ists (ASHAS) of the Primary Health Cen-
ter (PHC) address the health care needs
of the PMI. Nongovernmental organiza-
tions (NGOs) can empower patients and
caregivers through self-help groups, mo-
bilization of aid from local governmen-
tal organizations (GOs), skills training
facilities, and livelihood opportunities.
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Source: Reprinted from the Organization of services for mental health. Mental health policy and service guidance
package, integration of mental health services into general health services, Page No. 34, Copyright (2003).

A host of other grassroots programs and
staff working at different levels in com-
munities can provide rehabilitation in-
puts with professional supervision; these
include vocational instructors, village re-
habilitation workers, community health
workers, etc. For effective rehabilitation,
these stakeholders should collaborate
to address the domains put forth in the
community-based rehabilitation (CBR)
matrix, namely health, education, live-
lihood, social needs, and empowerment
(Figure 2).1°

Role of Telerehabilitation

To implement a CBR approach effec-
tively, we need to expand the reach and
capacity of available human resources,
with one solution being task shifting.
Telerehabilitation can be defined as a
spectrum of services that facilitate reha-
bilitation, or recovery-focused services,
using telecommunication and inter-
net-based communication services. In
addition to delivering services directly,
it can be used to build human resources
and foster task shifting in communities
that lack the personnel to offer these ser-
vices. Rehabilitation services serve PMIs
better when they are integrated with
clinical services.»”* Thus, changes in re-
habilitation must parallel corresponding
changes in mental health care delivery.
Some areas in which telerehabilitation
may play a role are as follows:
o Telemedicine
o Telepsychotherapy
o Telepsychiatric social work and liaison
e Supervision of home-based rehabili-

tation
e Training and mentoring of grassroots

workers by experts

Teleconsultations with rehab staff
can help clients in gainful engagement,
activity scheduling, skills training, and
monitoring of progress toward goals.
Some activities can be adapted for online
groups. Long-term engagement and ad-
herence are two important aims of any
intervention, whether clinical or reha-
bilitative. A pilot study from an Indian
tertiary care center has shown that this
type of aftercare was acceptable, satisfac-
tory, and associated with adequate priva-
cy for patients recently discharged from
the hospital.® The mobile telepsychiatry
service from the Schizophrenia Research
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FIGURE 2.

The World Health Organization’s CBR Matrix
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FIGURE 3.

Methods of Outreach Using Teleservices
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MHP: mental healthcare provider, TSP: healthcare worker who is trained in task shifting, PMI: persons with mental
illness. solid lines: direct interactions, dashed lines: interaction via telecommunications platforms.

Foundation (SCARF) comprises a bus
with an onboard consultation room and
a pharmacy, connects with a psychiatrist
in Chennai over wireless internet, and
maintains electronic health records. The
intervention also includes community
health workers who deliver psychosocial
interventions, including psychoeduca-
tion for caregivers.>®

SCAREF described their pioneering tele-
psychiatry services in the southern state
of Tamil Nadu, based on their community
outreach program, in 2008 and identified
key elements: a suitable technology; a con-
venient location, with local collaboration;
building human resources and awareness;
establishing peripheral telepsychiatry
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centers and ensuring case documenta-
tion; and accountability* The authors
also emphasized the need for an Indian
telemedicine act and regulatory authority.
The Indian telemedicine practice guide-
lines,' a guideline for telepsychotherapy
services,> as well as a guideline for tele-
psychiatric social work (tele-PSW) offer
frameworks for rehabilitation services to
expand their reach. A common feature is
allowing the utilization of any platform
or software. This frees providers and ser-
vice users to use the optimal software
accessible to both rather than expensive
bespoke equipment or single platforms.
These guidelines do not specify standards
for data management and do not cover as-

