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Abstract
Under the direction of the leadership at our medical center, beginning March 16, 2020, all non-urgent in-person ambula-
tory visits were to be limited, either rescheduled or performed virtually, as the hospital braced for the surge of COVID-19 
patients. The outpatient psychiatry department quickly transitioned to a telehealth model. This paper details our actions taken 
to implement this plan, reflections on our experience one year later, and areas for future study. On the one-year anniversary 
of our department implementing remote care practices around COVID-19, we reflect on lessons learned in the transition 
and maintenance phases of the last 12 months. Reflecting on next steps as a face-to-face care becomes more possible, we 
share three core factors in our decision making and research opportunities to better quantify the impact of telehealth in 2021 
and beyond.
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A New Beginning

A small group of us sat together in our conference room 
on March 13, 2020. It was coincidentally, Friday the 13th. 
Our task was to immediately minimize patient and clinician 
exposure beginning the next week for an uncertain length of 
time. Like many other practices around the world, 2 weeks 
later we had converted our clinic to 100% telehealth (Yel-
lowlees et al., 2020), using video and telephone for new and 
follow up outpatient appointments, which included psychop-
harmacology visits as well as psychotherapy and neuropsy-
chology assessment. On that Friday, none of us would have 
imagined the changes that would be made in response to the 
biggest global pandemic in our lifetime. 12 months later, 
we continue to provide the vast majority of our visits via 
Telehealth.

We are a psychiatry ambulatory service in a tertiary care 
teaching hospital in downtown Boston. Our faculty prac-
tice of 20 includes psychiatrists, licensed social workers, 
and neuropsychologists. In addition, we are an outpatient 
training site for over 25 psychiatric residents. At least half 
of the attending group were senior experienced clinicians. 
Few of our faculty or trainees had ever performed a virtual 
appointment with a patient and we had no implementation 
plan for telehealth. We did, however, have an online medical 
record (OMR) that is both intuitive and able to be accessed 
remotely. We were embedded in a medical center with an 
active IT group, a developed compliance department and 
OMR support. And, most importantly, we had the human 
capital of engaged and committed clinicians, administrators, 
and front staff.

The Initial Response

The overriding priority for us was to ensure uninterrupted 
safe treatment with our patients. The rapid conversion to 
online care was a major barrier to creating a research plan 
or create novel outcomes to assess the transition. Instead, we 
quickly engaged with our IT and compliance departments 
to obtain access to a HIPAA approved video platform for 
virtual care. We reached out to each clinician, to determine 
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which patients in their schedule for the next week were acute 
and needed to be “seen”, converting those appointments to 
video/telephone. Lastly, we contacted our patients to notify 
them of the immediate changes. Within two weeks, all 
schedules were up and running via telehealth. At that point, 
we could not have predicted that one year later over 95% of 
our appointments would continue to be through telehealth.

Communication was essential during this transition to 
bring a dispersed community of clinicians together, provide 
information in a rapidly evolving system, and most impor-
tantly, create a sense that we can do this. The Director sent 
update emails each weekday, which became the vehicle for 
the “how tos” of implementation. Each day offered a new 
operational challenge. The strain of the steep learning curve 
and the challenge of assessing new and established patients 
over a phone or video was exhausting. The update emails 
balanced information with genuine appreciation for the clini-
cians’ effort in the setting of worry about the health of them-
selves and their loved ones. In 2 weeks, the email updates 
became weekly. And now, intermittent. Weekly video meet-
ings continued to share both information and experience, 
and eventually moved to monthly video meetings. We were 
able to capture quality improvement data through our annual 
patient satisfaction survey and thus able to assess some 
aspects of the patient experience of care several months into 
the “COVID” year. Overall patient satisfaction scores were 
two points higher compared to the year before COVID-19, 
reflecting that overall, the transition did not cause a drop 
on patient perception of care. We were able to use this and 
other quality metrics to help monitor care. One year later we 
better recognize a series of new metrics and care makers to 
study and assess.

