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Using a Patient Safety/Quality Improvement Model
to Assess Telehealth for Psychiatry and Behavioral
Health Services Among Special Populations During
COVID-19 and Beyond

Telehealth has been rapidly deployed in the
environment of the Coronavirus 2019 (COVID-
19) pandemic to help meet critical mental
health needs. As systems of care use telehealth
during the pandemic and evaluate the future
of telehealth services beyond the crisis, a
quality and safety framework may be useful in
weighing important considerations for using
telehealth to provide psychiatric and behav-
ioral health services within special pop-
ulations. Examining access to care, privacy,
diversity, inclusivity, and sustainability of
telehealth to meet behavioral and psychiatric
care needs in geriatric and disadvantaged
youth populations can help highlight key
considerations for health care organizations
in an increasingly electronic health care
landscape.
(Journal of Psychiatric Practice 2021;27;245–
253)
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Telehealth has been described as a “virtually per-
fect” solution for addressing health care needs
during the Coronavirus 2019 (COVID-19)
pandemic.1 Accordingly, telehealth has been rapidly
deployed in behavioral health settings to provide
continuity of services as physical distancing and
shelter-in-place guidelines have been implemented
to reduce the spread of infection.2–4 Key changes to
payment and policy, led largely by the Centers for
Medicare and Medicaid Services (CMS), have also
facilitated this urgently needed adoption. Namely,
CMS broadened payment options and expansion of
coverage for telehealth services for psychiatric and
behavioral health needs, including the capacity for
providers to leverage both audio-only as well as
video-based services to meet the needs of their
patients. CMS also expanded the 1135 Waiver to

reimburse services in health care locations beyond
rural settings and included payment for telehealth
in office-based, hospital-based, and other sites (eg,
the patient’s home).2,5,6

These changes in federal payment policy directly
impacted the delivery of care for older Americans,
since Medicare is the primary insurance source for
many individuals 65 years of age and older. Chil-
dren and youth have also been impacted by payment
changes at the federal and state levels. According to
the 2018 US Census Bureau Report, nearly 36% of
children were covered by Medicaid or by the Child-
ren’s Health Insurance Program (CHIP), both pro-
grams that target low-income children, as their
primary insurance.3 Taken together, these shifts in
federal-level and state-level decisions on payment
for telehealth services, alongside the urgency of
adoption, are likely to lead to a rapid increase in
telehealth adoption across the United States.
Indeed, rapid telehealth implementation as a tool to
reduce the infectious spread and improve access to
health care has already been described throughout
the COVID-19 pandemic.4,7–10

SPECIAL SUBPOPULATIONS

Undoubtedly, there are many special sub-
populations and clinical contexts to consider in
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relation to telehealth delivery. The implications of
the electronic delivery of health care services will
necessarily differ from setting to setting and from
population to population. To illustrate this issue, in
this article we highlight special considerations
related to 2 key subpopulations, geriatric individu-
als and disadvantaged youth, focusing on the use of
telehealth services within the psychiatric and
behavioral health context in these 2 populations
(Table 1). The use of telehealth to provide psychi-
atric and behavioral health services has previously
been investigated—before the pandemic—as an
option to address severe shortages in the psychi-
atric workforce and as a means of addressing bar-
riers to care access in these 2 underserved
populations.11–15 Older adults and disadvantaged
youth may have amplified mental health needs in
the context of the COVID-19 pandemic, giving rise
to additional considerations as to how to best meet
the needs of these groups using telehealth.

For instance, given the risk for more severe
COVID-19 illness with increasing age and comorbid
medical conditions, older adults have routinely been
cautioned to take more restrictive precautions to
prevent infection, including physical distancing and
restricting movements within their communities
and among social circles. In their efforts to align
with public health guidance, geriatric populations
may become more socially isolated and this iso-
lation may negatively impact mental health in
these individuals.16,17 Disadvantaged youth, who

are already at increased risk for psychiatric and
behavioral problems and poor health outcomes,
grapple with a cascade of disruptions to their lives
across multiple domains from family, to home, to
school, to the community.18–21 Disadvantaged youth
are disproportionally youth of color and are mem-
bers of communities who have suffered significantly
and differentially within the pandemic.22 Much like
their adult counterparts, children hospitalized with
the COVID-19 virus have been documented as more
likely to be racial/ethnic minority youth.23,24

Minority youth also represent a large proportion of
individuals likely to develop the multisystem
inflammatory syndrome associated with the
disease.25,26 When taken together with vulner-
ability to the virus, the weight of psychosocial
challenges is no doubt amplified in the COVID
environment, increasing the potential for psychi-
atric distress and the need for behavioral health
services.

