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Telehealth: Mental Health Services, Law and Ethics, and other Important Considerations (Meets CA BBS Telehealth Coursework Requirements) CE Course 3 CE Units/Hours
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Course Disclaimer: The contents of this course in its entirety are for informational purposes only and are in no way intended as a replacement for legal advice. In no event shall Aspira Continuing Education or its content providers be liable for any claims or damages resulting from the use of or inability to use this course or the content, whether based on warranty, contract, tort, or any other legal theory, and whether or not we are advised of the possibility of such damages and is not liable for any personal injury caused by the use or misuse of any information contained throughout the following course.

Course Objectives: In addition to the course objectives listed below, this course addresses the following content areas related to law and professional ethics:
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1. Explain at least two legal and regulatory frameworks governing the provision of telehealth services, including federal and state laws and regulations, as well as professional guidelines and standards.
2. Discusss at least two ethical considerations related to the provision of mental health services via telehealth
3. Identify at least two best practices for delivering mental health services via telehealth.
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1A. Definitions
Telehealth is the use of telecommunication technologies and electronic information to provide care and facilitate client-provider interactions. It is comprised of two forms:
➡ Two-way, synchronous, interactive client-provider communication through
audio and video equipment (also referred to as telemedicine).
➡ Asynchronous client-provider interactions using various forms of technology (further described in the chart below).

Serious mental illness (SMI) is defined as a mental, behavioral, or emotional disorder among adults aged 18 and older resulting in serious functional impairment, which substantially interferes with or limits one or more major life activities.

Substance use disorder (SUD) is a diagnosis that applies when the recurrent use of alcohol or drugs causes clinically significant impairment, including health problems, disability, and failure to meet major responsibilities at work, school, or home.

Co-occurring disorder (COD) refers to the coexistence of both a substance use and mental disorder.

Telehealth is a mode of service delivery that has been used in clinical settings for over 60 years and empirically studied for just over 20 years. Telehealth is not an intervention itself, but rather a mode of delivering services. This mode of service delivery increases access to screening, assessment, treatment, recovery supports, crisis support, and medication management across diverse behavioral health and primary care settings. Practitioners can offer telehealth through synchronous and asynchronous methods.









Background
Telehealth can connect clients and providers in multiple locations such as at a home, private space in a clinical setting, or another location in the community. The graphic below depicts examples of ways to connect using telehealth, but there are many ways to deliver and receive care that address connectivity barriers and client preferences.




A variety of providers (e.g., psychiatrists, primary care providers, mental health counselors, social workers, psychologists, addiction counselors, case managers, opioid treatment providers, peer workers) can implement telehealth methods. In addition, practitioners can use telehealth with a hybrid approach for increased flexibility. For instance, a client can receive both in-person and telehealth visits throughout their treatment process depending on their needs and preferences.
Telehealth methods can be implemented during public health emergencies (e.g., pandemics, infectious disease outbreaks, wildfires, flooding, tornadoes, hurricanes) to extend networks of providers (e.g., tapping into out-of-state providers to increase capacity). They can also expand capacity to provide direct client care when in-person, face-to-face interactions are not possible due to geographic barriers or a lack of providers or treatments in a given area. However, implementation of telehealth methods should not be reserved for emergencies or to serve as a bridge between providers and rural or underserved areas. Telehealth can be integrated into an organization’s standard practices, providing low-barrier pathways for clients and providers to connect to and assess treatment needs, create treatment plans, initiate treatment, and provide long-term continuity of care.
SMI and SUD impact millions of Americans. However, for a variety of reasons and despite a perceived need, many do not seek treatment. Among adults aged 18 or older, 5.2 percent (13.1 million people) had an SMI. Of those, 47.7 percent (6.2 million people) reported an unmet need for mental health services in the past year.
Among people aged 12 or older, 7.4 percent (20.4 million people) reported experiencing a SUD. Among people aged 12 or older, 7.8 percent (21.6 million people) needed substance use treatment in the past year. Of these 21.6 million people, 12.2 percent (2.6 million) received substance use treatment at a specialty facility.
Telehealth has the potential to address this treatment gap, making treatment services more accessible and convenient, improving health outcomes, and reducing health disparities. Clients experiencing SMI and SUD have traditionally been excluded from both treatments delivered through telehealth and research evaluating the efficacy of telehealth among people experiencing SMI and SUD. However, telehealth is a tool that providers can use for all clients.
Appropriate and additional upfront work, provider-client agreements, and safeguards can ensure that clients experiencing SMI and SUD benefit from services delivered via telehealth. Providers can use assessments (further discussed in later chapters) to identify their clients’ specific barriers to participating in telehealth appointments (e.g., access and comfort with technology, ability to have

[bookmark: _bookmark2]private or confidential conversations, safety of the home environment) and inform conversations with their clients on strategies to address these barriers.
1B. Benefits of Telehealth
Telehealth supports team-based care and its interrelated care objectives. The Quadruple Aim is a conceptual framework to understand, measure, and optimize health system performance. The Quadruple Aim organizes benefits of telehealth into four categories:
· Improved provider experience
· Improved client experience
· Improved population health
· Decreased costs
Provider experience. Providers may improve the quality of care they provide and experience the following benefits from implementing telehealth methods:

· Provision of timely client care.
· Providers may have increased flexibility in appointment scheduling by using telehealth.
· They can extend care beyond a clinic’s normal operating hours and its four walls and leverage “virtual walk-in visits.”
· Increased flexibility can help clinics to more effectively manage client “no- shows” and cancellations.

Effective and efficient coordination of care. An estimated 40 to 60 percent of civilian clients (not inclusive of military populations) with mental and substance use disorders are currently treated in primary care offices rather than specialty care settings. Providers can use telehealth methods for tele-consultation, tele- supervision, and tele-education to coordinate, integrate, and improve care (e.g., through the “hub and spoke” model).

Reduction in workforce shortages. This is especially true for underserved and rural areas.

Ability to assess client’s home environment. Rather than rely on a client’s report of their home and living conditions, telehealth makes it possible for providers to see, with appropriate permission, inside a client’s home, meet family support systems, and determine if an in-person visit at a person’s home is needed.

Ability to share information for psychoeducation and assessment. Psychoeducation, or the didactic communication of information to the client about therapeutic intervention or diagnosis, can be done through screensharing, thus allowing the clinician to seamlessly display videos, slideshows, and other visuals to the client. Mental health and substance use assessments can also be done this way, allowing the clinician to track the client’s responses in real-time.

Efficient connections to crisis services. In emergencies, telehealth providers can instruct clients to call emergency response systems (e.g., 911, 988) while the providers remain connected via telephone or video. Enhanced 911 (E911) automatically provides emergency dispatchers with the location of the client, rather than the client needing to provide their address to the dispatcher.
Reductions in provider burnout. Provider burnout is a pervasive issue in the healthcare field and exacerbated by numerous factors, including time pressures, fast-paced environments, family responsibilities, and time-consuming documentation. Telehealth may lead to reductions in provider stress and burnout through promoting more manageable schedules, greater flexibility, and reductions in commute time.

Client experience. Clients may experience many benefits receiving mental health and substance use treatment by telehealth:
➡	Increased access to experienced providers and high-quality care. Through telehealth, clients can access experienced providers that may be geographically distant from their homes. Through telehealth modalities, clients can access providers with expertise in their particular conditions and treatment plans that can provide care appropriate for their culture, race, gender, sexual orientation, and lived experience.
➡	Improved access to and continuity of care. Telehealth provides a mechanism
to increase access to quality care and reduce travel costs for clients, increasing the likelihood that clients will see their provider regularly and attend scheduled appointments.
➡	Increased convenience that removes traditional barriers to care,
including: Geographic barriers (e.g., transportation and distance to providers). Telehealth increases the opportunity for individuals in remote locations to access the care they need.
➡	Psychological barriers. Clients who experience anxiety about leaving their
homes to access treatment (e.g., clients experiencing panic disorder or agoraphobia) are able to receive care in a safe environment.

➡ Accessibility. Individuals with physical, visual, or hearing impairments and clients who are isolated (e.g., older adults) or incarcerated are able to access needed health care through use of telehealth.
➡  Employment. The use of telehealth allows clients to receive care while not
requiring them to take significant leave from employment or other essential activities.
➡	Childcare and caregiver responsibilities. Receiving home-based telehealth can help to reduce the burden of finding childcare. For family caregivers, telehealth technologies, such as remote monitoring, can relieve some caregiver responsibilities, thereby decreasing stress and improving quality of life.
➡	Team-based services and group-based interventions. Team-based and coordinated care is critical to high-quality client treatment. However, geographic distances between providers and clients can limit communication. Telehealth enhances team-based care across geographic barriers by remotely connecting multiple providers with a client, promoting provider collaboration and the exchange of health information. Similarly, telehealth improves access to group-based interventions, which demonstrate similar treatment outcomes as in-person groups.
➡	Reduction in stigma associated with experiencing SMI and SUD and accessing treatment. Through telehealth, clients can disclose their SUD and/ or SMI from the privacy of their own home. In rural communities with fewer behavioral health providers, telehealth can connect clients with providers in other geographic locations, which can increase their privacy and protect their anonymity when accessing care.
➡	Satisfaction with care consistent with in-person treatment. Despite some initial client hesitancy towards using telehealth, clients often report comparable satisfaction between telehealth and in-person care.

