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Group Cognitive-Behavioral Therapy via Telebehavioral Health
for Those With Psychotic Spectrum Disorders: A Case Series

Hannah L. Joseph, Georgia State University
Ana Martinez de Andino and Keith Wood, Emory University

Telebehavioral health emerged as an important practice during the coronavirus disease 2019 (COVID-19) pandemic as an
opportunity for continued evidence-based mental health intervention, while minimizing exposure to coronavirus conta-
gion. Though preliminary research suggests feasibility and positive outcomes of telebehavioral health practice for people
with schizophrenia spectrum and other psychotic disorders, there is limited research about implementation and effectiveness
of this practice (Kasckow et al., 2014). This case series highlights the transition from in-person to telebehavioral health
practice of a Cognitive Behavioral Social Skills Training for Schizophrenia group due to the COVID-19 pandemic. This
article summarizes: (a) the staff procedures needed to transition the group from in-person to telebehavioral health, (b) par-
ticipant outcome data, (c) session attendance data, and (d) survey results from facilitators and participants about barriers
and facilitators of the transition to telebehavioral health, and about how the virtual platform altered the therapeutic rela-
tionship and engagement. Participant outcome and engagement data suggest that, not only were two participants able to
transition to telehealth and complete the program, but both participants also showed notable improvement in treatment
engagement, goal progress, and skill acquisition. Surveys of six facilitators and one participant highlight how the transi-
tion to telebehavioral health had treatment advantages (e.g., therapeutic relationship, treatment engagement, group
dynamics). Though survey results highlighted several implementation challenges in using the new virtual platform
(e.g., technological connectivity, confidential space for engagement), no survey respondents reported that participation
in this program resulted in harm to facilitators or participants. All facilitators and one participant agreed that the tran-
sition from in-person to virtual services was easy and reduced transportation barriers. Given the limited treatment engage-
ment for this population (Lora et al., 2012) and the importance of early intervention to maximize clinical outcomes (Black
et al., 2001; Bottlender et al., 2003), unanimous facilitator and participant report about improved patient attendance
and participation in treatment after the transition to telebehavioral health was critically important. Though results of this
case study are promising in suggesting telebehavioral health could be a viable modality for providing psychosocial treat-
ment to people with schizophrenia spectrum and other psychotic disorders, more rigorous study is needed.

CHIZOPHRENIA spectrum and other psychotic disor- tions (American Psychiatric Association, 2015).

ders are a class of diagnoses primarily character-
ized by symptoms of psychosis (e.g., hallucinations,
delusions, thought disorder, disorganized behavior,
negative symptoms). This subset of disorders includes
schizophrenia, schizoaffective disorder, delusional dis-
order, schizotypal personality disorder, schizophreni-
form disorder, brief psychotic disorder, specified and
unspecified schizophrenia spectrum, as well as psy-
chosis associated with substance use or medical condi-

Keywords: telebehavioral health; treatment accessibility; treatment
engagement; psychosis
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Prevalence estimates of psychotic disorders vary based
on the study design and population; however, a recent
meta-analysis estimated the 12-month prevalence was
4.03 people with psychotic disorders per 1,000 individ-
uals (Moreno-Kiistner et al., 2018).

Pharmacologic and psychosocial treatments aim to
reduce psychotic symptoms, distress, and dysfunction
associated with psychotic symptoms, and increase daily
functioning (Kreyenbuhl et al., 2010). Best practice for
treatment includes antipsychotic medications to pro-
vide relief from psychotic symptoms, as well as
evidence-based psychosocial interventions to provide
additional relief from psychotic symptoms and to
improve social and role functioning (Kopelovich &
Wood, 2017). The two best validated psychosocial
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interventions for individuals with schizophrenia spec-
trum disorders are Cognitive Behavioral Therapy for
Psychosis (CBTp) and Social Skills Training (SST).
CBTp focuses on use of cognitive and behavioral psy-
chological strategies to reduce positive and negative
psychotic symptoms, as well as mood symptoms, and
the distress and disability associated with hallucinations
and delusions (Mueser et al., 2013). CBTp has been
found to improve symptoms and functionality in indi-
viduals with persistent psychotic symptoms who were
unresponsive or partially responsive to medication
alone. Similarly, SST aims to enhance social compe-
tence and remediate psychosocial deficits present in
the schizophrenia spectrum and other psychotic disor-
ders. Meta-analyses have found that SST has positive
effects on assertiveness, social functioning, social and
daily living skills, community functioning, and negative
symptoms (Mueser et al., 2013).

Though there are promising effective interventions
for individuals with schizophrenia, the World Health
Organization Assessment Instrument for Mental
Health Systems estimates roughly two thirds of those
with the disorder do not receive treatment (Lora
etal., 2012). Frequently individuals with schizophrenia,
limited by financial, transportation, housing, employ-
ment, substance use and medical challenges, do not
have effective interventions available to them or have
difficulty accessing such treatments. It is especially
important that these services are available, accessed
and utilized promptly, because having a longer dura-
tion of untreated psychosis is associated with worse
clinical outcomes (Black et al., 2001; Bottlender
et al., 2003).

Providing high-quality psychosocial intervention via
telehealth for individuals with psychotic disorders
may help to boost treatment availability, accessibility,
and utilization. Telehealth has been shown to increase
accessibility of high-quality health care, especially to
those with limited means for care and limited access
to transportation (Dorsey & Topol, 2016). A systematic
review of existing research suggests that therapeutic
interventions via telebehavioral health for individuals
with psychotic symptoms are just as effective as in-
person treatments, despite the historic skepticism
about conducting virtual skills training and therapeutic
interventions with this population (Sharp et al., 2011).
Recent research also highlights the feasibility and
acceptability of emerging telehealth interventions
among people with serious mental illness in general
(Naslund et al., 2015) and with psychotic disorders
more specifically (Alvarez-Jimenez et al., 2014).