While the pandemic is far from over, as evidenced
by a resurgence of cases in a growing number of
states in the United States, care systems must
begin carefully weighing the future of telehealth
services within their organizations.8 Although pay-
ment and policies have shifted favorably toward
telehealth adoption and point toward the use and
implementation of telehealth to improve access to
mental health services, further reimbursement
considerations loom large as health care systems
await potential changes to the emergency expan-
sion in coverage.27 As organizations seek to pre-
serve the clear gains and benefits associated with
telehealth, a strategic approach to maintaining
telehealth during the pandemic and beyond needs
to include examination of quality and safety, espe-
cially as they relate to differential effectiveness of
audio-only, video, and in-person services.

THE SIX DOMAINS OF HEALTH CARE QUALITY

The Six Domains of Health Care Quality, which is a
set of guidelines for optimizing patient care cap-
tured by the STEEEP (Safe, Timely, Effective,
Efficient, Equitable, and Patient-Centered) Care
Model,28 can be used to evaluate telehealth in the
COVID-19 environment for benefits and oppor-
tunities for improvement. Figure 1 visually displays
the STEEEP model which is characterized by 3
overarching aims: improving population health,

TABLE 1. Health Care Settings in Which
Older Adults and Disadvantaged Youth
Receive Telehealth

Emergency department
Inpatient
Psychiatric consult service
Psychiatric hospitalization

Ambulatory
Specialty clinic with psychiatric outpatient
consultation

Partial hospitalization program/intensive
outpatient program

Outpatient mental health clinic
Integrated primary care provider/mental health
clinic

Nursing home
Group home
Home health
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enhancing the patient care experience, and reduc-
ing costs of care delivery.

In this article, we outline considerations for
assessing the quality of care for telehealth adoption
to address mental health care needs in 2 special
populations, geriatric individuals and dis-
advantaged youth. A quality and safety framework
is critical in evaluating the impact of telehealth
delivery in relation to access to care, privacy con-
cerns, diversity and inclusion, and rapid changes in
telehealth policies.

Safe

Safety has been described as an important compo-
nent of care delivery.7,27,29–31 Many of the system-
atic reviews in telehealth for psychiatry focus on
usability, feasibility, acceptability, sustainability,
and efficacy, with fewer studies focusing on
safety.15,29,30 Review articles have also described
the accessibility benefit of using telehealth for psy-
chiatric care. This is especially important in the
older adult population, as many older adults have
difficulty with mobility and have improved access
through home-based services.12,32–34 In addition,
benefits of telehealth for psychiatric and behavioral
care in child and adolescent populations include a
baseline increase in access to mental health serv-
ices, particularly in underserved youth, which is
critical given the significant deficits in providers in
this area identified in the literature.14 Of note,

underserved youth may have difficulties accessing
care because of limited and/or unreliable access to
the Internet and technological tools. As telehealth
implementation occurs on a larger scale, studies are
needed to focus on specific safety concerns related to
psychiatric care.

In the following discussion, we use an example
related to suicide care to highlight safety-related
aspects of telehealth use. During the COVID-19
pandemic, it became necessary to treat individuals
at high risk for suicide who did not meet strict
requirements for inpatient psychiatric care as
outpatients.35 Reports are also emerging in the lit-
erature in direct response to the pandemic to give
providers tools for managing suicide risk on the
telehealth platform.36 However, on the whole, acute
safety concerns and risk mitigation models in tele-
health have not been studied sufficiently to allow
for robust comparisons with standard care.12,32,37–40

Technology may be one useful option to support
the safe delivery of telehealth services in psychi-
atric care. Measurement tools for patient symptoms
and safety planning can be used to monitor safety.
For example, the Columbia Suicide Severity Rating
Scale (CSSRS)41 and other depression symptom
scales can be embedded in the electronic medical
record to track symptoms across time and clinical
locations. Similarly, validated suicide safety plan-
ning tools, such as the Stanley-Brown Patient
Safety Plan,42,43 can be adapted for electronic
use.14,44 Both the CSSRS and the Stanley-Brown
Patient Safety Plan can be digitally incorporated

FIGURE 1. STEEEP Care Model.28
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into the electronic medical record as measurement
tools and can be viewed by psychiatric providers in
different clinical settings. For organizations that do
not have electronic versions of symptom measure-
ment scales or standardized tools for suicide
assessment and safety planning, digitizing tools to
allow for easy accessibility and evaluation of safety
is an important consideration for telehealth.

Operational workflows within the organization
should be carefully considered if a patient has
escalating safety concerns that indicate the need to
move to the next higher level of intervention, such
as inpatient care. For instance, when receiving
telehealth for mental health needs in the ambula-
tory setting, a patient may report suicidal ideation
or self-harm ideation during a virtual individual or
group psychotherapy session. The need to escalate
care and the safety of care is especially important
for older adults and disadvantaged youth. For
example, older adults who live alone in an apart-
ment may describe suicidal ideation while on the
phone and the phone line then cuts off during the
session. Similarly, youth may display self-injurious
behaviors during a video session while on camera.
Institutions need to identify triage and operational
workflows to evaluate the patient to determine
referral for emergency evaluation and, potentially,
inpatient admission. Ensuring the availability of a
caregiver to help mitigate risk in youth and older
adults receiving treatment from home may also be
considered, including leveraging care coordination
resources and agency supports, as these pop-
ulations may already place unique demands on
familial resources and similar supports (eg, a care-
giver who works in a position that does not allow for
remote work, limiting his or her availability to offer
continuous in-home support).