Reflections 1 Year Later

We embraced telehealth out of necessity, responding to the 
crisis and the mental health surge of the past year. Our total 
visits for the year prior to the pandemic (2019), were just 
under 14,000. For the pandemic year (2020), our total visits 
were nearer to 15,000. In 2020, we decreased our cancella-
tion/no show rates by over 10%. The increased need for men-
tal health services, the ease of appointments, no travel, and 
direct outreach by the clinician, contributed to this decrease. 
By year’s end, approximately 65% of our visits are through 
video, while the rest are by telephone. We learned lessons 
about privacy, alliance and clinical care, as well as technol-
ogy itself over these 12 months and these themes appear 
in line with the experience of other practices earlier in the 
pandemic (Uscher-Pines et al., 2020).

Privacy, for patients and clinicians, became an area of 
creative navigation. The frame of sessions changed. Explicit 
encouragement by the clinicians for patients to find a quiet 

space was not enough to keep children, spouses, or pets 
out of the picture. We were brought on tours of patients’ 
homes, proudly shown awards and grandchildren’s pictures 
as well as shameful acknowledgments of clutter and mess. 
As clinicians we often hear of the important people in our 
patients’ lives, now we meet a spouse walking by the sofa. 
We learned a lot about our patients from these encounters. 
Appointments in cars became a frequent way for patients, 
and clinicians, to maintain therapeutic space. We continue 
to wonder how this shift in frame impacts the ongoing treat-
ment relationship. While we assessed privacy and digital 
health concerns with each patient, the need for new scales 
and tools to quantify and assess privacy issues in digital 
health is necessary to guide the field towards more informed, 
secure, and safer care.

In general, our patients in established relationships 
maintained strong therapeutic alliances in this new frame, 
as evidenced by the decrease in cancellations. While some 
patients described being uncomfortable speaking openly 
from their home, even out of earshot, most appeared at ease 
in their own environment, allowing the treatment to continue 
uninterrupted. To ensure all patients could benefit from the 
technology, we developed an administrative role of virtual 
navigator—related to a digital navigator (Wisniewski & 
Torous, 2020)—to reach out to patients for “practice” on 
the video platform prior to the appointment. This proved 
helpful to patients and clinicians alike, as clinicians could 
then use the time for treatment–instead of providing technol-
ogy assistance. While some have written about very negative 
experiences, this was not our experience (Markowitz et al. 
2020). Our quality metrics from the clinic noted that 92% 
of patients felt visits during COVID-19 met their clinical 
needs. As the types of technology and skills necessary to 
access it continue to change, finding scales that are easily 
able to assess digital literacy, telepsychiatry satisfaction, and 
new forms of therapeutic alliances will be critical to creating 
standards and benchmarks for the field.

Over this past year we have grown more comfortable with 
telehealth platforms and technology. All of our clinicians 
learned to navigate video platforms, regardless of their age. 
We discovered that there was no one ideal platform, instead 
utilizing five different telehealth platforms to best meet both 
our clinicians’ and patients’ needs. We did not formally 
assess individual clinicians’ acceptance or ease with the 
Telehealth. Anecdotally, our trainees and younger attend-
ings who had “grown up” with technology were more adept 
with the platforms. We established one of our technology 
savvy clinicians as the “go to” person for those staff who 
were struggling to implement the technology and integrate 
it into their practices, which proved invaluable.

Psychotherapy sessions with established patients were the 
easiest to transition to video or telephone. Initial psychiatric 
consultations were the most challenging, specifically with 
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acutely ill and cognitively compromised patients. Psychop-
harmacology follow up meetings were somewhere between 
the two, depending on the acuity of the patients’ symptoms. 
Using technologies like online forms and apps to collect 
symptoms was of benefit, especially in our neuropsychol-
ogy service. We recognize that technology will continue to 
update and evolve, but regardless of these changes see a role 
of a core set of digital health clinical competencies that can 
ensure all clinicians are ready to utilize different modes of 
technology to reach patients in needed.