Though there has been increased interest in deliver-
ing services via telehealth, its use has been minimal,
especially for individuals with schizophrenia spectrum

disorders. However, public health guidelines effectively
prohibited in-person, face-to-face services to and with
most of the population during the coronavirus disease
2019 (COVID-19) pandemic. Telebehavioral health
emerged as a particularly important practice during
the COVID-19 pandemic as an opportunity for contin-
ued evidence-based mental health intervention, while
minimizing exposure to coronavirus contagion. Pro-
tecting the health of this population is particularly
important because those with schizophrenia and other
psychotic disorders—many of whom live in congregate
housing or are homeless, have poor physical health
conditions, are socioeconomically disadvantaged, and
function under stressful conditions—are at a higher
risk of both contracting and spreading the virus
(Kozloff et al., 2020). Though preliminary research
suggests feasibility and positive outcomes of telebehav-
ioral health practice for people with schizophrenia
spectrum and other psychotic disorders, there is lim-
ited research about implementation and effectiveness
of this practice (Kasckow et al., 2014). There appears
to be a gap in the literature about how to transition
in-person care to telehealth platforms, particularly for
group skill and psychotherapeutic interventions with
this population.

This case series highlights the transition from in-
person to telebehavioral health practice due to the
COVID-19 pandemic. This paper will review the afore-
mentioned transition of a Cognitive Behavioral Social
Skills Training (CBSST) for Schizophrenia group pro-
gram in an urban southeastern U.S. city. The program
functions in an outpatient behavioral health clinic that
primarily serves Black and low-income individuals with
serious mental illness and behavioral health conditions
who lack the finances or private insurance to otherwise
pay for services. This article summarizes: (a) the staff
procedures needed to transition the group from in-
person to telebehavioral health, (b) participant out-
come data, (c) session attendance data, and (d) survey
results from facilitators and one participant about bar-
riers and facilitators of the transition to telebehavioral
health, and about how the virtual platform altered the
therapeutic relationship and engagement.

Method
Intervention

CBSST is a group psychosocial rehabilitation inter-
vention program designed to assist individuals with
schizophrenia and other serious mental illnesses to
attain improved levels of adaptive functioning and
recovery (Granholm et al., 2016). The program combi-
nes aspects of both CBTp and SST, and consists of
three skill-oriented intervention modules: cognitive,
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social communication, and problem-solving. The direc-
tor of the program added an additional fourth goal
attainment module which focuses on identifying realis-
tic employment, housing, relationship, learning, lei-
sure, and healthy living goals and working an
established 10-step process towards attainment. The
cognitive (“stinkin thinkin”) module focuses on identi-
fying how thinking affects feelings and behaviors and
how to catch, check, and change (the 3-Cs) thoughts
in the process of improving accuracy, helpfulness,
and pleasant feelings and desired behaviors. The social
communication module focuses on: (a) identifying the
verbal and nonverbal components in social interactive
speaking and listening, (b) effectively communicating
to improve and strengthen relationships, minimize
conflicts and confusion, and get desired outcomes
from others. The problem-solving module focuses on
identifying interferers (problems) to successful func-
tioning and goal attainment and working an effective
method to reach goal attainment and solve other prob-
lems (Granholm et al., 2016). The results of four ran-
domized control trials suggest that the CBSST
program is effective at improving functioning and
reducing negative symptoms (Granholm et al., 2014;
Granholm et al.,, 2013; Granholm et al., 2008;
Granholm et al., 2005).

In the outpatient behavioral clinic, the CBSST pro-
gram is implemented in a 2-day intensive 6- to 8-week
program. A team of five clinical psychology doctoral
students, predoctoral clinical psychology interns, and
postdoctoral residents assist in the group facilitation.
The director of the program, a licensed psychologist,
also attends all groups and supervises all facilitators.
All facilitators meet weekly as a team to review facilita-
tor performance and participant progress, and to plan
for any adaptation or changes needed for upcoming
groups. All sessions follow a similar structure including
developing an agenda collaboratively at the start of
each session, reviewing the skill and homework from
the previous session, introducing new session content,
assigning new homework, and soliciting participant
feedback on the session. See Table 1 for a session by
session overview of the planned session content for
the CBSST program.

Transitioning the CBSST Group to
Telebehavioral Health

The CBSST group had met for two meetings of the
goal and cognitive groups and one meeting of the
social skills and problem-solving groups before the
COVID-19 pandemic resulted in the closure of the in-
person groups at the outpatient clinic. See Table 2
for a review of what session content was covered in each

group, with reference to the disruption of the COVID-
19 pandemic. After all clinicians underwent at least
one American Psychological Association sponsored
telebehavioral health introduction webinar, the group
transitioned to being hosted virtually. Facilitators had
two team meetings to discuss the logistics and trou-
bleshoot technological difficulties in advance. The
team reviewed updated consent procedures for group
participation (e.g., attestation to location, agreement
not to record session, secure internet connection).
There was a two-and-a-half-week lapse in intervention
during which time the outpatient clinic developed
additional telebehavioral health policies. During this
time, the postdoctoral resident on the team conducted
5- to 10-minute phone check-ins with the group partic-
ipants to ensure continuity of treatment, participant
safety, and to provide basic coping assistance.

Though the team had already established group
norms with participants for in-person sessions, facilita-
tors and participants collaboratively developed guideli-
nes for group participation via telebehavioral health.
Guidelines included a hand signal to indicate if one
has something to say but has not had the chance to par-
ticipate, procedures for troubleshooting technological
connectivity issues, muting when not speaking, and
code words to indicate limits to privacy (e.g., someone
has entered the room).