Population health. Treatments delivered through telehealth have been shown to improve health outcomes, including improved quality of life and access to health care. For people experiencing SMI, telehealth has the potential to improve quality of life and general mental health, reduce depressive symptoms, build more confidence in managing depression, and increase satisfaction with mental health and coping skills (when compared to treatment offered in-person only). For people experiencing SUD, treatments delivered through telehealth have resulted in reductions in alcohol consumption, increased tobacco cessation, and increased engagement and retention in opioid use disorder treatment.

[bookmark: _bookmark3]Costs. In rural communities in particular, implementing telehealth services reduces organizational costs by replacing the budget for a full-time, onsite behavioral health provider with as needed hourly fees.

Implementation of Telehealth
While the use of telehealth as a mode of service delivery is increasing, providers, clients, and healthcare settings continue to experience challenges related to adoption and implementation. For example, uptake of telehealth can be hindered by disparities in access to appropriate and needed technology.
Recent advances in technology and access to personal computing devices and mobile phones have led to a rapid increase in the application of telehealth across the continuum of care (i.e., assessment, treatment, medication management/ monitoring, recovery supports). Both providers and clients need access to appropriate technology to benefit from synchronous or asynchronous telehealth. Practitioners can provide synchronous SMI and SUD treatment through relatively low-tech options, including telephones, smartphones, tablets, and laptops.
The age, usability, and functionality of clients’ devices may inhibit their use (e.g., ability to utilize various mHealth applications, appropriate data plans).
Additionally, clients may be sharing devices with family members or others in a household, limiting the types of data a client would want to store or share through a device. For providers, some clinics struggle to have enough laptops to support staff working from home or outside of typical shared office space, and may not have updated devices or software systems to utilize available telehealth applications.
Barriers associated with access to technology are compounded by challenges experienced on multiple, interrelated levels.

2. Evidence Based Practice and What the Research Tells Us
The goal of this section is to present the evidence for specific telehealth-delivered treatments for individuals with SMI, SUD, and co-occurring disorders (CODs).
While telehealth modalities for SMI or SUD may be synchronous (real-time) or asynchronous (non-urgent communication between clients and providers), the evidence review in this chapter focuses on synchronous interventions to treat SMI or SUD. In addition to treatments via telehealth modalities, this chapter also provides information on ways programs can provide telehealth-delivered services along the continuum of care for SMI and SUD, which includes screening and





[bookmark: _bookmark4]assessment, medication management, case management, recovery support, and crisis services.
2A. Screening and Assessment
Screening and assessment for SMI and SUD are the first steps to effective treatment and can be effectively conducted using synchronous and asynchronous telehealth modalities.
SMI: Synchronous screenings and assessments for mental disorders conducted via videoconferencing modalities have similar reliability and accuracy to in-person screening and assessment. Asynchronous tools that are completed by a client and later reviewed by and discussed with a provider can increase access to screening and assessment when no clinician is available.
SUD: Providers can administer screening tools to assess risk of SUD using telehealth. Early evidence suggests computer-based assessment tools for SUD may increase engagement in the screening process, as well as response accuracy.
However, confirmation and diagnosis of SUD through telehealth has limited evidence. This is largely due to the 2008 Ryan Haight Online Pharmacy Consumer Protection Act, which, prior to the COVID-19 pandemic, required in-person evaluations before providing medication-assisted treatment (MAT).

Telehealth modalities can be used to connect clients, care teams, and support systems during the creation and implementation of an individualized care plan by:

· Increasing the diversity of specialists (in terms of clinical specialty and geographic location) that can be consulted for diagnosis, assessment, and treatment
· Engaging administrative staff (via patient portals), clinicians, and providers (via electronic health records and videoconferencing consultations) and support networks such as friends and family (via videoconferencing and social media) in various components of treatment

Once a diagnosis is made, clients and providers can determine together the appropriateness of various telehealth modalities and identify when telehealth, in- person, or a hybrid approach will best meet the client’s treatment goals.
Appropriateness of telehealth may depend on several factors, including the:
· Nature and complexity of the intervention and the client’s condition
· Client’s comfort with technology and telehealth appointments
· Ease and preferences of accessing in-person services or using technology
· Designing and updating the care plan is a collaborative and iterative process between client and provider, and involves a conversation on client comfort, preferences, and goals























[bookmark: _bookmark5]Crisis Services

Telehealth modalities can increase the availability of needed crisis services, ensuring these services are available to anyone, anywhere, at any time, and that there is a “no-wrong-door” approach for entry into services. Crisis services are an effective strategy for suicide prevention and resolving acute mental health and substance use crises, as well as for reducing psychiatric hospital bed overuse, inappropriate use of emergency departments, inappropriate use of law enforcement resources, and the fragmentation of mental health care.


Suicide Screening and Assessment
Telehealth modalities provide an effective alternative to in-person suicide screening and assessment. The following suicide screening and assessment tools can be implemented through telehealth modalities:
The Ask Suicide-Screening Question Toolkit (ASQ) from the National Institute of Mental Health (NIMH) is an evidence-based, 20-second, four-question suicide screening tool.78 The Collaborative Assessment and Management of Suicidality (CAMS) is an evidence- based intervention to assess, treat, and manage clients with suicidal ideation in a range of clinical settings.

· Columbia-Suicide Severity Rating Scale (C-SSRS), also known as the Columbia Protocol, can be used to determine whether someone is at risk for suicide, assess the severity and immediacy of that risk, and gauge the level of support the person needs.88
If a client is at risk of imminent harm:
✴ Assess immediate danger. If the client is in immediate danger and the provider is unable to detain or physically intervene, the provider must contact emergency services.
✴ Identify the client’s location in case emergency services are necessary.
✴ Work with other care providers (e.g., suicide prevention coordinators) when contacting emergency services. Remain connected with the client as the client connects with emergency services or while arranging hospitalization.89
✴ Support clients as they navigate the triage process at an emergency department.
Treatment programs should have safety protocols to mitigate risks and create a workflow to support the client; providers should determine the suicide risk level with criteria that identify the appropriate clinical response.







Evidence review supported conclusions related to treatment outcomes:
➡Telehealth is effective across the continuum of care for SMI and SUD, including screening and assessment, treatments, including pharmacotherapy, medication management, and behavioral therapies, case management, recovery supports, and crisis services.
➡Evidence-based treatments for SMI and SUD, traditionally provided face-to-
face, are also effective when delivered using telehealth and have outcomes
comparable to in-person service delivery.
➡Therapeutic services provided using telehealth modalities generate positive outcomes for the client, including engagement in treatment, retention in care, and
client satisfaction, which in turn lead to improved long-term health outcomes.
➡Positive outcomes are dependent on the provider and client having the necessary resources to conduct telehealth well, including training and technology.

Additionally, several conclusions related to healthcare access and utilization can be made from this evidence-review:
➡Use of telehealth modalities increases individuals’ and communities’ access to trained providers and evidence-based practices that may otherwise be unavailable to them.
➡When geographic and other access barriers (e.g., transportation, mobility, and
obligations like employment and caretaking responsibilities) prevent individuals
from accessing services, telehealth fills a treatment gap and improves health outcomes.
➡Some clients may prefer to receive services wholly or partially by telehealth, and
any of the treatment practices presented in this chapter may be part of an overall
treatment plan that includes a hybrid of telehealth and in-person services.

However, research on the telehealth application of evidence-based practices has been limited for the following reasons:
· Evidence review limitations. While there may be innovative behavioral therapies currently delivered via telehealth for specific conditions, this evidence review relies on specific types of published research to determine the strength of evidence. Included studies must be either randomized controlled trials, use a

[bookmark: _bookmark6]quasi-experimental design, or use a pre-post design with a strong counterfactual; therefore, innovative treatments and interventions that have not been studied with such rigorous methods are excluded.

· Limitations of the literature. While telehealth has been used for numerous other conditions, individuals experiencing SMI and SUD have traditionally been regarded as having complex conditions and therefore excluded from telehealth research. With limited implementation of telehealth for people with SMI and SUD, it offered fewer opportunities for researching treatment to treat those conditions. Some providers have been reluctant to offer telehealth in the past, in part due to negative views towards the modality and perception of clients’ experiences with telehealth, which has slowed access to telehealth for individuals experiencing SMI or SUD.