Timely

For many patients, telehealth has been an impor-
tant option to facilitate continuity of psychiatric
service from home during the pandemic, although
pathways to this timely access can present sig-
nificant challenges requiring careful management.
The timely adoption of technology in psychiatric
settings can be challenging, as exemplified by
delays in the adoption of electronic medical
records.45 Although many hospitals and clinical

settings may be eager to adopt telehealth to pre-
serve their provider workforce (eg, allowing for
home-based work and lower chances of exposure),
deficits in information technology infrastructure to
deploy services via telehealth have posed major
challenges. Telehealth requires that both patients
and providers are familiar with (or can learn) the
needed technology and have access to devices with
stable and reliable internet connectivity. Patients,
providers, and clinical support staff have undergone
rapid training in the use of technology to facilitate
these needed services. As guidance changes and
shifts with respect to acceptable platforms for psy-
chiatric and psychotherapy telehealth services,
these groups will necessarily need to learn how to
interface with institutionally accepted software.
Opportunities for education and guidance on how to
utilize and obtain access to appropriate technology
to receive services will be critical both during the
pandemic and beyond.

Effective

Many studies have established the benefit of tele-
health, using both video and audio-only methods, in
providing effective care for the treatment of depres-
sion and other psychiatric conditions.12–14,38,40,46–48

However, pragmatic studies are needed to assess the
recent broader adoption in less controlled settings
that has occurred due to the pandemic crisis, and in
settings with less a priori technology infrastructure.
For example, in clinical settings that are newly
deploying telehealth for psychotherapy services,
guides will need to be developed to translate evi-
dence-based treatment modalities (eg, cognitive
behavioral therapy and dialectal behavioral therapy)
to digital settings. An examination of the efficacy of
audio-only interventions, which may be more heavily
utilized by older populations, is especially needed. In
addition, safety and privacy are important aspects to
consider in the study of effective telehealth delivery,
especially in behavioral health, as individuals may be
in the same physical space as other individuals when
care is being delivered. One important example
involves the situation in which a minor with a history
of trauma suffered from an abusive caregiver is
receiving telehealth care in the home where the
abusive caregiver is present, which can manifest in
safety and access concerns for the minor. The
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processes by which telehealth is adopted and imple-
mented across broad communities can vary, so that
rigorous evaluation is needed to study the effects of
dissemination and implementation, especially to
address the feasibility and fidelity of evidence-based
mental health models being used through
telehealth.49 In addition, evaluation of behavioral
health safety interventions translated into the vir-
tual environment (as recommended above in Safety)
are needed to assess their efficacy in improving safety
and outcomes.

Measurement-based care (MBC) is the evidence-
based practice of using systematic and routine
measurement of patient-reported outcomes to
inform treatment decisions,50 and it may be a
helpful tool in evaluating the efficacy of telehealth
services. MBC supports high-quality, patient-
centered, collaborative care by eliciting patient self-
report of clinical symptoms and other markers of
meaningful treatment progress (eg, quality of life)
at regular intervals throughout treatment and
using this information to guide the course of treat-
ment. MBC has been shown to be effective in
improving patient outcomes, including faster and
greater symptom reduction and increased patient
engagement.51,52 Although it is not a primary
function of MBC, data from MBC can be aggregated
across patients to help systems evaluate the quality
of services,53 and, in the case of telehealth, whether
there is equivalence in patient-reported outcomes
when patients are treated via telehealth compared
with in-person care. Because MBC may be a way to
gauge patient engagement, systems can evaluate
whether there is equivalency in overall patient
engagement by evaluating patterns of completion of
MBC measures and usage in patients receiving
telehealth compared with in-person services.
Beyond MBC, future research will necessarily
include an evaluation of patient satisfaction and
experience with telehealth services to fully examine
whether telehealth serves as a patient-centered
approach to care.

Efficient

Telehealth can involve a variety of modalities,
including consultation-based telehealth, in which
providers engage with other providers without
providing direct patient care; synchronous care, in

which a provider connects with a patient in real
time through either video or audio-only visits; and
asynchronous care, in which providers and patients
connect via messaging or recorded videos and
messages, but not directly in real time. Given these
various possible modalities, telehealth is likely to
support increased efficiency of clinical services for
psychiatric care.