Participants

Participants for this program were recruited via
interdisciplinary referrals (e.g., case managers, social
workers, psychiatrists) within the outpatient clinic.
Clinical doctoral students also identified potential par-
ticipants from medical chart review. Eligible partici-
pants were: (a) those who demonstrated engagement
with other services at the outpatient clinic (e.g. case
management, psychiatric services, open psychotherapy
groups), (b) those with a diagnosis of serious behav-
ioral disorder or schizophrenia spectrum and other
psychotic disorders, and (c) those with an interest in
participating. Of the 86 individuals identified as eligi-
ble, 19 had already completed the program, 34 were
in the process of being contacted, 11 expressed no
interest in participating in a group program, 17 were
unreachable, and 2 were deemed not appropriate. At
the time of the COVID-19 pandemic, 3 were currently
enrolled in the intervention. Many were unreachable
or in the process of being contacted due to inconsis-
tent phone access and housing instability.

One participant attended the second meeting of the
cognitive and goals groups and expressed interest in
continued involvement, but was unable to secure a pri-
vate space for participation in the group via telebehav-
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Table 1

CBSST Session Objectives

Session Goal Cognitive Social Skills Problem Solving
Week 1 e Introduction and orientation to e Introduction and e Introductions and ori- e Introduction and
goal group and entire CBSST orientation to cog- entation to social orientation to
program nitive group skills group problem  solving
e Group expectations e Introduce cogni- e Introduce the impor- group
e Identify participants’ current tive triad (linking tance of e Introduce  step-
dream life goal thoughts, feelings communication wise problem
e Identify top two adaptive func- & behavior) e Learn nonverbal solving skill
tioning situations (e.g. work, e Discuss differ- communication skills
housing, transportation, ence between e Practice active listen-
behavioral health treatment, thought  versus ing skills
medication treatment) feeling
e Complete a portion of the
Adaptive Behavior Functioning
Inventory
Week 2 e Goal Brainstorming e Introduce concept e Telebehavioral e Learn to specify
e Review Adaptive Behavioral of cognitive health consent problems
Functioning Inventory, Part I appraisal e Group expectations/ e Assess how
(school/training,  leisure/fun, e Discuss and prac- norms for telebehav- thoughts related
self-care) tice identifying ioral health to problems
thoughts e Learn expressing
e What are helpful pleasant feelings skill
and unhelpful
thoughts?
Week 3 e Specific Measurable Achiev- e Introduce reality e Learn making a posi- e Learn to consider
able Relevant Time-bound testing and cogni- tive request skill all solutions then
(SMART) goal generation in tive errors assess them
Adaptive Behavioral Function-
ing domain of interest
Week 4 e SMART goal generation e Practice generat- e Talk to others about e Learn to lay out a
e Develop plan for progress ing alternative goals/learn help detailed plan to
towards goals thinking seeking behavior solve your speci-
e Identify progress and barriers e Practice cognitive e Practice making a fied problem
towards goals reappraisal positive request
Week 5 o Review SMART goals e Practice cognitive e Expressing unpleas- e Practice problem
e Review and update plan for reappraisal ant feeling skill solving issues
progress towards goals e Introduce behav- related to goals
e |dentify progress and barriers ioral experiments
towards goals
Week 6 e Review SMART goals e Practice cognitive e Catch up and prac- e Catch up and
e Review and update plan for reappraisal and tice skills already practice skills
progress towards goals behavioral introduced already
e |dentify progress and barriers experiments introduced
towards goals
Week 7 e Consolidate learning from e Consolidate learn- e Consolidate learning e Consolidate learn-

group/reflect on progress

e Identifying ongoing goals and
reinforce continued treatment
engagement

e Ask for participant feedback on
the group

ing from group/re-
flect on progress

from group/reflect on
progress

Identifying  ongoing
goals and reinforce
continued treatment
engagement

ing from group/re-
flect on progress

(continued on next page)
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Table 1 (continued)

Session Goal Cognitive

Social Skills Problem Solving

e Identifying ongo-
ing goals and rein-

e Ask for participant
feedback on the

e Identifying ongo-
ing goals and rein-

force  continued group force  continued
treatment treatment
engagement engagement

e Ask for participant e Ask for patient

feedback on the

group

feedback on the
group

ioral health and therefore stopped participating after
the transition. However, the participant continued to
engage in brief phone check-ins with the intent of
reengaging once the clinic shifts back to in-person ser-
vices. Of the 3 participants enrolled in the intervention
at the start of the COVID-19 pandemic, 2 continued to
participate after the group transitioned to telebehav-
ioral health.

Data Collection Procedures

Medical Record Data

Emory University’s Institutional Review Board (IRB)
approved collection of pre- and post-CBSST program
behavioral health assessment (psychiatric diagnosis,
psychosocial behavioral health), treatment informa-
tion (psychiatric medication management, clinic psy-
chosocial  individual, group, day and case
management, and service adherence and utilization
[psychiatric emergency room, crisis stabilization, and
inpatient admissions]), and program participant per-
formance and skill utilization ratings were available
via the health systems’ electronic medical record
system.

Survey Data

Georgia State University’s IRB approved collection
of facilitator and participant survey data. After complet-
ing the CBSST program, surveys were administered to
six facilitators and one participant enrolled in CBSST
at the time of the transition to telehealth services, ask-
ing all participants to reflect on the benefits and chal-
lenges of the transition to telehealth practice.
Clinicians were emailed a link to the anonymous
online Qualtrics survey to complete with a copy of
the consent form attached. The postdoctoral resident
who routinely calls the participants to follow-up with
their treatment engagement called the two participants
who completed the CBSST curriculum and provided

the opportunity for them to complete the survey. The
postdoctoral resident was only able to contact one of
the two participants, as one did not return her contact
attempts. She provided the participants the option of
completing the survey online or via phone with her,
with the participant electing to complete the survey
over the phone.