· Need examination of asynchronous forms of treatment. This evidence review demonstrated strong evidence to support synchronous interventions to support telehealth-delivered, evidence-based treatments. However, more research is needed to determine the effectiveness of asynchronous treatments, which can be effective complementary tools to synchronous virtual or in-person treatment by increasing client engagement, promoting healthy behaviors, reducing feelings of stigma, and increasing access to treatment. Text messages, online chat features, email, and social networking sites can also be used to facilitate ongoing communication outside of face-to-face sessions.

While there are limitations to the research, telehealth is a key strategy to increasing and ensuring access to care for people living with SMI, SUD, or COD. Future research could expand beyond telehealth efficacy and focus on implementation and evaluation considerations, including provider/patient buy-in, necessary technological infrastructure, and methods of quality improvement.

3. Guidance for Implementing Evidence-Based Practices
Before using telehealth modalities for screening, assessing, treating, and supporting people with serious mental illness (SMI) and substance use disorder (SUD), clinicians should consider several important implementation factors. The implementation considerations and strategies discussed in this section can be broadly applied for the treatment of any mental illness.
This chapter presents implementation considerations and strategies to facilitate effective implementation on multiple, interrelated levels.




[image: ]






[bookmark: _bookmark7][bookmark: _bookmark8]This section starts with factors focused on the individual level, including the client and provider. It then identifies considerations and strategies across the interpersonal client-provider relationship, the organization, and the policy and regulatory landscape.

3A. Individual-Level Considerations
Client-Level
Clients have different levels of:
✤Comfort or willingness to engage with telehealth
✤Access to technology or high-speed Internet
✤Apprehension about using technology or concern about privacy risks

The recent proliferation of smartphones provides a convenient way for many to engage in telehealth. Access to smartphones allows for both synchronous videoconferencing for telehealth-based therapy, as well as asynchronous apps to support medication monitoring, symptom recording, and messaging between the client and provider.

Strategies to increase client access to and comfort using telehealth
➡Increase access to mobile phones and Internet – In addition to a fast and stable Internet connection, clients need tablets, computers, or smartphones that support face-to-face videoconferencing or eHealth app services. Technical difficulties, such as low image resolution, audio delays, or other glitches in communication can disrupt the regular flow of conversation between the provider and client.4, 5 Providers can supply devices and signal boosters to clients who need them.6 However, purchasing phones and maintaining Internet access involves significant start-up and maintenance costs.

[bookmark: _bookmark9]Clients who do not have smartphones, tablets, or computers have reported high satisfaction using the telephone for psychotherapy.
➡ Increase awareness of telehealth – Post signage about telehealth in waiting or exam rooms, share promotional materials during the visit or as part of the after- visit summary, or provide telehealth demonstrations.
➡ Discuss the individual-level benefits of telehealth – Clients may experience benefits that go beyond SMI or SUD outcomes. For example, for clients who experience physical limitations (e.g., chronic pain or mobility-related challenges), have panic disorders, or are more comfortable in environments they can predict and control, telehealth modalities can help them focus on their care in a safe and comfortable setting of their choosing.
➡ Conduct a health technology trial-run – While many technologies are designed to be easy to use, people who have less comfort with technology may struggle with telehealth platforms, devices, and applications and worry about technical problems that could occur. Test the connection and interface before a first session to reduce technology anxiety and manage minor issues. Assign an IT or other staff member to set up a brief pre-appointment with the client to work through the functionalities of their telehealth appointment and help the client overcome any challenges. This staff member can demonstrate how to use the program or app and give tips about how to use the device to interface with the program (e.g., how to effectively “tap” to press start or stop), how to use the camera, how to record or view recordings, and how to upload and delete files.
➡ “Let’s try it and see if you like it” – Prior to engaging in telehealth, clients may have fears or concerns about the experience and the care they will receive in a virtual format. Testing out the technology, encouraging clients to try out various synchronous forms of communication, and reminding clients that they

can discontinue telehealth at any time can support client engagement in telehealth visits.
Provider-level
Provider reticence to adopt telehealth can occur for several reasons, including concerns related to poor therapeutic relationship, less commitment from the client to therapy, and technological difficulties affecting the therapeutic experience.
However, acceptability studies have found many benefits to therapy using telehealth.
Strategies to increase provider comfort with telehealth
➡ Review the literature on the efficacy and effectiveness of telehealth (see previous sections).
➡ Provide trainings – Increase digital literacy through trainings to increase comfort and familiarity with various digital platforms. Use training time to get input from providers on what works and what can be improved.
➡ Identify individual provider-level benefits – Individual providers may find that through telehealth, they are able to create flexible work schedules, expand the number and kinds of clients they work with, and reduce provider burnout.
➡ Engage clinical and IT staff to support telehealth – Using telehealth coordinators or trained medical assistants to schedule and provide reminders for telehealth visits can improve no-show rates and provide needed technical assistance. Providing available staff to effectively manage technical difficulties can also improve provider acceptance of telehealth.

Interpersonal Client-Provider Relationship Considerations
Client-provider relationships are essential to successful treatment. However, telehealth can be challenging to building an effective therapeutic relationship. Client-provider pre-work (i.e., discussions, planning, and training prior to beginning treatment) and special attention to building therapeutic alliances can help overcome barriers to developing strong client-provider relationships.
Strategies for providers to prepare clients for telehealth
· Assess client for appropriateness to engage in telehealth – Relationships between clients and providers begin with screening and assessment prior to starting treatment or therapy. Telehealth modalities may not be appropriate for all clients at all points of their treatment plans. Some treatment and follow-up care requires in-person visits (e.g., urine drug screenings for clients on medication for SUD). Some clients may respond differently to in-person versus videoconference therapy and may benefit from a hybrid or in-person approach.

Screening and assessing clients for their readiness to participate in and conduct appropriate activities using telehealth modalities can inform both care planning and delivery. In addition, it can mitigate client challenges through careful preparation and structured conversations.

· Conduct a thorough informed consent process – Use tools such as the easy- to-understand telehealth consent form template developed by the Agency for Healthcare Research and Quality (AHRQ). The informed consent process includes the following key pieces: What is telehealth: Explain what telehealth is and why you are using it for the client’s care.

· Potential privacy concerns: The presence of family members, caregivers, or roommates in the home during a telehealth visit could hinder a client’s ability to fully engage in the visit. Remind the client to be in a private space, away from other people, and assure the client that their conversation is private on the provider’s side. Ensure the client knows how to mute the audio and disable video in case they want privacy during disruptions.
· Patient communications: Notify clients about how electronic client communications are stored and who may access these communications.

· Backup plan: Discuss protocols in the case that technology fails or clients need a higher level of care.

· Develop a telehealth checklist for the provider to use prior to each visit – A checklist can be a convenient way to ensure the provider has followed appropriate procedures and shared relevant information with the client.
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· Discuss ways to ensure client privacy during sessions – To guarantee privacy, consider making it a practice to clarify the client’s location and who is in the virtual room in case someone is off-camera. This action can affirm your commitment to the client’s privacy.

Strategies for building therapeutic relationship
Providing treatment through telehealth modalities will impact the way a provider builds therapeutic alliance (the relationship developed between the provider and client in working toward the goals of therapy) during the screening and consent process and during treatment. The strategies below help to ensure a client’s commitment to therapy, address technological difficulties impacting the therapeutic experience, and mitigate the potential for a client to feel as though conversations are “impersonal.”
➡ Acknowledge differences between in-person and virtual visits – Slight audio or video lags may disrupt natural communication, which may affect rapport- building. Use traditional tools and strategies to build the therapeutic relationship and implement additional strategies to overcome challenges to building rapport over video, such as using exaggerated non-verbal cues.
➡ Start with small talk – Create a similar environment to that of an in-person visit by asking about a person’s day, the weather, or other light topics to warm up the conversation and build familiarity through a virtual visit.
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)➡ Meet in person when needed – This strategy may be less feasible during pandemics or natural disasters, but may be useful in certain circumstances, such as meeting first while in a hospital setting. In-person meetings are not essential to successful telehealth visits, but can be used at the discretion of the client and

provider. Requiring in-person visits can create a barrier to seeking or accessing care, so the decision to have in-person visits should be made in collaboration with the client.
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4. [bookmark: _bookmark10][bookmark: _bookmark11]Resources for Evaluation and Quality Improvement
Evaluating an intervention can answer critical questions about how well a practice has been implemented and determine what may or may not be working. Evaluation can also show how clients benefit from a practice. This information can be helpful in making practice adjustments, if necessary, and demonstrating the value of a practice or program to justify its continuation and secure additional funding. In addition, stakeholders can use information gathered through evaluation to encourage implementation of that practice in other settings or communities.
This chapter provides an overview of approaches to evaluate implementation of and results from treatments for clients with serious mental illness (SMI) and substance use disorder (SUD) delivered using telehealth modalities. People with SMI and SUD have often been excluded from telehealth research studies, but, as demonstrated in Chapters 1 through 4 of this guide, telehealth is effective for people with SMI and SUD.
To evaluate telehealth-delivered practices and programs, both the treatment (e.g., cognitive behavioral therapy) and the modality (e.g., synchronous telehealth videoconference) need to be evaluated. Ideally, patients would see a reduction in symptomology because of the practice, and a high level of retention, acceptability, or satisfaction with the modality. Additionally, both treatment providers and clients should be engaged in the generation of evaluation tools and plans to ensure data collection tools are appropriate for the evaluated communities and to secure buy- in. Reporting findings back to providers and clients should be prioritized to promote transparency and inform care choices.
4A. Types of Evaluations
Researchers typically conduct evaluation before a treatment is implemented to determine its feasibility (formative evaluation), during implementation (process evaluation and CQI), and after the treatment has been delivered to at least one client (outcome and impact evaluations). All four types of evaluation are necessary to assess a treatment’s effectiveness.