We faced several challenges that went beyond privacy, 
alliance, and technology. While almost all patients were 
interested and willing to use technology, socioeconomic sta-
tus limited some access to the internet, video, or telephone. 
Linking different technology systems together, for example 
remote surveys appearing in medical records, was a chal-
lenge as was capturing data around gait, weight, and the 
Abnormal Involuntary Movement Scale (AIMS) as three 
examples. Finally, continued concerns around the pandemic 
limited the number of labs patients were willing to obtain.

As a teaching hospital, one of our missions is to provide 
excellent clinical training of psychiatry residents. In our pro-
gram, although each second year resident treats one outpa-
tient, our residents’ primary exposure to outpatient work is 
during their third and fourth years when they spend almost 
half of their time in our clinic. It is striking to reflect that 
our third year residents who began the year in July 2020, 
have been learning outpatient psychiatry primarily from 
their kitchens and living rooms. While our experienced cli-
nicians struggled to adjust to Telehealth, their vast clinical 
experience was still brought to the work. Most of our third 
year residents have never met their patients in person. Con-
cepts such as the psychiatric frame have been learned in the 
new adjusted format. Supervision has been adapted to video 
platforms, and quick consultations are accessed via Face-
time or phone calls. The ease of walking into a colleague’s 
office to share an important “moment” in treatment–joyful or 
troubling, has been lost. Zoom didactics and seminars have 
been shortened due to fatigue. Clinical case conferences 
have been adapted to patients joining via the video platform 
for the interview. It is unclear what aspects of learning have 
been lost, while what else has been gained.

Next Steps

The future of telehealth integration in outpatient practice 
will be determined by multiple factors (Haque, 2021). 
These factors present challenging confounders to ongo-
ing and new research efforts. First, all outpatient treat-
ment is not alike. The nature of the practice as well as the 
unique needs of a patient population must be considered. 
Our experience suggests that a hybrid model of in person 

and video may serve the needs of most established stable 
patients, balancing telehealth appointments with intermit-
tent in person visits. Initial evaluations and urgent clinical 
matters are likely best served with in person visits to pro-
vide a more thorough assessment. Second, reimbursement 
parity for telehealth around COVD-19 facilitated this tran-
sition to remote. Although the governor of our state passed 
a law safeguarding telehealth coverage for the next two 
years, it will require the cooperation of insurers and regu-
latory bodies. Understanding new reimbursement models 
is critical at this juncture for understanding what forms 
of care will be feasible to offer. Finally, we believe that 
technology and telehealth options will continue to expand 
and pose new opportunities for enhanced care. Explor-
ing how we can ensure those with lower digital literacy, 
cognitive impairment, and less access to stable internet is 
an important consideration in ensuring equality to care. 
Understanding and accounting for these factors in new 
research efforts will be an equally important considera-
tion in understanding the impact and effect of telehealth 
in the coming year.

Areas for future study abound and have only just begun. 
Just as COVID-19 offers the chance to now rethink the pub-
lic mental health system (Smith et al., 2021), it also presents 
the same opportunity at the clinic level with concomitant 
questions. Preliminary studies suggest that while many 
patients have reported their experience to be positive with 
Telehealth, a significant group prefers to return to in person. 
This was found in own our patient satisfaction survey results 
as well. One study found that approximately 8% of partici-
pants report that they would continue seeing their mental 
health provider by video after the stay at home recommen-
dations are lifted (Costa et al., 2020). A more robust study 
found that a little over half of patients surveyed agreed they 
would consider remote treatment in the future (Guinart et al., 
2021). Understanding the actual needs and preferences of 
patients, as well as clinicians, is a simple first step but one 
for which a clear picture does not actually exist today. As 
mental health services continue to adopt, new technologies 
will likely continue to accelerate change (Bickman 2020).

Conclusion

On both the systemic and individual level, we are left with 
a fair amount of uncertainty of what outpatient practice will 
look like at the end of 2021 and beyond. While research was 
harder during 2020, it also taught us flexibility in the face 
of crisis can provide opportunities. Telehealth enabled us to 
care for our patients through a period of intense instability 
and loss. After the pandemic passes, with renewed research 
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efforts we will discover whether telehealth offers not only 
adequate care, but enhanced care.
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