Measures

Baseline assessments were completed as planned,
including demographic information, Positive and
Negative Syndrome Scale, Choice of Outcome in CBT
for Psychoses, and the Defeatist Performance Attitude
Scale (DPAS). Follow-up assessments would have used
the same measures, however, due to IRB constraints
about virtual administration of measures, no follow-
up assessments were able to be completed due to the
COVID-19 pandemic. At the time of the identified
cohort the amended IRB allowing virtual conditions
and procedures had not yet been approved (the uni-
versity actually placed a temporary hold on nonessen-
tial research projects).

Demographics

This form records age, gender, racial/ethnic identi-
ties, current employment, housing, relationship status,
education, and leisure activity status. Participants were
asked to complete this only during the baseline
assessment.

Positive and Negative Syndrome Scale (PANSS)

The PANSS is a semistructured interview that aims
to assess the presence and severity of positive and neg-
ative symptoms of psychosis, as well as general psy-
chopathology for individuals with a psychiatric
disorder within the past week (Kay et al., 1967). It
includes 30 items that consists of 7 positive symptom
items, 7 negative symptom items, and 16 general psy-
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Table 2

CBSST Session Content Covered

Session  Goal Cognitive Social Skills Problem Solving
Week 1 e Introduction and orientation to e Introduction and e Introductions and e Introduction and
goal group and entire CBSST orientation to cog- orientation to orientation to prob-
program nitive group social skills group lem solving group
e Group expectations e Introduce cognitive e Introduce the e Introduce stepwise
e Identify participants’ current triad (linking importance of problem solving
dream life goal thoughts, feelings communication skill
e Identify top two adaptive func- & behavior)
tioning situations (e.g. work, e Discuss difference
housing, transportation, behav- between thought
ioral health treatment, medica- versus feeling
tion treatment)
e Complete a portion of the Adap-
tive Behavior Functioning
Inventory
Week 2 o Identify how participant wants e Introduce concept In-person services were disrupted due to

his/her adaptive functioning sit-
uations to change

of cognitive
appraisal

e Discuss and prac-
tice identifying
thoughts

e What are helpful
and unhelpful
thoughts?

In-person services were disrupted due to COVID-19 pandemic,
services transitioned to telebehavioral health practice after a 2.5
week lapse.

Week 3

Week 4

e Telebehavioral health consent

e Group expectations/norms for
telebehavioral health

e Identify specific goal areas for
deeper discussion

e Identify barriers to developing
goals and achieving goal steps

e Review goal step accomplish-
ment status

e Identify specific goal areas for
deeper discussion

e Telebehavioral
health consent

e Group expecta-
tions/norms for
telebehavioral

health

e Introduce  reality
testing and cogni-
tive errors

COVID-19 pandemic, services transitioned
to telebehavioral health practice after a 2.5

week lapse.

e Telebehavioral
health consent

e Group  expecta-
tions/norms for
telebehavioral
health

e Introductions and
orientation to
social skills group

e Introduce the
importance of
communication

e Learn nonverbal
communication
skills

e Practice active lis-
tening skills

No participants
attended this
session

e Practice active lis-
tening skills

e Telebehavioral
health consent

e Group expecta-
tions/norms for
telebehavioral
health

e Learn to creatively
brainstorm all pos-
sible solutions to a
problem

e Learn to consider
all solutions then
assess them

(continued on next page)
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Table 2 (continued)

Session  Goal Cognitive Social Skills Problem Solving
e Identify progress and barriers e Review reality test- e Learn to lay out a
towards goals ing and cognitive detailed plan to
errors solve your speci-
fied problem
Week 5 o Identify specific goal areas for e Practice generat- e Talk to others e Practice problem
deeper discussion ing alternative about goals/learn solving issues
e Identify progress and barriers thinking help seeking related to goals
towards goals e Practice cognitive behavior
reappraisal e Practice making a
positive request
e Expressing
unpleasant feeling
skill
Week 6 e Identify specific goal areas for e Practice generat- e Learn expressing e Learn to lay out a
deeper discussion ing alternative pleasant feelings detailed plan to
e |dentify progress and barriers thinking skill solve your speci-
towards goals e Practice cognitive fied problem
reappraisal
Week 7 e Consolidate learning from e Consolidate learn- e Talk to others e Consolidate learn-
group/reflect on progress ing from group/re- about goals/learn ing from group/re-
e Identifying ongoing goals and flect on progress help seeking flect on progress
reinforce continued treatment e Identifying ongoing behavior e Identifying ongoing

engagement

e Identify progress and barriers
towards goals

e Ask for participant feedback on
the group

goals and reinforce
continued treat-
ment engagement
Ask for participant
feedback on the
group

e Practice making a
positive request

e Expressing
unpleasant feeling
skill

goals and reinforce

continued treat-
ment engagement
e Ask for patient

feedback on the
group

chopathology items. Clinicians score questions on a 7-
point Likert scale ranging from absent (1) to extreme
(7). Items for the three subscales are summed resulting
in a Positive Scale, Negative Scale, and General Psy-
chopathology Scale. Scores on the PANSS range from
30 to 210, with higher scores indicative of more severe
psychopathology. In order to create clinically meaning-
ful cutoff scores, studies have compared ratings on the
PANSS to scores on the Clinical Global Impressions
Scales (e.g., Leucht et al., 2005; Leucht, 2014). In a
study of over 4,000 patients with schizophrenia, the fol-
lowing cutoff scores were created from the PANSS total
score: “Mildly III” as 57-61, “Moderately IlI” as 73-78,
and “Markedly IlII” as 93-96 (Leucht et al., 2005).