pects such as research, continuing medical
education, or remote surgical interven-
tions. The three guidelines cover regis-
tered medical practitioners (RMPs), CPs,
and qualified PSWs, respectively; the last
one includes professional social workers
who have been trained to deliver these
online interventions. These guidelines
could be used to enhance the DMHP and
CBR services. Each DMHP team consists
of a psychiatrist, nurses, a psychologist,
and PSWs.>> Based on these guidelines,
all these health care workers can connect
with specialist or tertiary care services
and deliver effective care to patients who
would not otherwise have access to these
services. The tele-PSW guidelines allow
for group therapies in open (used primar-
ily for psychoeducational purposes) or
closed groups, which are homogeneous
or heterogeneous, where participants
share specific needs. They cover areas such
as working with communities, advoca-
cy, networking, and continuity of care.
They also address capacity-building and
hands-on training. Notably, they enable
supervision of home-based rehabilitation,
especially when daycare and other ser-
vices are closed or unavailable. Thus, these
guidelines provide several ways to con-
nect PMIs and caregivers to primary and
specialist services (Figure 3). The different
DMHP personnel could deliver a range of
complementary telehealth services, both
directly and indirectly: from treatment en-
gagement services by the nurse to psycho-
social interventions and group therapies
by the psychologist and social workers to
supervised consultations by PHC doctors
overseen by the psychiatrist.

Indian telemedicine guidelines classify
services according to (a) mode of commu-
nication (text, voice, video, etc.), (b) when
information is transmitted between
persons (real-time versus asynchronous
responses), () stage of consultation (first-
time versus follow-up consultations),
and (d) individuals involved (patient to
RMP, caregiver to RMP, RMP to RMP, and
health worker to RMP). The last classifica-
tion defines health workers as a “nurse, al-
lied health professional, mid-level health
provider, ANM, or any other health work-
er designated by an appropriate authori-
ty” The guidelines thus explicitly allow
a variety of rehabilitation professionals
and members of the multidisciplinary
team to interact with psychiatrists or
RMPs via telemedicine services. Tele-
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medicine guidelines provide for caregiv-
ers to be involved in consultations with
patients. They also allow consultations
with caregivers without the client in cas-
es where the patient is a minor or where
the “caregiver has a formal authorization
or a verified document establishing his
relationship with the patient and/or has
been verified by the patient in a previ-
ous in-person consult (explicit consult).”
These measures will address the issues
concerning confidentiality and consent.

The “Best Practices in Videoconferenc-
ing-Based Telemental Health,” released
by the American Psychiatric Association
(APA) and the American Telemedicine As-
sociation (ATA), go beyond the Indian tele-
medicine guidelines in accepting the role
of organizations involved in patient care,
and it also guides specific clinical popu-
lations (geriatric age group, children and
adolescents, etc.) who face different chal-
lenges (and opportunities) when using
telemental health care services. Similar to
the Indian guidelines, a recent notification
from the U.S. Department of Health & Hu-
man Services allowed for “good faith pro-
vision of telehealth during the COVID-19
nationwide public health emergency”
even if HIPAA privacy requirements—
mandated by the APA/ATA guidelines—
were not fully complied with.>

Evidence for Telemental
Health Services

Reviews note that telemental health
services are comparable to in-person
services, in terms of reliability and treat-
ment outcomes; are cost-effective, espe-
cially with a larger volume of patients,
in isolated communities or those with
limited professional resources; can in-
volve nonprofessional providers to play
effective roles in therapy.>+*® Behavioral
therapies delivered through telepsy-
chotherapy are consistently found to be
effective: it improves drug compliance,
indicates better functional performance,
reduces symptoms, and improves qual-
ity of life in those with medical comor-
bidities.>® Likewise, telemental health
services—including family and group
services—are feasible across a spectrum
of patients with special needs and across
age groups, from children to the elderly
to those who are incarcerated. Some ad-
vantages in the geriatric age group are
avoidance of unneeded hospitalizations;
reductions in travel time, fuel costs, phy-

sician travel time, and personnel costs;>”
and the potential to match cultural, eth-
nic, and language matching with provid-
ers. The APA telepsychiatry toolkit ob-
serves that certain patient groups (e.g.,
children and adolescents in the autism
spectrum, patients with disabling anxi-
ety) can show greater acceptance for te-
lepsychiatry services.>®2® Although tele-
medicine applications have been used for
computer-based screening assessments,
telephone-based recovery supports, and
telephone-based therapy for addictive
disorders, its use is limited otherwise.
Hence, app-based interventions for a
variety of interventions from craving
management to supervised medications
require further consideration. Similarly,
evaluation of many other aspects when
using telemedicine is required like pre-
scribing controlled drugs like buprenor-
phine, the ideal frequency of in-person
and telemedicine-based monitoring of
patients who are at risk of relapse, and
the effectiveness of supportive therapies,
including group therapies.*