A major area of efficiency includes a reduction in
overall time commitment, including travel time and
coordination of needed supports to attend appoint-
ments. The lack of travel alone may also remedy a
number of other structural and economic barriers to
receiving optimal care in both geriatric and dis-
advantaged youth populations. In geriatric pop-
ulations, the potential need for assisted travel in
individuals who have concerns about ambulation
may be alleviated through telehealth service deliv-
ery. In youth, the participation of caregivers is a
fundamental element of psychiatric treatment.
Caregivers who are under-resourced and lack reli-
able transportation may work multiple jobs and
have childcare responsibilities. Individuals with
limited childcare support may be better able to
participate in telehealth than in-person appoint-
ments, given the reduced travel burdens and thus
the reduction in the time required to receive treat-
ment. Finally, telehealth may allow for more effi-
ciency in routine coordination of care for youth who
are being served by multiple social systems, such as
child protective services, as these providers may be
better able to attend necessary family and care
coordination meetings with patients and providers
when these are held online. However, these gains in
efficiency for patients and families may increase the
time involved for providers, whose need to monitor
asynchronous electronic communications with
patients and other stakeholders in the patient’s
care may potentially increase. Future research will
need to evaluate whether the efficiency gains
afforded to patients help to balance these potential
increased demands on providers.

In addition, despite these gains in efficiency,
telehealth may have a further impact on loneliness
and social isolation among both disadvantaged
youth and geriatric individuals.16,17,54 For instance,
the ritual of attending in-person provider visits
may be organizing, containing, and helpful to
patients in creating a predictable structure.
Although telehealth appointments can address
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some structure-related issues, the element of being
greeted by front office staff and informal con-
nections established during in-person visits with
the ancillary staff may not be possible to recreate
with telehealth. This may be felt especially strongly
among geriatric and youth populations receiving
group-based psychiatric treatment on telehealth, as
the efficiency gained may result in some diminished
milieu benefits.

Equitable

It is not clear to what extent the availability of
telehealth services among older adults and dis-
advantaged youth is equitable. Indeed, there are
perceptions that older adults have significant bar-
riers to utilizing telehealth for psychiatric care,
including a perceived lack of knowledge of techno-
logy, mental illness itself, and inability to access the
necessary devices.55–57 Within geriatric psychiatry,
older adults with depression, especially older Afri-
can American individuals, are less likely to seek
care due to stigma.56,58–60 Stigma associated with
mental health care and lower rates of seeking
services are equally well documented among young
populations of color.61–67 As shifts in the use of
telehealth occur, epidemiological studies are needed
to track utilization and any disparities that occur on
the basis of age, to track equitable access in terms of
racial differences, and receptivity to obtaining care
due to stigma. The COVID-19 pandemic has high-
lighted the existence of particularly vulnerable
geriatric and youth populations, including those
who are homeless and those with limited socio-
economic support for obtaining a communication
device to access mental health on telehealth plat-
forms. For some individuals, factors such as
preference, knowledge, and access may result in
audio-only devices being more readily available or
in fact being the only tool available for telehealth
delivery, especially given the limited availability
of hardware and broadband technology in dis-
advantaged settings.4,68

In addition, individuals may experience exacer-
bations in their clinical presentations due to the
presence of multiple comorbidities, including med-
ical, substance use, and psychiatric conditions.
These individuals may have less access to suppor-
tive services, as many programs have closed and

group therapies are becoming virtual. Less social
contact with family, close providers, and peers can
lead to a potential deterioration in health and psy-
chological distress from self-quarantine.19,69 Many
individuals with multiple morbidities, especially
those with mental health conditions, faced chal-
lenges obtaining needed care even before the
pandemic.70,71 Thus, as organizations plan for
services beyond the crisis, they will benefit from
future investigations that seek to understand
whether telepsychiatry can be equitably imple-
mented among older adults and disadvantaged
youth with psychiatric needs, especially considering
differential patterns of use on the basis of age,
socioeconomic and housing status, and the presence
of multiple comorbid conditions, as all of these fac-
tors can have an impact both on access to and use of
technology for accessing care.

Patient-centered

Older adults are disproportionately affected by
COVID-19. This age quartile has suffered the most
severe impacts and the highest mortality rates
from COVID-19.72 Nursing homes and hospitals
have developed specialized units for COVID-19
patients, to group patients with a positive test into
cohorts and use telemedicine to treat them to
minimize provider exposure. As many of the
patients who need hospital-based care or long-term
care are those who have a more severe illness, the
older adults who are in hospitals and long-term
care can be especially challenged by this mandated
social isolation. Specifically, older adults are iso-
lated in a hospital room with limited ability to
interact with others, which likely perpetuates
loneliness and anxiety symptoms. Given the
restrictions on family and caregiver visits to mini-
mize exposure, patients may be especially lonely
during times of critical illness and especially dur-
ing end-of-life care. Health care organizations
should consider providing older adults with oppor-
tunities to connect with family members and care
providers digitally, especially if they are in iso-
lation. In addition, providers might consider more
frequent and proactive outreach to older adults
who may be struggling with isolation precautions.
Many older adults in hospital-based or long-term
care, for whom telemedicine is the only option to
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receive care from a provider, may need additional
support to facilitate patient-centered care.