Outcome Evaluations
The table below provides a list of potential outcomes, illustrative outcome indicators, and qualitative and quantitative data sources that program managers, clinicians, and others may use to evaluate practices mentioned earlier in this document.
Client health outcomes may be tracked at baseline and throughout the program duration through standardized screening, or through interviews with staff and clients. Telehealth-related patient outcomes, such as engagement and retention in telehealth, or therapeutic alliance may be obtained through administrative data, surveys, or interviews. Provider outcomes may be captured through surveys or interviews. Population health outcomes may be tracked through administrative data and interviews. Finally, cost-related outcomes can be captured through administrative data.
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5. [bookmark: _bookmark12]Legal and Ethical Considerations
The provision of mental health services via telehealth is not without its challenges and considerations. In this section, we will further explore the legal and ethical considerations related to the provision of mental health services via telehealth, as well as the best practices for delivering these services effectively.

Legal considerations for telemental health

[bookmark: _bookmark13]The provision of mental health services via telehealth is governed by federal and state laws, as well as professional guidelines and standards. These laws and guidelines aim to ensure the privacy, security, and quality of care for patients receiving mental health services via telehealth.

5A. Federal Laws and Regulations

One of the key federal laws governing the provision of telehealth services is the Health Insurance Portability and Accountability Act (HIPAA). HIPAA sets standards for the privacy and security of patient information and applies to all healthcare providers, including those providing mental health services via telehealth. HIPAA requires that telehealth providers implement safeguards to protect patient information and ensure that it is only used for authorized purposes. In addition to HIPAA, there are several other federal laws and regulations that apply to the provision of telehealth services, including:
➡	The Telemedicine Act of 1996: This act established a definition of
telemedicine and established guidelines for the reimbursement of telehealth services by Medicare.
➡	The 21st Century Cures Act: This act, enacted in 2016, expanded the use of telehealth in Medicare and established new guidelines for the provision of telehealth services, including the use of telehealth for mental health services.
➡	The Federal Communications Commission (FCC): The FCC has established rules for the use of telecommunications in healthcare, including the use of telehealth for mental health services.

[bookmark: _bookmark14]5B. State Telehealth Laws and Regulations
In addition to federal laws and regulations, each state has its own laws and regulations governing the provision of telehealth services, including mental health services. These laws can vary significantly from state to state and may include requirements for licensure, prescribing medications, and reimbursement for telehealth services. It is important for telehealth providers to be aware of and comply with the relevant state laws and regulations in the states in which they practice.

This section is for informational purposes only, and is not intended as a comprehensive statement of the law on this topic, nor to be relied upon as authoritative. Always consult with counsel or appropriate program administrators.

State Telehealth Laws and Policies

Introduction

The Center for Connected Health Policy’s (CCHP) release of the “State Telehealth Laws and Reimbursement Policies” report highlights the changes that have taken place in state telehealth policy. The report offers policymakers, health advocates, and other interested health care professionals a summary guide of telehealth- related policies, laws, and regulations for all 50 states and the District of Columbia.

While this guide focuses primarily on Medicaid fee-for-service policies, information on managed care is noted in the report as well. The report also notes particular areas where we were unable to find information. Recently passed legislation and regulation have also been included in this version of the document with their effective date noted in the report (if applicable). This information also is available electronically in the form of an interactive map and search tool accessible on our website cchpca.org. Consistent with previous editions, the information will be updated biannually, as laws, regulations and administrative policies are constantly changing.

Telehealth Policy Trends

States continue to refine and expand their telehealth reimbursement policies though they are not treated across the board in the same manner as in-person delivered services. Limitations in regards to reimbursable modality, services and location of the patient continue to be seen. Although each state’s laws, regulations, and

Medicaid program policies differ significantly, certain trends are evident. Live video Medicaid reimbursement, for example, continues to far exceed reimbursement for store-and-forward and remote patient monitoring (RPM).
Reimbursement for RPM and store-and- forward continue to be limited. There has been some increased interest in reimbursing for eConsult as California Medicaid joined Connecticut Medicaid in reimbursing for at least one eConsult code. Other noteworthy trends include the addition of the home and schools as an eligible originating site in some states, and the inclusion of teledentistry and substance use disorder services as a specialty qualifying for Medicaid reimbursement and/or required to be reimbursed by private insurers.

The release of the Center for Connected Health Policy’s (CCHP) report of state telehealth laws and Medicaid reimbursement policies is the eighteenth updated version of the report. Like its previous iterations, the report is updated on a biannual basis, in spring and fall. An interactive map version of the report is available on CCHP’s website, cchpca.org. Due to constant changes in laws, regulations, and policies, CCHP will continue to update the information in both PDF and map formats twice a year to keep it as accurate and timely as possible.

It should be noted that even if a state has enacted telehealth policies in statute and/ or regulation, these policies may not have been incorporated into its Medicaid program. Throughout the report, CCHP has notated changes in law that have not yet been incorporated into the Medicaid program, as well as laws and regulations that have been approved, but not yet taken effect.

Key Findings

No two states are alike in how telehealth is defined and regulated. While there are some similarities in language, perhaps indicating states may have utilized existing verbiage from other states, noticeable differences exist. These differences are to be expected, given that each state defines its Medicaid policy parameters, but it also creates a confusing environment for telehealth participants to navigate, particularly when a health system or practitioner provides health care services in multiple states. In most cases, states have moved away from duplicating Medicare’s restrictive telehealth policy, with some reimbursing a wide range of practitioners and services, with little to no restrictions.

As noted previously, even if a state has enacted telehealth policies in statute and/or regulation, these policies may not have been incorporated into its Medicaid program. In the findings below, there are a few cases in which a law has passed

[bookmark: _bookmark15]requiring Medicaid reimbursement of a specific telehealth modality or removal of restrictions, but Medicaid policies have yet to reflect this change. CCHP has based its findings on current Medicaid policy according to those listed in their program regulations, manuals or other official documentation. Requirements in newly passed legislation will be incorporated into the findings section of future editions of CCHP’s report once they are implemented in the Medicaid program, and CCHP has located official documentation confirming this.

While this Executive Summary provides an overview of findings, it must be stressed that there are nuances in many of the telehealth policies. To fully understand a specific policy and all its intricacies, the full language of it must be read.

Varying State Definitions

States alternate between using the term “telemedicine” or “telehealth”. In some states both terms are explicitly de ned in law and/or policy and regulations. ” Telehealth” is sometimes used to reflect a broader definition, while “telemedicine” is used mainly to define the delivery of clinical services. Additional variations of the term, primarily utilizing the “tele” pre x are also becoming more prevalent. For example, the term “telepractice” is being used frequently as it relates to physical and occupational therapy, behavioral therapy, and speech language pathology. “Telesychiatry” is also a term commonly used as an alternative when referring specifically to psychiatry services.

Some states put specific restrictions within the definitions, which often limit the term to “live” or “interactive”, excluding store-and-forward and RPM from the definition and subsequently from reimbursement. The most common restriction states place on the term telemedicine/telehealth is the exclusion of email, phone, and/or fax from the definition. Forty- nine states and the District of Columbia have a definition in law, regulation, or their Medicaid program for telehealth, telemedicine, or both. Only Alabama lacks a definition for either term.

5C. BBS and California State Telehealth Regulations
CA BBS Continuing Education Requirements

Effective July 1, 2023, all applicants for licensure and current licensees who are up for renewal after January 1, 2023, will be required to complete three hours of training or coursework in telehealth mental health services. Registered associates

will also be required to complete a minimum of three hours of continuing education in law and ethics annually during their renewal period, regardless of whether they have passed the California Law & Ethics exam. However, as of

California Applicable Laws

The California Telehealth Resource Center has a webpage that lists current California 
 (
Here
 
are
 
some
 
key
 
laws
 
and
 
regulations:
california-telehealth-laws-policies
.
)laws related to the provision of telemental health services: https://www.caltrc.org/
1. California Health and Safety Code Section 5636.2 - This law authorizes the  provision of telehealth services, including mental health services, as long as  the services are within the scope of practice of the provider and meet the  same standards of care as in-person services.
2. California Business and Professions Code Section 2290.5 - This law requires the Medical Board of California to adopt regulations related to the use of  telehealth in the practice of medicine. The regulations can be found in Title  16, Division 13, Chapter 8 of the California Code of Regulations.
3. California Insurance Code Section 10133.196 - This law requires health  plans and insurers to cover telehealth services, including mental health  services, in the same way as in-person services, with certain exceptions.
4. California Welfare and Institutions Code Section 14132.95 - This law  requires the Department of Health Care Services to establish a telehealth  pilot program to provide mental health services to Medi-Cal beneficiaries.