Reach of Teleservices in
India

A recent report estimated that India has
more than 504 million active internet
users above the age of 5 years; internet
penetration is around 40%, with rural
sector growth outpacing the urban sec-
tor; users accessed the internet mostly
on mobile devices ( 99%); nearly 70% of
users accessed the internet daily. How-
ever, women have less access to internet
access, and some families share devices.
Overall, there is a rapidly growing user
base to whom teleservices can reach to-
day, even though access can always be
further improved. Through a welcome
move, the government has digitized ap-
plications and issue for disability certifi-
cates through the Unique Disability ID
(UDID) scheme; several welfare benefits
are also being disbursed through digital
platforms. Currently, the UDID can only
be issued by a medical board closest to
the residence of PwD.

Experiences From an
Academic Tertiary Care
Center

In the National Institute of Mental
Health and Neuro Sciences NIMHANS),
services have pivoted to deliver telemen-

tal health services during the COVID-19
crisis to ensure continuity of care for
patients who were unable to avail outpa-
tient services. The Psychiatric Rehabilita-
tion Services unit temporarily closed its
daycare services but connected with cli-
ents through telephone and videoconfer-
encing-based consultations. A variety of
needs were addressed like access to med-
icines (e-prescriptions, home delivery of
drugs, free drugs for those in need, etc.),
referrals for the treatment of medical
comorbidities, financial support, liaison
with employers, liaison with police for
clients who went missing, and inpatient
care for clients who required it. Com-
munity mental health services shifted
from in-person consultations provided
by mental health professionals at prima-
ry health centers to teleconsultations.
A social worker coordinated follow-up
consultations by working with the pri-
mary care doctor in one rural community
service as he used voice and video-based
consultation with professionals at NIM-
HANS. In another community service, a
social worker coordinated follow-up tele-
consultations between a patient or fam-
ily member or a health worker with the
psychiatrist at NIMHANS. Medications,
as well as ration Kits, could be delivered
to remote areas by liaising with govern-
mental and nongovernmental agencies
and health workers who had travel pass-
es during the lockdown period.

The Karnataka State Holistic Empow-
ering Programme for Mental Ailments
(KSHEMA) project, designed to address
the rehabilitation needs of those with
severe mental illness in rural areas, has
begun in 10 taluks in Karnataka. Services
will be delivered by social workers at the
taluk level, under the supervision of a
multidisciplinary team from NIMHANS,
who would facilitate access to clinical
services from the DMHP and local Pri-
mary Health Centers (PHCs). They focus
on follow-up and liaison with medical
officers and psychiatrists, and on access
to disability welfare benefits. The project
also seeks to build capacity by training
and handholding the medical officers to
treat persons with severe mental illness-
es, so that clients may access help clos-
er to home. Telemental health services
will be used to connect with taluk social
workers as well as medical officers to en-
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sure that the continuity of care is main-
tained and that multiple rehabilitation
needs are addressed. The project offers a
glimpse of how to develop services that
bring rehabilitation and recovery closer
to clients, using teleservices.