Another important factor in the patient-centered
use of telemedicine involves the perceptions of
providers and patients concerning security and
privacy.73 Notably, CMS shifted its policy to waive
penalties for violations of the Health Insurance
Portability and Accountability Act (HIPAA) for
providers using FaceTime or Skype for daily com-
munications with patients during the COVID-19
pandemic.5 Although HIPAA violations were
waived in the context of an urgent need to trans-
form in-person health services to telehealth during
the pandemic, providers and health care organ-
izations should still try to safeguard patients’ pri-
vacy when patients access care through telehealth,
such as conducting telehealth in private rooms and
office spaces with limited other distractions. In
additions, providers and health care organizations
should consider minimizing the security risks of the
software that is being used. For example, for audio-
only visits, organizations should consider partner-
ing with a HIPAA-compliant consumer-based Voice
over Internet Protocol (VoIP) service, since not all
VoIP services comply with HIPAA’s Privacy and
Security Rule.74 In addition to provider-patient–
related privacy concerns, patients who live in space-
limited settings with other individuals (such as
family members), which may be especially salient
among populations of disadvantaged youth, may
find it difficult to achieve privacy for telehealth
visits. Toward that end, qualitative studies are
needed to gather data on patient experiences as
technologies are deployed for psychiatric services
delivered via telehealth during COVID-19.

CONCLUSIONS

The STEEEP framework is a helpful tool for
reviewing the quality and delivery of telehealth
services among geriatric and disadvantaged youth
populations receiving behavioral health care. Tele-
psychiatry has been rapidly deployed in the COVID
environment to help meet critical mental health
needs. As care systems use telehealth during the
pandemic and evaluate the future of telehealth
services beyond the crisis, a quality and safety
framework may be useful in weighing important
considerations for using telehealth in special pop-
ulations. Given the vulnerabilities associated with

both geriatric and disadvantaged youth pop-
ulations, it is important to consider the implications
for these populations in terms of access to care,
privacy, diversity and inclusivity, and sustain-
ability associated with rapid changes in telehealth
policies. Although in this article we have high-
lighted special considerations in 2 subpopulations
to demonstrate the utility of the STEEEP frame-
work in reviewing telehealth, further research is
needed to evaluate the impact of telehealth delivery
of psychiatric services on the basis of key demo-
graphic variables such as race, ethnicity, socio-
economic status, and potential correlates (eg,
private physical space, technology access including
broadband internet and device access).

Ongoing work is necessary to better understand
health care disparities, to quantitatively track the
impact and effectiveness of care, and to qual-
itatively gather data on the patient experience of
care delivered by telehealth. Similarly, future
research and practice should evaluate specific
metrics to gain a better understanding of realized
efficiency in telehealth, including changes in
appointment volume, no-show rates, and modality
of care chosen by patients (and their rationale for
doing so) when given the option.

REFERENCES

1. Hollander JE, Carr BG. Virtually perfect? Telemedicine
for COVID-19. N Engl J Med. 2020;382:1679–1681.

2. Mervosh S, Lu D, Swales V. See which states and cities
have told residents to stay at home. New York Times;
2020. Available at: www.nytimes.com/interactive/2020/
us/coronavirus-stay-at-home-order.html. Accessed May 5,
2021.

3. Berchick ER, Barnett JC, Upton RD. Upton Current
Population Reports, P60-267(RV): Health Insurance
Coverage in the United States: 2018. Washington, DC:
Bureau of the Census; 2019. Available at: www.census.
gov/content/dam/Census/library/publications/2019/demo/
p60-267.pdf. Accessed May 5, 2021.

4. Berg EA, Picoraro JA, Miller SD, et al. COVID-19-A
guide to rapid implementation of telehealth services: a
playbook for the pediatric gastroenterologist. J Pediatr
Gastroenterol Nutr. 2020;70:734–740.

5. Centers for Medicare and Medicaid Services (CMS).
Medicare Telemedicine Healthcare Provider Fact Sheet
2020. Baltimore, MD: CMS; 2020. Available at: www.cms.
gov/newsroom/fact-sheets/medicare-telemedicine-health-
care-provider-fact-sheet. Accessed May 5, 2021.

6. Jernigan DB. CDC COVID-19 Response Team. Update:
Public health response to the Coronavirus Disease 2019
outbreak-United States, February 24, 2020. MMWR
Morb Mortal Wkly Rep. 2020;69:216–219.

Journal of Psychiatric Practice Vol. 27, No. 4 July 2021 251

TELEHEALTH MODELS FOR SPECIAL POPULATIONS DURING COVID

Copyright © 2021 Wolters Kluwer Health, Inc. All rights reserved.

http://www.nytimes.com/interactive/2020/us/coronavirus-stay-at-home-order.html
http://www.nytimes.com/interactive/2020/us/coronavirus-stay-at-home-order.html
http://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf
http://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf
http://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf
http://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
http://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
http://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet


7. Childs AW, Unger A, Li L. Rapid design and deployment
of intensive outpatient, group-based psychiatric care
using telehealth during coronavirus disease 2019
(COVID-19). J AmMed Inform Assoc. 2020;27:1420–1424.