It's important to note that these laws may be subject to change, so it's always a  good idea to check for updates.

 (
remotely.
)There are several ethical considerations that California telemental health and  electronic therapy licensed providers should take into account when practicing 
1. Informed consent: It is important to obtain informed consent from clients  before providing telemental health services. This includes explaining the  potential risks and benefits of remote therapy, as well as the technical  requirements and limitations of the platform being used.


2. Confidentiality: Telemental health providers must take steps to ensure the  confidentiality of client communications, including using secure, encrypted  platforms and following relevant laws and regulations (such as HIPAA in the US).

3. Professional boundaries: It is important to maintain appropriate  professional boundaries when providing telemental health services. This  includes not engaging in dual relationships with clients (such as being their  therapist and also a personal friend) and avoiding the use of personal  communication tools (such as texting or social media) for therapy.

4. Competence: Telemental health providers must ensure that they are  competent to provide therapy remotely and seek additional training if  necessary. This includes being familiar with the technical aspects of remote  therapy and being aware of any unique ethical considerations that may arise  in a virtual setting.

5. Inclusivity: Telemental health providers should strive to make their services  accessible to all clients, including those with disabilities. This may involve  providing accommodations such as closed captioning or using assistive  technology.

The following is a summary of the Board of Behavioral Sciences regulations on the standards of practice for telehealth:

The Board of Behavioral Sciences (BBS) developed regulations on the standards of practice for telehealth that first became effective July 1, 2016. All therapists licensed or registered with the BBS, who are interested in or are engaged in the practice of telehealth, need to be aware of these regulations. Non compliance could possibly result in unprofessional conduct (Regulatory and Legal Considerations for Telehealth, Tran A., The Therapist)

Definitions

Under law, “telehealth” is the mode of delivering health care via information and communication technologies, including, but not limited to, telephone and/or internet. Licensees may deliver health care, under their scope of practice, via telehealth, under certain conditions. Licensees are responsible for understanding all

applicable laws, to deliver health care via telehealth. Failure to comply with any provisions regarding telehealth may be subject to disciplinary action by the Board.

The two most common modes of telehealth for psychotherapy are via:
➡		Live videoconferencing either through a personal computer with a webcam or a mobile communications device with two-way camera capability, and
➡	Telephone.

According to CAMFT’s Tran A, “The BBS recognizes the practice of psychotherapy via telehealth as falling within its jurisdiction and subject to the same statutes and regulations that apply to in-person psychotherapy. Therefore, all California and/or federal laws regarding the confidentiality and privacy of health care information and a client’s right of access to his or her medical information apply to telehealth services.” (Regulatory and Legal Considerations for Telehealth, Tran A., The Therapist)

Regulations

· Individuals providing psychotherapy or counseling, either in person, via telephone, or via internet, must be licensed in California. LMFT, LCSW and LPCC must have a current license issued by the BBS in order to provide psychotherapy services to clients who are physically located in California.
· MFT Trainees, while under appropriate supervision and working in lawful, exempt settings, may provide psychotherapy services via telehealth (Business and Professions Code Section 2290.5)
· All laws regarding the confidentiality of health care information and a patient's right to their medical information shall apply to telehealth interactions.

§ 1815.5. Standards of Practice for Telehealth

“(a) All persons engaging in the practice of marriage and family therapy, educational psychology, clinical social work, or professional clinical counseling via telehealth, as defined in Section 2290.5 of the Code, with a client who is physically located in this State must have a valid and current license or registration issued by the Board.

(b) All psychotherapy services offered by board licensees and registrants via telehealth fall within the jurisdiction of the board just as traditional face-to-face services do. Therefore, all psychotherapy services offered via telehealth are subject to the board's statutes and regulations.


(c) Upon initiation of telehealth services, a licensee or registrant shall do the following:
(1) Obtain informed consent from the client consistent with Section 2290.5 of the Code.
(2) Inform the client of the potential risks and limitations of receiving treatment via telehealth.
(3) Provide the client with his or her license or registration number and the type of license or registration.
(4) Document reasonable efforts made to ascertain the contact information of relevant resources, including emergency services, in the patient's geographic area.

(d) Each time a licensee or registrant provides services via telehealth, he or she shall do the following:
(1) Verbally obtain from the client and document the client's full name and address of present location, at the beginning of each telehealth session.
(2) Assess whether the client is appropriate for telehealth, including, but not limited to, consideration of the client's psychosocial situation.
(3) Utilize industry best practices for telehealth to ensure both client confidentiality and the security of the communication medium.

(e) A licensee or registrant of this state may provide telehealth services to clients located in another jurisdiction only if the California licensee or registrant meets the requirements to lawfully provide services in that jurisdiction, and delivery of services via telehealth is allowed by that jurisdiction.

(f) Failure to comply with these provisions shall be considered unprofessional conduct.

Note: Authority cited: Sections 4980.60 and 4990.20, Business and Professions Code. Reference: Sections 2290.5, 4980, 4989.50, 4996, 4999.30 and 4999.82, Business and Professions Code.”

Summary of Above Stated Code

Prior to the delivery of health care via telehealth, the provider initiating the use of telehealth shall:

1. Obtain Consent: This is required by the Telehealth statute Business and Professions Code Section 2290.5 where the therapist must
· Inform the client/patient about the use of telehealth
· Obtain, and document, verbal or written consent from the client/patient for this use.

2. Discuss Risks/Limitations: The therapist must inform the client either verbally and/or in writing of the potential risks and limitations of receiving psychotherapy via telehealth which may include but are not limited to technical failures; interruption by unauthorized persons; unauthorized access to transmitted and/or stored confidential information; and decreased availability of the therapist in the event of a crisis.

3. The CAMFT Code of Ethics “Section 1.4.2 ELECTRONIC THERAPY: When patients are not physically present (e.g., therapy by telephone or Internet) during the provision of therapy, marriage and family therapists take extra precautions to meet their responsibilities to patients. Prior to utilizing electronic therapy, marriage and family therapists consider the appropriateness and suitability of this therapeutic modality to the patient’s needs. When therapy occurs by electronic means, marriage and family therapists inform patients of the potential risks, consequences, and benefits, including but not limited to, issues of confidentiality, clinical limitations, transmission difficulties, and ability to respond to emergencies. Marriage and family therapists ensure that such therapy complies with the informed consent requirements of the California Telemedicine Act.

4. Licensee License/Registration: The therapist must either verbally or in writing, provide the client with their license or registration number and the type of license or registration. This is usually located on the informed consent form.

5. Provide Contact Information of Relevant Resources: CAMFT Code of Ethics (2019) “1.5.3 EMERGENCIES/CONTACT BETWEEN SESSIONS:
Marriage and family therapists inform patients of the extent of their availability for emergencies and for other contacts between sessions. When a

[bookmark: _bookmark16]marriage and family therapist is not located in the same geographic area as the patient, he/she shall provide the patient with appropriate resources in the patient’s locale for contact in case of emergency.” According to Tran A, “The therapist may achieve this by sending or emailing the relevant resources to the client or by providing the information verbally and documenting in the client’s record (e.g., the therapist informed the client of the University Hospital, located on Washington Street, which provides emergency services and inpatient psychiatric services, including specialized services for children). The emergency services near the client’s location may include telephone numbers and addresses for nearby emergency rooms, the psychiatric emergency team telephone number; and telephone numbers to local crisis hotlines/centers.” (Regulatory and Legal Considerations for Telehealth, Tran A., The Therapist).

During every telehealth session the therapist must:

1. Verbally obtain from the client the client’s name and document such name and the address of the client’s present location for identify confirmation and emergency purposes.

2. Assess whether the client is appropriate for telehealth. This includes but is not limited to, consideration of the client’s psychosocial situation. This is intended to evaluate the client’s possible changing mental health from session to session thereby determining continued appropriateness for telehealth. The therapist should document accordingly.

3. Utilize industry best practices for telehealth including ensuring both client confidentiality and the security of the telehealth platform. Documentation of the therapist’s due diligence in this process is necessary.

5D. Telehealth Outside of California
California licensees or registrants who wish to engage in telehealth with a client located in another jurisdiction need to check with that jurisdiction to determine its laws related to telehealth, and if licensure in that jurisdiction is required. Several states currently consider a client located in their state to be under their jurisdiction. Therefore, a practitioner needs to comply with that jurisdiction’s laws in order to avoid any potential violations of those laws.