Choice of Outcome in CBT for Psychoses (CHOICE)

The CHOICE is a 21-item self-report questionnaire
that aims to measure recovery from mental health dif-
ficulties and the use of adaptive skills from a CBT per-

spective (Greenwood et al., 2010). It assesses a variety
of domains, including cognitive flexibility, social rela-
tions, and problem solving. For each item of the
CHOICE, severity and satisfaction dimensions are
assessed on a 7-point Likert scale.

Defeatist Performance Attitude Scale (DPAS)

The DPAS is a 15-item self-report subscale of the
Dysfunctional Attitude Scale (Cane et al., 1986). This
scale assesses endorsement of defeatist attitudes about
one’s ability to perform goal-directed tasks on a 7-point
Likert scale from disagree totally (1) to agree totally
(7). Scores range from 15 to 105, with higher scores
indicative of more severe defeatist performance
attitudes.

The following measures were used in a facilitator
and participants surveys completed after their partici-
pation in the CBSST group.
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Overall Rating of Transition to Telebehavioral Health

Group participants and clinicians were asked to rate
how they felt the CBSST group transition to telebehav-
ioral health went on a 7-point scale from extremely dif-
ficult (1) to extremely easy (7).

Ease of Transition to Telebehavioral Health

Group participants and clinicians were asked one
open-ended question about the “unexpected benefits
in switching to telebehavioral health.” Group partici-
pants and clinicians were also asked to identify what
“has gone well/been easy about the CBSST group tran-
sition to telehealth” from a checklist of six items: con-
tinued treatment during COVID-19 pandemic;
technology has facilitated treatment engagement; elim-
ination of client transportation challenges; treatment
delivery is largely the same virtually as it was in person;
it is easy to see other people’s facial reactions because
you can see all faces on a screen; Other. Participants
and clinicians were offered a free response box to
explain the “other” response option. They were asked
to indicate all that apply.

Challenges in Transition to Telebehavioral Health

Group participants and clinicians were asked one
open-ended question about the “unexpected hardships
in switching to telebehavioral health.” Group partici-
pants and clinicians were also asked to identify what
“has been difficult about the CBSST group transition
to telehealth” from a checklist of five (for participant
survey) /seven items (for clinician survey): technologi-
cal difficulties; lack of personal connection when meet-
ing virtually; taking telehealth training webinars was
burdensome (clinician survey only); learning new pro-
tocol (clinician survey only); anxiety about telehealth;
client crises are difficult to manage at a distance (clin-
ician survey only); hard to find a confidential space
where can participate from home (participant survey
only); Other. Participants and clinicians were offered
a free response box to explain the “other” response
option. They were asked to indicate all that apply.

Useful Tools for Facilitators

Clinicians were asked to identify what “has been use-
ful” in the transition from a checklist of seven items:
webinar training on telehealth; creating group norms
with group participants (e.g., hand signal to get atten-
tion of group members, code word about when need to
leave); practicing using Zoom in advance of sessions;
drawing on your experience facilitating this group in
person; reading research on telehealth practice; team-
work with other group facilitators to troubleshoot
problems; Other. Clinicians were offered a free

response box to explain the “other” response option.
Clinicians were asked to indicate all that apply.

Unhelpful Obstacles for Facilitators

Clinicians were asked to identify what “has been
unhelpful to you in making the transition” from a
checklist of six items: lack of relevant research; lack
of precedent for virtual group psychotherapy in this
clinic; lack of training in telebehavioral health prior
to this pandemic; limited previous experience deliver-
ing telebehavioral health services; uncertainty and anx-
iety about the COVID-19 pandemic; Other. Please
describe. Clinicians were offered a free response box
to explain the “other” response option. Clinicians were
asked to indicate all that apply.

Impact on Therapeutic Relationship

Participants were asked to give an open-ended
response to the prompt, “describe how switching to
telebehavioral health has impacted your relationship
with group facilitators.” Similarly, clinicians were asked
to provide an open-ended response to the prompt, “de-
scribe how switching to telebehavioral health has
impacted the therapeutic relationship between facilita-
tors and clients.” Participants were asked to rate, “how
has switching to telebehavioral health impacted your
relationship with group facilitators?” on a 5-point scale
from significantly hurt the therapeutic relationship (1)
to significantly improved the therapeutic relationship
(5). Using the same scale, clinicians were asked to rate,
“how has switching to telebehavioral health impacted
the therapeutic relationship between facilitators and
clients?”

Impact on Participant Engagement

Participants were asked to give an open-ended
response to the prompt, “describe how switching to
telebehavioral health impacted your attendance and
participation.” Similarly, clinicians were asked to give
a free response to the prompt, “describe how switching
to telebehavioral health impacted group member
engagement (e.g. attendance, participation).” Partici-
pants were asked to rate, “how has switching to telebe-
havioral health impacted your attendance and
participation in group activities?” on a 5-point scale
from significantly worsened engagement (1) to signifi-
cantly improved engagement (5). Using the same scale,
clinicians were asked to rate, “how has switching to tele-
behavioral health impacted group member engage-
ment (e.g. attendance, participation)?”

Impact on Group Dynamics
Participants and clinicians were asked to give a free
response to the prompt, “describe how switching to
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telebehavioral health changed the group dynamics of
sense of belonging and mutual support.” Participants
and clinicians were also asked to rate “how has switch-
ing to telebehavioral health changed the feeling of
sense of belonging and mutual support in the CBSST
group?” on a 5-point scale from significantly worsened
dynamics (1) to significantly improved dynamics (5).