Challenges and Limitations
of Telerehabilitation

Telerehabilitation also has its challenges.
There can be privacy concerns while ac-
cessing services. People may lack access
to smart devices or computers, especial-
ly if multiple users use the same device,
or may have difficulty using devices and
software effectively. Daycare services ful-
fill different needs such as activity sched-
uling, socialization, building self-esteem,
learning instrumental activities, making
friends, mentorship, and hands-on train-
ing, which cannot be met via teleservices
alone. Also, family members may find su-
pervising home-based activities difficult.
Expressed emotions and disclosure of
symptoms may be different when PMIs
pursue activities independently from
their caregivers, a difficult need to address
with telerehabilitation alone. Many orga-
nizations now face challenges of review-
ing budget allocations, training their per-
sonnel, and realigning their patterns of
work to deliver teleservices. Long-term in-
stitute-based services, which include half-
way homes, long-stay homes, supported
accommodation, and supported employ-
ment, have a prominent role for in-person
delivery of services. However, teleservices
can augment them through remote su-
pervision of therapies provided by care-
givers, liaison, and follow-up. These hold
good for custodial settings for children
who are in conflict with the law or in
need of care and protection, as well as in
other group settings such as orphanages
and group housing facilities. In custodial
settings such as prisons, while telepsychi-
atry can have greater potential to ensure
access to services, the challenges—such as
requiring buy-in from other prison staff;
multiple reporting hierarchies for psychi-
atrists and other personnel; and a lack of
contextual, day-to-day information about
prison activities for telehealth profession-
als—must be planned for.3 For some crit-
ical indications, e.g., clinical emergencies
such as suicidality, in-person services are
recommended.

Agenda for the Future
of Telerehabilitation in
Psychiatry in India

Rehabilitation services do not occur in a
vacuum. India needs to extend the reach
of its telecommunications infrastruc-
ture, with initiatives such as BharatNet
for rural broadband to reach the neediest
people. There is a need for modification
of the UDID system for the government
to fulfill its commitment to issue disabil-
ity certificates from the facilities where
the PwD is receiving care. Current guide-
lines do not allow psychological assess-
ments such as assessment of intelligence
quotient (IQ), specific learning disabili-
ty, etc., to be performed via teleservices.
This aspect may be appropriate as these
activities need accurate in-person ob-
servations (such as eye gaze), regard for
the specific psychometric properties of
tests, confidentiality, and need for the
calm environment during testing neces-
sitate in-person assessment. However,
studies show that in the case of video-
conference-based evaluation of psychi-
atric symptoms by using scales like the
Brief Psychiatric Rating Scale (BPRS),
the Hamilton Depression Rating Scale
(HDRS), and the Positive and Negative
Syndrome Scale (PANSS), comparable
results have been obtained to in-person
assessments. These studies also observe
that better bandwidth and video quality
improve assessment accuracy, especially
for scales that assess negative symptoms
or depend on nonverbal cues.>* The lit-
erature on social skills assessments is
relatively sparse, though assessments
and early interventions for autism have
been shown to be broadly feasible and
comparative to in-person services for
some interventions, but more rigorously
designed trials are required.»3* Further
research into the feasibility and accura-
cy of different types of assessments—for
clinical symptoms and disability—could
help policymakers understand which of
them can and cannot be done over a te-
lepsychiatry platform; this could ease ac-
cess to disability benefits for the neediest
PwDs. Hence, accessing welfare benefits
will require a mix of in-person services
and telemental health services. How
these will be delivered will vary with lo-
cal conditions. In some places, the camp
approach may work best, but in other
areas where travel and access to facilities

are limited, mobile units like the SCARF
telepsychiatry mobile unit*® may be bet-
ter suited to reach out to PMIs. Govern-
ments must offer as many services as
possible over telemental health services
without disadvantaging those who lack
access to digital services. The Central and
State governments must also strive to
allow for clients to remotely access ben-
efits such as pensions and insurance, by
using and improving the same protocols
for identification that these telemedicine
guidelines rely upon.

Many rehabilitation services can and
should be delivered via telemedicine.
Evidence for delivery of mental health
services suggests that telemedicine
provides comparable care and is cost-ef-
fective, but we need more studies on
which local resources best complement
telerehabilitation. Services need to adapt
to populations with specialized needs,
such as children, the elderly, and those
in forensic settings, among others. Tele-
medicine services may thrive when we
use existing services such as the DMHP
program, or a program like a taluk men-
tal health service delivery project, to help
clients in their journey through recovery.
As new frontiers of mental health like
smartphone apps and sensors evolve
to offer effective and personalized care,
telemedicine services for psychiatry will
continue to expand. A strong foundation
today can take the first steps and reduce
the large treatment gap by facilitating
task shifting from specialists to health
care workers based in the community.
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