Currently, there are six states (Arizona, Colorado, Florida, New Jersey, Utah, and Wyoming), including D.C., that allow for out-of-state licensed MFTs to

[bookmark: _bookmark17]temporarily practice marriage and family therapy (and via telehealth) to clients located in those states. Because states vary in their regulations, it is recommended for a therapist to contact the state’s MFT licensing board for an inquiry into the requirements for lawful practice of marriage and family therapy, or if the jurisdiction has relevant telehealth statutes, the practice of marriage and family therapy via telehealth in that state.

Resources

The California Telehealth Resource Center (CTRC) is nationally recognized as one of fourteen federally designated Telehealth Resource Centers around the country.
CTRC has a vision to achieve the fully optimized use of telehealth and other technology enabled health care in order to: 1) improve access to health care for all California citizens; 2) improve clinical efficiency and access to health information and education; and 3) reduce the cost of providing needed health care. Visit the CTRC website at http://www.caltrc.org.

The Center for Connected Health Policy (CCHP) is a program of the Public Health Institute which was established in 2008 to integrate telehealth virtual technologies into the health care system through advancing sound policy based on objective research and informed practices. Visit the CCHP website at http://cchpca.org.

The California Telehealth Network (CTN), an independent 501(c)(3) non-profit, focuses on increasing access to healthcare, including telehealth, telemedicine and health information exchange, through the innovative use of technology. CTN is funded through the Federal Communications Commission’s Rural Health Care Pilot Program. CTN is California’s authorized FCC broadband consortium for healthcare. Visit the CTN website at http://www.caltelehealth.org.

California Telehealth Resource Center Legislation & Regulation

The CA Telehealth Resource Center provides telehealth technical assistance to the state of California.

5E. Ethical Considerations

The provision of mental health services via telehealth raises a number of ethical considerations, including issues related to informed consent, confidentiality, and the quality of care.

 (
remotely.
)There are several ethical considerations that California telemental health and  electronic therapy licensed providers should take into account when practicing 
1. Informed consent: It is important to obtain informed consent from clients  before providing telemental health services. This includes explaining the  potential risks and benefits of remote therapy, as well as the technical  requirements and limitations of the platform being used.
2. Confidentiality: Telemental health providers must take steps to ensure the  confidentiality of client communications, including using secure, encrypted  platforms and following relevant laws and regulations (such as HIPAA in the US).
3. Professional boundaries: It is important to maintain appropriate professional  boundaries when providing telemental health services. This includes not  engaging in dual relationships with clients (such as being their therapist and  also a personal friend) and avoiding the use of personal communication tools (such as texting or social media) for therapy.
4. Competence: Telemental health providers must ensure that they are  competent to provide therapy remotely and seek additional training if  necessary. This includes being familiar with the technical aspects of remote  therapy and being aware of any unique ethical considerations that may arise  in a virtual setting.
5. Inclusivity: Telemental health providers should strive to make their services  accessible to all clients, including those with disabilities. This may involve  providing accommodations such as closed captioning or using assistive  technology.

 (
electronic
 
therapy:
)References supporting the ethical considerations of telemental health and 
1. The American Psychological Association's "Guidelines for the Practice of  Telepsychology" (https://www.apa.org/practice/guidelines/telepsychology/)
2. The California Board of Behavioral Sciences' "Guidelines for the Practice of  Telemental Health" (https://www.bbs.ca.gov/pdf/ guidelines_telemental_health.pdf)
3. The California Association of Marriage and Family Therapists' "Ethical  Guidelines for the Practice of Telehealth" (https://www.camft.org/Ethics/ Telehealth.aspx)

4. The International Society for Mental Health Online's "Guidelines for the  Practice of TeleMental Health" (https://ismho.org/guidelines/)


Law and Ethics in the Provision of Electronic Therapy Medical Journal Summaries

Teletherapy, also known as telehealth or e-therapy, refers to the provision of mental health services remotely using electronic communication technologies such as videoconferencing, phone, and messaging. The use of teletherapy has increased significantly in recent years due to the COVID-19 pandemic and the need for social distancing. While teletherapy offers many benefits, including increased accessibility and convenience, it also raises legal and ethical concerns that need to be carefully considered.

One article published in the Journal of Medical Ethics in 2020 examined the ethical considerations of teletherapy in the context of the COVID-19 pandemic. The authors noted that teletherapy can be an effective and appropriate treatment option for many patients, but it may not be suitable for all patients and can present challenges for the therapist, such as difficulties in assessing the patient's physical and emotional state and in maintaining confidentiality. The authors also discussed the importance of informed consent and the need for clear communication about the limitations and potential risks of teletherapy.

Another article published in the Journal of Medical Internet Research in 2021 explored the legal and ethical issues related to teletherapy in the United States. The authors discussed the need for therapists to be aware of state-specific laws and regulations governing the practice of teletherapy, as well as the ethical principles of autonomy, beneficence, non-maleficence, and justice. They also highlighted the importance of maintaining confidentiality and the potential risks of data breaches and cyber attacks.

Articles discussing the legal and ethical considerations of teletherapy:

· "Teletherapy: Ethical and Legal Issues for Counselors" published in the Journal of Counseling & Development: This article discusses the ethical principles of confidentiality, informed consent, and competence, as well as the legal issues related to teletherapy in the United States. The authors also highlight the importance of considering the unique cultural and social

context of each client and the potential challenges of providing therapy remotely.
· "Teletherapy: Legal and Ethical Considerations for Mental Health Professionals" published in the Journal of Clinical Psychology in 2020: This article discusses the legal and ethical issues related to teletherapy in the United States and Canada, including issues of confidentiality, informed consent, and competence. The authors also discuss the potential risks and benefits of teletherapy, as well as strategies for mitigating those risks.

· "Ethical and Legal Issues in Teletherapy: A Review" published in the Indian Journal of Psychological Medicine in 2020: This review article discusses the ethical and legal issues related to teletherapy in the Indian context, including issues of informed consent, confidentiality, and competence. The authors also highlight the importance of considering the cultural and social context of each patient and the potential challenges of providing therapy remotely.

· "Ethical and Legal Considerations for Teletherapy During the COVID-19 Pandemic" published in the Journal of Medical Ethics in 2020: This article discusses the ethical and legal issues related to the use of teletherapy during the COVID-19 pandemic, including issues of informed consent, confidentiality, and competence. The authors also discuss the potential risks and benefits of teletherapy, as well as strategies for mitigating those risks.

· "Teletherapy in the Age of COVID-19: Legal and Ethical Considerations" published in the Journal of Law, Medicine & Ethics in 2020: This article discusses the legal and ethical considerations of teletherapy in the United States in the context of the COVID-19 pandemic. The authors discuss issues of informed consent, confidentiality, and competence, as well as the potential risks and benefits of teletherapy. They also highlight the importance of considering the unique cultural and social context of each patient when providing therapy remotely.

· "Teletherapy Ethics: Legal and Professional Considerations" published in the Professional Psychology: Research and Practice in 2020: This article discusses the legal and ethical considerations of teletherapy in the United States, including issues of informed consent, confidentiality, and competence. The authors also discuss the potential risks and benefits of teletherapy and provide strategies for mitigating those risks. They also highlight the importance of considering the unique cultural and social context of each patient when providing therapy remotely.




· "Ethical Issues in Telepsychotherapy" published in the Journal of Clinical Psychology in 2020: This article discusses the ethical considerations of teletherapy in the United States, including issues of informed consent, confidentiality, and competence. The authors also discuss the potential risks and benefits of teletherapy and provide strategies for mitigating those risks. They also highlight the importance of considering the unique cultural and social context of each patient when providing therapy remotely.

· "Teletherapy and Informed Consent: Ethical and Legal Considerations" published in the Journal of Medical Ethics in 2020: This article discusses the ethical and legal considerations of informed consent in teletherapy in the United Kingdom. The authors discuss the importance of obtaining informed consent from patients before beginning teletherapy and the potential risks and benefits of teletherapy. They also provide strategies for addressing informed consent in teletherapy, including the use of written consent forms and clear communication about the limitations and potential risks of teletherapy.

· "Ethical Issues in Telepsychology: A Review" published in the Journal of Clinical Psychology in 2020: This review article discusses the ethical considerations of teletherapy in the United States, including issues of informed consent, confidentiality, and competence. The authors also discuss the potential risks and benefits of teletherapy and provide strategies for mitigating those risks. They also highlight the importance of considering the unique cultural and social context of each patient when providing therapy remotely.

· "Teletherapy and Informed Consent: Ethical and Legal Considerations" published in the Journal of Medical Ethics in 2020: This article discusses the ethical and legal considerations of informed consent in teletherapy in the United Kingdom. The authors discuss the importance of obtaining informed consent from patients before beginning teletherapy and the potential risks and benefits of teletherapy. They also provide strategies for addressing informed consent in teletherapy, including the use of written consent forms and clear communication about the limitations and potential risks of teletherapy.