Results
Participant Description

Participant A completed the group program and the
anonymous survey. Participant A identified as a single,
adult Black man, who presented to the clinic for treat-
ment of a psychotic spectrum disorder. During his
baseline assessment, the participant scored a 9 on both
the PANSS Positive Scale and the PANSS Negative
Scale, as well as 23 on the PANSS General Psy-
chopathology Scale, with highest scores related to sus-
piciousness and anxiety. With a total PANSS score of
41, participant A would fall below the “Markedly III”
clinical cutoff set forth by Leucht and his colleagues
(2005). Despite his reduced psychopathology, partici-
pant A still demonstrated a high level of defeatist per-
formance attitude with an overall score of 83 on the
DPAS (range 15-105). On the CHOICE, participant
A’s mean satisfaction score was 5.76, and his mean
severity score was 5.84, indicating above average satis-
faction regarding his perceived abilities across cogni-
tive flexibility, problem solving, and social relations.
Of note, he rated his ability to cope with group situa-
tions as the poorest across both dimensions. At the
end of his assessment, the participant was deemed
appropriate for the group program and identified his
adaptive goal areas as related to employment (“I want
to work as a cook” and housing (“I want to live
independently”).

Participant B completed the group program but did
not respond to contact attempts for completion of the
anonymous survey. Participant B identified as an adult
Black woman who presented to the clinic for treatment
of a psychotic spectrum disorder. During her baseline
assessment, the participant scored a 26 on the PANSS
Positive Scale, an 11 on the PANSS Negative Scale,
and a 43 on the PANSS General Psychopathology
Scale, with highest scores related to delusions, somatic
concerns, suspiciousness, and lack of judgment/in-
sight. Given her PANSS total score of 80, participant
B appears to fall within the “Moderately I11” cutoff set
forth by Leucht and colleagues (2005). Moreover, her
overall score on the DPAS was a 77, indicating a high
level of defeatist performance attitude. On the
CHOICE, participant B’s mean satisfaction score was
2.96, and her mean severity score was 3.62. Participant

B’s poorest ratings across both dimensions included
her ability to cope with unpleasant feelings, her ability
to deal with a crisis, feeling safe and secure, facing her
own upsetting thoughts and feelings, peace of mind,
and sense of being in control of her life. At the end
of her assessment, participant B was deemed appropri-
ate for the group program and identified her adaptive
goal areas as related to employment (“I want to find an
administrative job”) and school (“I want to graduate
business school”).

Participant Engagement

Each group (goal, cognitive, social skills, and prob-
lem solving) met 7 times for a total of 28 sessions. Prior
to the COVID-19 pandemic, participant A had
attended 2 out of 8 in-person group sessions (25%
attendance), whereas participant B had attended 6
out of the 8 sessions (75% attendance). During the 2-
week gap following the closure of in-person clinic ser-
vices, both participants quickly expressed interest in
continuing the group program and were notably happy
to hear that services would continue virtually. Upon
transition to telebehavioral health, both participants
demonstrated improved attendance, with 8 out of 20
telehealth group sessions attended (40% attendance)
for participant A, and 18 out of 20 telehealth sessions
attended (90% attendance) for participant B. In addi-
tion, for the groups missed, participant A provided
advanced notice of conflicts in his schedule and the
reasons for his absence, which had not occurred prior
to the COVID-19 pandemic.

Participant Treatment Progress

In addition to his improved attendance, participant
A made notable progress towards his treatment goal, as
well as increased proficiency in cognitive, social, and
problem-solving skills. At the beginning of treatment,
participant A identified his long-term goal as “I want
to work as a cook or chef.” He indicated his short-
term, program goal to be “Practice cooking.” He began
to cook Saturday breakfast for his family, at first with
the help of his daughter, but soon after cooked inde-
pendently. By the end of the group program, partici-
pant A was regularly cooking Saturday breakfast on
his own, and had cooked dinner sides on his own.
Due to his continued success, he expressed an interest
in learning to cook fried chicken, which he considered
a challenging task. As a result, he watched his daughter
cook, and made a detailed description of the recipe
and ingredients needed. Moreover, regarding his skill
acquisition, participant A demonstrated notable
improvement in his ability to complete the 3 C’s, use
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SCALE to solve problems, and engage in effective
social skills.

Similarly, participant B demonstrated progress
toward her treatment goal, as well as increased profi-
ciency in cognitive, social, and problem-solving skills.
At the beginning of treatment, participant B identified
her long-term goal as “I want to find a job in adminis-
tration.” Her short-term, program goal was to “Apply to
jobs” as well as “Update [her] resume.” During the pro-
gram, participant B applied to a number of jobs, and by
the end of group program she was employed as a vir-
tual tutor. Furthermore, regarding her skill acquisi-
tion, participant B demonstrated improvement in her
ability to identify her thoughts, feelings, and behaviors,
as well as her engagement and use of SCALE to solve
problems. She also employed and practiced communi-
cation skills, such as effectively expressing pleasant and
unpleasant feelings, in her home with her parents.

Survey Results

Six facilitators and one participant completed
online anonymous surveys about their experiences dur-
ing the transition of the CBSST group from traditional
in-person to telebehavioral health.

Overall Transition to Telebehavioral Health

When asked to rate how easy the overall transition to
telehealth was for the CBSST, five of the six group facil-
itators suggested that the process was easy (four
reported the transition was moderately easy, one
reported the transition was extremely easy) and one
facilitator suggested it was neither easy nor difficult.
The participant also reported that the transition to
telebehavioral health was moderately easy.