8. Haque SN. Telehealth beyond COVID-19. Psychiatr Serv.
2021;72:100–103.

9. Lynch DA, Medalia A, Saperstein A. The design,
implementation, and acceptability of a telehealth com-
prehensive recovery service for people with complex
psychosis living in NYC during the COVID-19 crisis.
Front Psychiatry. 2020;11:581149.

10. Middleton A, Simpson KN, Bettger JP, et al. COVID-19
pandemic and beyond: considerations and costs of tele-
health exercise programs for older adults with functional
impairments living at home—lessons learned from a pilot
case study. Phys Ther. 2020;100:1278–1288.

11. Gardner JS, Plaven BE, Yellowlees P, et al. Remote
telepsychiatry workforce: a solution to psychiatry’s work-
force issues. Curr Psychiatry Rep. 2020;22:8.

12. Gentry MT, Lapid MI, Rummans TA. Geriatric tele-
psychiatry: systematic review and policy considerations.
Am J Geriatr Psychiatry. 2019;27:109–127.

13. Backhaus A, Agha Z, Maglione ML, et al. Videoconfer-
encing psychotherapy: a systematic review. Psychol Serv.
2012;9:111–131.

14. Boydell KM, Hodgins M, Pignatiello A, et al. Using
technology to deliver mental health services to children
and youth: a scoping review. J Can Acad Child Adolesc
Psychiatry. 2014;23:87–99.

15. Myers KM, Valentine JM, Melzer SM. Feasibility, accept-
ability, and sustainability of telepsychiatry for children
and adolescents. Psychiatr Serv. 2007;58:1493–1496.

16. Hwang TJ, Rabheru K, Peisah C, et al. Loneliness and
social isolation during the COVID-19 pandemic. Int
Psychogeriatr. 2020;32:1217–1220.

17. Shrira A, Hoffman Y, Bodner E, et al. COVID-19-related
loneliness and psychiatric symptoms among older adults:
the buffering role of subjective age. Am J Geriatr
Psychiatry. 2020;28:1200–1204.

18. Hoagwood KE, Kelleher KJ. A Marshall Plan for child-
ren’s mental health after COVID-19. Psychiatr Serv.
2020;71:1216–1217.

19. Brooks SK, Webster RK, Smith LE, et al. The psycho-
logical impact of quarantine and how to reduce it: rapid
review of the evidence. Lancet. 2020;395:912–920.

20. Santiago CD, Kaltman S, Miranda J. Poverty and
mental health: how do low-income adults and children
fare in psychotherapy? J Clin Psychol. 2013;69:
115–126.

21. Howell E, McFeeters J. Children’s mental health care:
differences by race/ethnicity in urban/rural areas. J
Health Care Poor Underserved. 2008;19:237–247.

22. Jiang Y, Ekono M, Skinner C. Basic facts About Low-
income Children: Children Under 18 Years, 2013.
New York, NY: National Center for Children in Poverty,
Mailman School of Public Health, Columbia University;
2015. Available at: www.nccp.org/wp-content/uploads/
2015/01/text_1100.pdf. Accessed May 5, 2021.

23. Fernandes DM, Oliveira CR, Guerguis S, et al. Severe
acute respiratory syndrome coronavirus 2 clinical syn-
dromes and predictors of disease severity in hospitalized
children and youth. J Pediatr. 2021;230:23.e10–31.e10.

24. Millett GA, Jones AT, Benkeser D, et al. Assessing
differential impacts of COVID-19 on black communities.
Ann Epidemiol. 2020;47:37–44.

25. Feldstein LR, Rose EB, Horwitz SM, et al. Multisystem
inflammatory syndrome in U.S. children and adolescents.
N Engl J Med. 2020;383:334–346.

26. Godfred-Cato S, Bryant B, Leung J, et al. COVID-
19-associated multisystem inflammatory syndrome in
children-United States, March-July 2020. MMWR Morb
Mortal Wkly Rep. 2020;69:1074–1080.

27. Cowan KE, McKean AJ, Gentry MT, et al. Barriers to use
of telepsychiatry: clinicians as gatekeepers. Mayo Clin
Proc. 2019;94:2510–2523.

28. Institute of Medicine (US) Committee on Quality of
Health Care in America. Crossing the Quality Chasm : A
New Health System for the 21st Century. Washington,
DC: National Academies Press; 2001.

29. Luxton DD, Sirotin AP, Mishkind MC. Safety of tele-
mental healthcare delivered to clinically unsupervised
settings: a systematic review. Telemed J E Health.
2010;16:705–711.