· [bookmark: _bookmark18]"Teletherapy Ethics: A Review of the Literature" published in the Journal of Technology in Human Services in 2018: This review article discusses the ethical considerations of teletherapy in the United States and Canada, including issues of informed consent, confidentiality, and competence. The authors also discuss the potential risks and benefits of teletherapy and provide strategies for mitigating those risks.

It is important for mental health professionals to be aware of the legal and ethical considerations related to teletherapy and to carefully consider these issues when providing therapy remotely. This includes obtaining informed consent, maintaining confidentiality, and being aware of state laws and regulations governing the practice of teletherapy.

Professional guidelines and standards
In addition to federal and state laws and regulations, the provision of telehealth services is also governed by professional guidelines and standards set by professional organizations and licensing boards. For example, the American Psychological Association (APA) has developed guidelines for the use of telehealth in psychology practice, including the provision of mental health services. These guidelines provide guidance on issues such as informed consent, confidentiality, and the use of telehealth technology.
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Synchronous

Asynchronous

Real-time interactive client
and provider interactions.

Application

Clinical assessments, ongoing care and treatment, and
triage of emergency service needs (e.g., for clients with

suicidal ideation)."®

Sharing of health
information that is
collected at one point in
time and responded to or
interpreted at a later time
to direct the next steps of
a client’s treatment or care
plan and complement
synchronous treatment.'?

Methods can be
interactive (i.e., the

client actively sending
information to the
provider) or passive (i.e.,
client data transmitted to
providers through portals,
sensors. or perioherals).

Clinical assessments, symptom management, client
education, and treatment reminders that complement
synchronous client-provider interactions and inform

updates to treatment plans through methods such as:

Store and forward (i.e., client uploads and transfers
medical information, such as health histories, to
identify or refine a treatment plan)

Remote client monitoring (i.e., collecting medical
and health data in one location and transmitting to
another)

mHealth (i.e., capture of health information by

the client and transmission of the information to a
provider through mobile applications, mobile devices,
smartphones, tablets, or computers)

Client education (e.g., online psychoeducation
sessions and workbooks)

Technology Options

Telephone, video calls,
and web-conferencing
platforms."

Web-based portals
(i.e., client portals),
email messages, text
messages, mobile
applications, symptom
management tracking,
sensors, peripherals,
client education modules
or electronic medical
record data.'>"°
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Cognitive Behavioral Therapy (CBT) via telehealtn

Strong Evidence

CBT is a goal-oriented psychotherapy that seeks to modify an individual's thought pattems, beliefs, and behaviors. CBT
programs use a variety of cognitive and behavioral techniques in group and individual settings while remaining structured
and time-limited.* Through cognitive restructuring, CBT may be used to help clients re-evaluate their negative thought
patterns that include overgeneralizing or catastrophizing negative outcomes.#”# CBT techniques can be used to help
clients address traumatic experiences and develop more effective thought patterns and realistic perspectives on the

trauma*?

Health outcomes

« Reduction in severity of depression symptoms® %
= Reduction in symptoms of PTSD®'
«  Reductions in self-reported depressive and general anxiety symptoms®'

Telehealth-
specific outcomes

When compared to enhanced usual care (defined as conversations with primary care physicians).
= Higher level of client satisfaction® '

«  No significant difference in therapeutic working alliance between provider and client"

When compared to in-person treatment:

= Higher level of treatment completion®®

Populations that
benefit from the

People experiencing major depressive disorder, including:
« Primary care clients®

Jreatment Rural, Latino/Latina clients®
People experiencing PTSD, including
College women who are survivors of rape®"
Providers Doctoraklevel therapists®® '
who can offer Students working towards master's in social work degree 2
intervention Master's-level social workers™®
services Licensed social workers®

Technology used

Telephone®
Computer-based online program facilitated by a therapist®!

Intensity,
duration, and
frequency

« Participants were offered 8 to 18 sessions of CBT, sessions (offered in both English and
Spanish) were designed to be 45 to 50 minutes®

= Through an online, therapist-facilitated CBT program, clients completed nine modules over the
course of 14 weeks®!

Lessons learned
transitioning from
in-person care to
telehealth

Lack of telephones was not a significant barrier to participation®®
Providing culturally tailored CBT via telephone has the potential to enhance access to care for
Latinas/Latinos living in rural areas®

= Providers and clients developed a strong therapeutic working alliance despite the largely
asynchronous nature of communication®'

- Future research is needed to assess the effectiveness of delivering similar therapist facilitated
online programs to diverse populations and in multiple practice settings®!

Four studies met criteria for review (four RCTs), resulting in a rating of Strong Support for Causal Evidence:





image15.jpeg
Behavioral Activation (BA) Therapy via telehealtn

Strong Evidence

BAis a treatment component based on changing behavior to change one’s mood. It involves identifying, scheduling, and
completing positive reinforcement activities.*" 2 Behavioral Activation-Therapeutic Exposure (BA-TE) is an integrated,
evidence-based treatment for Post-Traumatic Stress Disorder (PTSD) and Major Depressive Disorder (MDD). BA-TE
combines BA with exposure-based therapy. It involves weekly BA activities along with situational exposure to clients’
avoided stimuli and imaginal exposure to past traumatic events 2+

Health outcomes

« Reduction in depression*' and major depression®# symptoms
« Reductions in PTSD symptoms*#
Reduction in anxiety*

Telehealth-specific
outcomes

When compared to in-person treatments:

« Reduction in Veteran's Affairs health uilization costs one-year post-telehealth intervention*
«  Similar rates reduction in PTSD symptoms (e.g., disturbing memories/thoughts about miltary
experience, avoidance of external stimuli, nightmares, and re-experiencing)*®

Populations that
benefit from the
treatment

People experiencing MDD, including
Older veterans (58+)*"
Rural veterans*!

Black/African American veterans®!
Male veterans®!

People experiencing PTSD, including:

« Male and female veterans of Operation Enduring/Iraqi Freedom* and the Vietnam War, the
Persian Gulf War, and Operation New Dawn*®

Providers who can
offer intervention
services

« Master's-level clinicians with over five years of experience who participate in a two-day.
training and who receive weekly supervision throughout the trialé!

« Master's-level counselors who completed an eight-hour workshop and shadowed a senior-
level clinician administering the treatment

« Mental health therapists who completed a week-long training, shadowed a senior-level
clinician, and received weekly supervision*

Technology used

In-home videoconferencing technology, set up via an analogue telephone®'
Computer, tablet, or smartphone with encrypted videoconferencing software similar to Skype
or FaceTime* @

«  Alandiine-based videoconferencing program which functions like a typical touch-phone but
includes an adjacent video screen®2

Intensity, duration,
and frequency

« Eight 60- to 90-minute weekly sessions*

Lessons learned
transitioning from
in-person care to
telehealth

« Telehealth treatment was effective even though the in-home videoconferencing technology
used in the studies has become somewhat obsolete; researchers believe new technology
can only improve communication between clients and providers, thus easing future
implementation®!

«  Home-based telehealth has potential advantages over hub-and-spoke models (e.g., where
a client s treated in an office setting by providers at another office setting) for addressing
treatment barriers, including cost, stigma, and travel logistics*®

Four studies met criteria for review (three RCTs and one single sample pre-post), resulting in a rating of Strong Support

for Causal Evidence.
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Cognitive Processing Therapy (CF1T) via telenheaith™

Strong Evidence

CPT is a trauma-focused cognitive therapy aimed at reducing symptoms of PTSD.% CPT has been found to be effective
in reducing symptoms of PTSD developed as a result of experiencing traumatic events, such as child maltreatment,
sexual assault, and miltary-related stressors. % CPT consists of four main components: 1) Education; 2) Processing;
3) Challenging thoughts about the trauma to restructure thought pattems; and 4) Focus on trauma-related themes of
safety, trust, power and control, esteem, and intimacy %57

Health outcomes

« Greater or equivalent reduction in severity of PTSD symptoms %5
= Reduction in symptoms of depression®®.®

Telehealth-
specific outcomes

When compared to in-person treatments:

« Increased access to care for underserved rural populations®

= No significant difference in client treatment adherence (homework completion) and retention®
= No significant difference in client satisfaction®-#
= No significant difference in therapeutic alliance between provider and client® .

Populations that
benefit from the

People experiencing PTSD, including:
Veterans® %.60

Bomment Civilian women®

Male combat veterans living in rural areas®
Providers Licensed psychologists®
who can offer Doctoral-level psychologists® ®

intervention Licensed social workers®
services Master's-level and doctoral-level social workers®.%
Fanmily therapists™
Although formal CPT training is not required for practitioners, resources are available, including a
program delivery manual and certification trainings™
Technology used |+ _Videoconference® %
Intensity, «  Participants received CPT over 12 sessions, conducted once or twice a week for
duration, and ‘approximately 50 to 90 minutes each %%%
frequency

Lessons learned
transitioning from
in-person care to
telehealth

«  Videoconference is a familiar format for many users®

« Participants encountered few disruptions using videoconferencing (.g., no sessions were
canceled due to technological difficulties)®
= Smaller technology screens may reduce rapport and communication®®

Four studies met criteria for review (four RCTs), resulting in a rating of Strong Support for Causal Evidence.