Ease of Transition to Telebehavioral Health

When asked about benefits to use of telebehavioral
health, all facilitators and the participant indicated that
telebehavioral health helped facilitate continued treat-
ment during the COVID-19 pandemic, technology
facilitated treatment engagement, and telebehavioral
health eliminated transportation challenges. Five facil-
itators also indicated that treatment delivery was largely
the same virtually as it was in person. Four facilitators
noted it was easy to monitor client facial reactions
because it was easy to see all faces at once on a screen.
Three facilitators noted that the online platform made
it easier to share online resources/activities and use an
interactive whiteboard via screen share features.

Challenges in the Transition to
Telebehavioral Health

Five facilitators and the participant indicated that
technological difficulties were challenging. Some facil-
itators explained that it took time to learn to fully uti-
lize Zoom, others noted that they sometimes lost
connection during the group. The participant noted
that it was “frustrating” when there were connectivity
challenges in the middle of a session. Additionally,
facilitators noted not all participants had wireless inter-
net services and some used lots of their data on smart-
phones in order to participate. Two facilitators and the
participant also described that it was sometimes diffi-
cult for participants to find a confidential space to par-
ticipate in therapy. Two facilitators noted anxiety about
telehealth with concerns that the transition would not
go well, two facilitators reported that it was difficult to
learn new protocol for telehealth, and one facilitator
noted that it was burdensome to take telehealth train-
ing webinars. One facilitator and the participant indi-
cated feeling a lack of personal connection when
meeting virtually compared to when meeting in
person.

Useful Tools for Facilitators

Asked to identify what was helpful in transitioning
online, all facilitators reported that their ability to draw
on their experience facilitating the group in person
before the transition to telebehavioral health and their
ability to rely on teamwork with the other group facili-
tators to troubleshoot problems were helpful. Five facil-
itators found it helpful to create group norms with
participants, including hand signals to get the atten-
tion of group members when issues arose, and code
words to indicate when a disruption in privacy
occurred in the home environment. Five facilitators
also found it helpful to practice using the Zoom plat-
form in advance of the session. Two facilitators found
webinar trainings to be helpful. Two reported that it
was helpful to read research about telebehavioral
health practice.

Unhelpful Obstacles for Facilitators

When asked what was unhelpful in the transition to
telebehavioral health, four facilitators noted their lim-
ited experience delivering services via telebehavioral
health and three noted their lack of training delivering
telebehavioral health services prior to the pandemic.
Three facilitators noted the lack of research on the
topic was unhelpful, and four suggested that the lack
of a precedent for virtual group psychotherapy in this
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clinic was unhelpful. One facilitator also noted that
uncertainty and anxiety about the COVID-19 pandemic
was unhelpful for the facilitators and one facilitator
noted that this was also unhelpful for the participants.

Impact on Therapeutic Relationship

When asked to assess changes to the therapeutic
relationship between participants and facilitators after
switching to telebehavioral health, two facilitators
reported no change to the relationship, four facilita-
tors and the participant indicated a slight improve-
ment to the therapeutic relationship. Two facilitators
explained that increased attendance may have also
benefited the therapeutic relationship. Two facilitators
and the participant also noted that increased commu-
nication with participants outside of groups to remind
them about the group may have played a part in
strengthening relationships.

Impact on Participant Engagement

All survey participants reported that treatment
engagement improved with the transition to telebehav-
ioral health (three facilitators and one participant
endorsed significant improvement, and three facilita-
tors endorsed slight improvement). They described
that attendance improved, and participants appeared
to be more willing to volunteer to participate. Some
facilitators also noted that recruitment for the group
became easier and future groups that were fully deliv-
ered via telehealth had more participants. One facilita-
tor and the participant explained that using
telebehavioral health eliminated transportation barri-
ers, which improved attendance.

Impact on Group Dynamics

All facilitators reported that group dynamics
improved (four endorsed slight improvement, two
endorsed significant improvement). They explained
that the group demonstrated increased belonging
and mutual support. Others noted that increased
attendance likely resulted in group participants build-
ing closer relationships. Another explained that group
participants may feel more comfortable sharing per-
sonal information when they are at home. Additionally,
two facilitators pointed out that participants had the
shared experience of participating in the group during
the global pandemic, which may have contributed to
group participants bonding. Another facilitator noted
that improvements to group dynamics in subsequent
cohorts that were comported fully online. In contrast,
the participant reported that there were no changes

to the group dynamic after the transition to telehealth.
The participant explained that, when the group is con-
ducted via telehealth, “we have fun just like we did in
person.”

Discussion

This study was intended to fill a gap in the literature
about how to implement high-quality Cognitive Behav-
ioral Therapy for Psychosis (CBTp) and Social Skills
Training (SST) for people with schizophrenia spec-
trum and other psychotic disorders via telebehavioral
health. Not only were two participants able to transi-
tion to telehealth and complete the program, both par-
ticipants also showed notable improvement in
treatment engagement, goal progress, and skill acquisi-
tion. Surveys of facilitators and one participant high-
light how the transition to telebehavioral health had
treatment advantages (e.g., therapeutic relationship,
treatment engagement, group dynamics). Though sur-
vey results highlighted several implementation chal-
lenges in using the new virtual platform (e.g.,
technological connectivity, confidential space for
engagement), no survey respondents reported that
participation in this program resulted in harm to facil-
itators or participants. All facilitators and one partici-
pant (who completed the survey) agreed that the
transition from in-person to virtual services was easy
and reduced transportation barriers. Due to the disrup-
tion in in-person group psychotherapy at the outpa-
tient client during the COVID-19 pandemic, the use
of telebehavioral health facilitated treatment continu-
ity for participants.