30. McLean S, Sheikh A, Cresswell K, et al. The impact of
telehealthcare on the quality and safety of care: a
systematic overview. PLoS One. 2013;8:e71238.

31. Nates LKC, Neto AC, Pereira AJ, et al. Quality improve-
ment model (IHI) as a strategy to implement a sepsis
protocol in a public hospital in Brazil. BMJ Open Qual.
2020;9:e000354.

32. Dham P, Colman S, Saperson K, et al. Collaborative care
for psychiatric disorders in older adults: a systematic
review. Can J Psychiatry. 2017;62:761–771.

33. Edirippulige S, Martin-Khan M, Beattie E, et al. A
systematic review of telemedicine services for residents
in long term care facilities. J Telemed Telecare. 2013;19:
127–132.

34. Narasimha S, Madathil KC, Agnisarman S, et al. Designing
telemedicine systems for geriatric patients: a review of the
usability studies. Telemed J E Health. 2017;23:459–472.

35. Joint Task Force for the Development of Telepsychology
Guidelines for Psychologists. Guidelines for the practice
of telepsychology. Am Psychol. 2013;68:791–800.

36. Jobes DA, Crumlish JA, Evans AD. The COVID-19
pandemic and treating suicidal risk: the telepsychother-
apy use of CAMS. J Psychother Integr. 2020;30:226–237.

37. Andrews G, Newby JM, Williams AD. Internet-delivered
cognitive behavior therapy for anxiety disorders is here to
stay. Curr Psychiatry Rep. 2015;17:533.

38. Hubley S, Lynch SB, Schneck C, et al. Review of key
telepsychiatry outcomes. World J Psychiatry. 2016;6:
269–282.

39. Sztein DM, Koransky CE, Fegan L, et al. Efficacy of
cognitive behavioural therapy delivered over the Internet
for depressive symptoms: a systematic review and meta-
analysis. J Telemed Telecare. 2018;24:527–539.

40. Tuerk PW, Keller SM, Acierno R. Treatment for anxiety
and depression via clinical videoconferencing: evidence
base and barriers to expanded access in practice. Focus
(Am Psychiatr Publ). 2018;16:363–369.

41. Posner K, Brown GK, Stanley B, et al. The Columbia-
Suicide Severity Rating Scale: initial validity and
internal consistency findings from three multisite studies
with adolescents and adults. Am J Psychiatry. 2011;168:
1266–1277.

42. Stanley B, Brown GK. Safety planning intervention: a
brief intervention to mitigate suicide risk. Cogn Behav
Pract. 2012;19:256–264.

43. Stanley B, Brown GK, Brenner LA, et al. Comparison of
the safety planning intervention with follow-up vs usual

252 July 2021 Journal of Psychiatric Practice Vol. 27, No. 4

TELEHEALTH MODELS FOR SPECIAL POPULATIONS DURING COVID

Copyright © 2021 Wolters Kluwer Health, Inc. All rights reserved.

http://www.nccp.org/wp-content/uploads/2015/01/text_1100.pdf
http://www.nccp.org/wp-content/uploads/2015/01/text_1100.pdf


care of suicidal patients treated in the emergency
department. JAMA Psychiatry. 2018;75:894–900.

44. Stanley B, Brown GK, Karlin B, et al. Safety Plan Treatment
Manual To Reduce Suicide Risk: Veteran Version. Wash-
ington, DC: United States Department of Veterans Affairs;
2008. Available at: http://suicidesafetyplan.com/uploads/VA_
Safety_planning_manual.pdf. Accessed May 7, 2021.

45. Busch AB, Bates DW, Rauch SL. Improving adoption of
EHRs in psychiatric care. N Engl J Med. 2018;378:
1665–1667.

46. Abrams J, Sossong S, Schwamm LH, et al. Practical
issues in delivery of clinician-to-patient telemental
health in an academic medical center. Harv Rev
Psychiatry. 2017;25:135–145.

47. Torous J, Jan Myrick K, Rauseo-Ricupero N, et al. Digital
mental health and COVID-19: using technology today to
accelerate the curve on access and quality tomorrow.
JMIR Ment Health. 2020;7:e18848.

48. Varker T, Brand RM, Ward J, et al. Efficacy of
synchronous telepsychology interventions for people with
anxiety, depression, posttraumatic stress disorder, and
adjustment disorder: a rapid evidence assessment.
Psychol Serv. 2019;16:621–635.

49. Arora PG, Connors EH, Blizzard A, et al. Dissemination
and implementation science in program evaluation: a
telemental health clinical consultation case example. Eval
Program Plann. 2017;60:56–63.

50. Scott K, Lewis CC. Using measurement-based care to
enhance any treatment. Cogn Behav Pract. 2015;22:49–59.

51. Shimokawa K, Lambert MJ, Smart DW. Enhancing
treatment outcome of patients at risk of treatment
failure: meta-analytic and mega-analytic review of a
psychotherapy quality assurance system. J Consult Clin
Psychol. 2010;78:298–311.

52. Lambert MJ, Whipple JL, Kleinstäuber M. Collecting and
delivering progress feedback: a meta-analysis of routine
outcome monitoring. Psychotherapy. 2018;55:520–537.

53. Connors EH, Douglas S, Jensen-Doss A, et al. What gets
measured gets done: how mental health agencies can
leverage measurement-based care for better patient care,
clinician supports, and organizational goals. Adm Policy
Ment Health. 2021;48:250–265.

54. Roy J, Jain R, Golamari R, et al. COVID-19 in the
geriatric population. Int J Geriatr Psychiatry. 2020;35:
1437–1441.

55. Greer B, Robotham D, Simblett S, et al. Digital exclusion
among mental health service users: qualitative inves-
tigation. J Med Internet Res. 2019;21:e11696.

56. Conner KO, Copeland VC, Grote NK, et al. Mental health
treatment seeking among older adults with depression:
the impact of stigma and race. Am J Geriatr Psychiatry.
2010;18:531–543.

57. D’Cruz M, Banerjee D. ‘An invisible human rights crisis’:
The marginalization of older adults during the COVID-19
pandemic—an advocacy review. Psychiatry Res. 2020;292:
113369.

58. Egede LE, Acierno R, Knapp RG, et al. Psychotherapy for
depression in older veterans via telemedicine: a

randomised, open-label, non-inferiority trial. Lancet
Psychiatry. 2015;2:693–701.

59. Ramos K, Cortes J, Wilson N, et al. Vida Calma: CBT for
anxiety with a Spanish-speaking Hispanic adult. Clin
Gerontol. 2017;40:213–219.

60. Sadavoy J, Meier R, Ong AY. Barriers to access to mental
health services for ethnic seniors: the Toronto study. Can
J Psychiatry. 2004;49:192–199.

61. Adelsheim S. From school health to integrated health:
expanding our children’s public mental health system.
Acad Psychiatry. 2014;38:405–408.

62. Aguirre Velasco A, Cruz ISS, Billings J, et al. What are
the barriers, facilitators and interventions targeting
help-seeking behaviours for common mental health
problems in adolescents? A systematic review. BMC
Psychiatry. 2020;20:293.

63. Beers N, Joshi SV. Increasing access to mental health
services through reduction of stigma. Pediatrics. 2020;145:
e20200127.

64. Gronholm PC, Ford T, Roberts RE, et al. Mental health
service use by young people: the role of caregiver
characteristics. PLoS One. 2015;10:e0120004.

65. Gronholm PC, Nye E, Michelson D. Stigma related to
targeted school-based mental health interventions: a
systematic review of qualitative evidence. J Affect Disord.
2018;240:17–26.

66. Gulliver A, Griffiths KM, Christensen H. Barriers and
facilitators to mental health help-seeking for young elite
athletes: a qualitative study. BMC Psychiatry. 2012;12:157.

67. Henderson C, Evans-Lacko S, Thornicroft G. Mental
illness stigma, help seeking, and public health programs.
Am J Public Health. 2013;103:777–780.

68. Contreras CM, Metzger GA, Beane JD, et al. Tele-
medicine: patient-provider clinical engagement during
the COVID-19 pandemic and beyond. J Gastrointest
Surg. 2020;24:1692–1697.

69. Zhang C-Q, Chung P-K, Zhang R, et al. Socioeconomic
inequalities in older adults’ health: the roles of neighbor-
hood and individual-level psychosocial and behavioral
resources. Front Public Health. 2019;7:318.

70. Ho JW, Kuluski K, Im J. “It’s a fight to get anything you
need”—accessing care in the community from the
perspectives of people with multimorbidity. Health
Expect. 2017;20:1311–1319.

71. Garg R, Shen C, Sambamoorthi N, et al. Type of
multimorbidity and propensity to seek care among elderly
medicare. J Health Dispar Res Pract. 2017;10:34–51.

72. Bialek S, Boundy E, Bowen V, et al. Severe outcomes
among patients with coronavirus disease 2019 (COVID-
19)—United States, February 12–March 16, 2020.
MMWR Morb Mortal Wkly Rep. 2020;69:343–346.

73. Antoniotti NM. The technology-privacy conundrum.
HIPAA perspectives for telehome care providers. Caring.
2003;22:20–23.

74. Watzlaf VJ, Dealmeida DR, Zhou L, et al. Protocol for a
systematic review of telehealth privacy and security
research to identify best practices. Int J Telerehabil.
2015;7:15–22.

Journal of Psychiatric Practice Vol. 27, No. 4 July 2021 253

TELEHEALTH MODELS FOR SPECIAL POPULATIONS DURING COVID

Copyright © 2021 Wolters Kluwer Health, Inc. All rights reserved.

http://suicidesafetyplan.com/uploads/VA_Safety_planning_manual.pdf
http://suicidesafetyplan.com/uploads/VA_Safety_planning_manual.pdf