Some facilitators noted that the lack of research on
this topic and the lack of precedent for psychotherapy
groups via telebehavioral health were unhelpful. In an
effort to contribute to a gap in the literature, this study
attempts to summarize the procedure this team of clin-
icians took to transition the Cognitive Behavioral Social
Skills Training (CBSST) group to telebehavioral health
in an outpatient behavioral health clinic. Facilitators
noted that their intentional establishment of group
norms for telebehavioral health (e.g., procedure for
muting, troubleshooting connectivity issues, code
words for confidentiality), and practicing using the
Zoom platform in advance were helpful to them in
transitioning from in-person to virtual services. Addi-
tionally, the team noted that a strong sense of collabo-
ration and teamwork among the facilitators was key to
troubleshooting inevitable challenges.

The telebehavioral health challenges that facilitators
and the participant noted in their surveys identify some
important areas for improvement in future interven-
tions. For example, facilitators and the participant
noted technology difficulties, which suggests that
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efforts to improve participant connectivity (e.g., grant
writing to secure adequate technology, instruction
about boosting internet speed through use of an ether-
net cable) and proficiency with technology (e.g., brief
training in use of software) may facilitate treatment
engagement. Additionally, challenges in finding a con-
fidential space to engage in therapy suggests that
efforts to find a secure location that is convenient to
the participant (e.g., community center, community
mental health clinic) may facilitate engagement. For
example, had such an option for a safe, private space
been available during this group’s transition to telebe-
havioral health, one CBSST group participant would
have had the option to continue with treatment during
the COVID-19 pandemic.

Given the limited treatment engagement for this
population (Lora et al., 2012) and the importance of
early intervention to maximize clinical outcomes
(Black et al., 2001; Bottlender et al., 2003), unanimous
facilitator and participant report about improved par-
ticipant attendance and participation in treatment
after the transition to telebehavioral health was key.
Consistent with that report, anecdotally CBSST group
sizes have grown since the transition to telebehavioral
health. Prior to the COVID-19 pandemic, four group
cohorts had completed the program with group sizes
ranging from 4 to 6 individuals. Since the completion
of the group summarized in this article, one group
cohort has completed the program entirely virtually
with 8 individuals. However, there were still challenges
to treatment engagement (one participant attending
43% of sessions and the other attending 89% of ses-
sions), which highlights the need for more rigorous
and controlled study to assess whether treatment
engagement differs when services are provided in per-
son or online.

The small group size in this case study likely influ-
enced the experience for participants. The cohort par-
ticipants tended toward more isolative and withdrawn
functioning, possibly associated with their identified
psychiatric conditions. The program purposefully kept
group sizes small and had a minimum of two, and usu-
ally three, clinicians functioning as participant facilita-
tors. This group composition insured a quasi-safe
group “feel” even when only one cohort participant
was present and more individualized attention even
when there were more cohort participants. In some
ways doing the groups virtually had a stronger individ-
ual, more intimate orientation due to separate, unique
physical location characteristics and a greater focus on
facial expressions and upper body characteristics.
There was not time or opportunity for cohort partici-
pants to informally interact outside the structured
group time and there appeared to be little to no out-

of-group contact frequently seen among in-person
group members.

There are likely some unique contributing factors
due to the timing of this group. The facilitated group
interaction at the onset of the global pandemic likely
contributed to a positive group atmosphere and shared
lived experience for clinicians and clients. In an effort
to adhere to social distancing guidelines to control the
spread of COVID-19, clients were connecting to the vir-
tual platforms from their homes. Moving the group
from in-person to virtual may have afforded some
increased sense of intimacy. For example, participants
and facilitators were seeing into each other’s homes,
which sometimes involved seeing pets and other
aspects of one’s home. In terms of group activities,
groups continued to be private and confidential,
requiring participants to stay in a private room in their
home or car. Thus, our participant working towards
cooking was not able to be in his kitchen to demon-
strate his progress, as this was not a private space. How-
ever, during certain role-play activities, our participants
and facilitators were asked to incorporate items from
the home.

There were other individuals who were interested in
participating in the group, but were unable to at that
time due to lack of privacy (e.g., living in a homeless
shelter) or inconsistent access to video platform (e.g.,
unable to afford mobile data on their device). This
likely created a selection bias in our final pool of partic-
ipants. Additional outreach efforts are needed to reach
those who are unstably housed with limited means for
technology to ensure equal access to virtual platforms.

Future Research

Though results of this case study are promising and
suggest that telebehavioral health could be a viable
modality for providing psychosocial treatment to peo-
ple with schizophrenia spectrum and other psychotic
disorders, more rigorous study is needed. It is recom-
mended that future research use a randomized control
trial model to assess clinical outcomes, treatment
engagement, therapeutic relationship, and group
dynamics comparing participants in in-person CBSST
groups to those delivered via telebehavioral health.
Given the potential temporal influences of the pan-
demic on treatment engagement in this study, it would
be important to continue to engage in this research
after the resolution of the COVID-19 pandemic. Addi-
tionally, large-scale assessment of health care service
utilization data could help describe demographically
who was more likely to gain access to care after services
transitioned to telebehavioral health and who lost
access to care after being served in-person. More con-
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trolled study about whether offering services via telebe-
havioral health improves accessibility of services for
those with psychotic spectrum disorders is needed,
with attention to session attendance, patient satisfac-
tion with care, and likelihood of treatment engage-
ment after referral to care. Particular attention needs
to be paid to accessibility of care for those living in
rural settings whether there are no local in-person pro-
viders, those with physical disabilities, and those with
limited incomes for whom transportation might be a
challenge.

The COVID-19 pandemic has dramatically increased
the use of telehealth (Mann et al., 2020). As the vacci-
nes are rolled out and the population approaches herd
immunity, clinicians in various treatment settings will
be faced with the decision about whether to transition
all care back to in-person or whether to continue to
provide some interventions virtually. Further research
(as indicated above) about treatment outcomes,
engagement, and satisfaction with services will be help-
ful to clinicians in deciding whether to continue to pro-
vide such services via telehealth.
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