‘Originally, the primary version of CPT was administered with a written account of trauma and cognitive-only CPT was administered
without a written account of trauma. Research comparing the efficacy of the two versions found that both versions are as effective, and,
notably, the cognitive-only version led to a decrease in dropout rate. As a result, the terminology changed and CPT without a written

account of trauma became the primary version implemented. For the purpose of this evidence review, this guide uses the terminology as
o T R N Y T i (RN 2 SRR S,
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Prolonged Exposure (PE) Therapy via telehealth

Strong Evidence

PE is a type of CBT that focuses on helping individuals confront their fears from traumatic experiences.®" First developed
as an intervention to treat sexual assault survivors suffering from PTSD, PE has been shown as effective for treating
survivors of varied traumas, including combat, accidents, and disasters.®2 Through weekly sessions of PE, individuals leam
how to gradually approach their trauma-related memories and feelings.?"-% Exposure therapy through imaginal exposure
(describing the traumatic event) and in vivo exposure (confronting feared stimuli) also helps reduce symptoms of PTSD.¢!

Health outcomes

Reduction in the severity of PTSD symptoms™* (compared with both no treatment and in-
person PE therapy)

Reductions in symptoms of anxiety™-.%

Reductions in symptoms of depression®#

Telehealth-
specific outcomes

When compared to in-person treatments:

Increased access to care for rural veterans®

No statistical differences in client satisfaction, although participants in the in-person group
reported a higher level of comfort when communicating with their therapist than participants in
the telehealth group®

High acceptability of telehealth modalities®

Reductions in the extent to which PTSD interferes with activities of daily living (including
health, diet, and work)®

Populations that
benefit from the

People experiencing PTSD, including:

Veterans, predominantly male 4.5

intervention
services

HSatmant «  Rural veterans®®
Providers Clinical psychologists® %
who can offer Psychiatrists®

Master's-level therapists and counselors® .67

Master's-level social workers®®

Psychology intemns/fellows®

Although formal PE training is not required, practitioners of PE often received training and

supervision in the form of:

~ Weekly supervision from a licensed clinical psychologist who was a certified PE trainer®

~ 32-hour workshop training program in PE®

- Observation of a senior-level clinician through a complete course of prolonged exposure,
both in-person and via telehealth®

- Recordings of therapy sessions for treatment fidelity””

- Extensive training and supervision in exposure therapy for PTSD®

Technology used

Videoconferencing via computer®® or smartphone®®

Intensity,
duration, and
frequency

Participants received PE once a week ranging from approximately 60 to 90 minutes;® they
were typically offered between 6 to 12 sessions depending on treatment response,® %%
and up to 21 sessions in one case®

Lessons learned
transitioning from
in-person care to
telehealth

Clients express general interest and acceptability in using PE delivered via videoconferencing®®
Telehealth-delivered PE can help overcome geographic bariers to care and help providers
reach underserved populations® ®

Providers can make small adaptations to telehealth-delivered care to increase adherence to
PE; some small, yet useful changes in care include using smartphone calendar reminders,
scheduling an initial in-person client meeting to build rapport, and using the PE Coach app to
augment and supplement treatment?-%

During telehealth visits, the quality and positioning of video cameras and monitors can reduce
providers' ability to notice and respond to clients’ nonverbal communications®

Seven studies met criteria for review (four RCTs, two QEDs, and one single sample pre-post), resulting in a rating of
Strong Support for Causal Evidence.
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Organizational
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‘Assess organizational needs
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Considerations for Working with Groups Using Telehealth

Group therapy raises additional concems when using telehealth, especially related to group dynamics and privacy.

Evidence supports the efficacy of telehealth-delivered mental health groups for veterans with outcomes similar to
those of in-person groups. However, groups are associated with lower therapeutic alliance and group cohesion ratings
(although these differences did not impact group clinical outcomes).

«  The American Psychological Association has a list of considerations for group therapy using telehealth modalities.
«  The Mental Health Technology Transfer Center (MHTTC) Central East has a Tip Sheet for Group Teletherapy.

Format < Groups may happen in hybrid formats (e.g., some audio only, some video plus audio, some in
person). Consider limiting to two delivery modalities to better facilitate groups and troubleshoot
challenges.

Considerations |« Who can benefit most from group therapy? Problem-solve barriers to participation (€.g., is a
patient’s technological set-up appropriate to support a telehealth group?).

«  Are there any potential negative impacts that the telehealth group could have on potential group
members (e.g., paranoia symptoms, disruptive behavior)?

« What group size allows for effective engagement while also being able to address emergencies
or troubleshoot technology issues, if needed?

« Should the groups be closed or open?

« Is there a mechanism for reminder calls before the group meeting to proactively address any
issues, including technical ones?

«_How can client privacy and confidentiality be protected in a group setting?
Before the meeting

« Plan ahead by establishing and reviewing curriculum, facilitation prompts, and ways to handle
emergencies or disruptions

« Send participant materials through the mail or secure messaging platforms
« Use a co-acilitator to help with troubleshooting issues or emergencies

At the start of the meeting:

« Review group rules/expectations, including guidelines to protect group and individual privacy and
confidentiality

« Use the “share screen’ function to share a document with group instructions.

During the meeting:

«  Lock the sessions once participants have joined

« Utiize the chat box

« Utize the raise hand feature

« Mute incoming audio

«__Allow time for questions and troubleshooting

Emergencies |+ Document each patient' physical location and emergency contacts,

« Remind participants of emergency plan and rules during first group session
« Consider co-leading videoconferencing groups with another clinician to:
- Ensure group sessions do not have to be cancelled if a clinician is unexpectedly out

- Enable a provider to problem-solve technical issues or attend to emergencies while the other
clinician proceeds with group material
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EVALUATION PLAYS CRITICAL ROLES
THROUGHOUT TREATMENT IMPLEMENTATION

« Is the telehealth-delivered
treatment appropriate for
the population of interest?

* What resources does the
organization have and
need to evaluate the
telehealth-delivered
treatment?

As soon as the
telehealth-delivered
treatment implementation

begins and during
operation

Process/implementation Evaluation

|+ Are telehealth-delivered treatment

activities being implemented as
intended?

« What are the barriers and facilitators
to implementation of the treatment
and telehealth modality?

Continuous Quality Improvement

+ What improvements could be made to
the telehealth-delivered treatment?

« What parts of implementation were
working and should be unchanged?

+ What organizational factors contributed
to implementation successes and/or
challenges?

+ Were the objectives of

After the
telehealth-delivered
treatment is
initiated with at
least one client

Outcome/Effectiveness
Evaluation D!

the telehealth-delivered
treatment achieved?

« Did client health,
wellbeing, attitudes,
beliefs, and behaviors
change from the start of
their participation in
telehealth-delivered
treatment?

During operation of
the treatment, and at
appropriate intervals

at the end of
telehealth-delivered
treatment

Impact Evaluation

+ To what extent can client
outcomes be attributed to
telehealth-delivered treatment
activities?

Engage

ns, and behavioral health care consumers

and d

sel

throughout all phases of evalu:

planning, data collection, analy:
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Outcome
Client Experience

lllustrative Data Sources

Clinical Outcomes

Reduction in * Days of symptoms in the prior |e  Structured scales and assessments (e.g., Beck
Depression 30 days Depression Inventory — 2 Edition, Geriatric Depression
Symptoms S ity of " Scale, Structured Clinical Interview for DSM-IV (MDD
a SVRIly O Symploms module), Hamilton Depression Rating Scale, Center for
Epidemiological Studies - Depression Scale, Patient Health
Questionnaire-9 (PHQ-9))
Reduction in * Days of symptoms in the prior | Medical records
PTSD Symptoms 30 days * Structured scales and assessments (e.g., PTSD Checklist
* Severity of symptoms - Specific (PCL-S), Clinician-Administered PTSD Scale

(CAPS), PTSD Symptom Scale — Interview (PSS-1))

Telehealth Care

and Retention in [e

Client Satisfaction |e

Reduction * Days of symptoms in the prior | Medical records
in Anxiety 30 days * Structured scales and assessments (e.g., Beck Anxiety
Symptoms * Severity of symptoms Inventory, Four Dimensional Anxiety Scale)
Substance Use Substance use * Qualitative interviews (client)
Disorder Days of substance use in the |e Urine drug screen
prior 30 days * Structured scales and assessments (e.g., SCID-I/P
Substance Use Disorder)

Client Experience with Telehealth

Engagement * Number of sessions attended |e Qualitative interviews (staff and clients)

Completed therapeutic * Administrative data

treatment * Intake/enroliment data

Access to care * Qualitative interviews (clients)

Acceptability of care * Structured scales and assessments (e.g., Client
Self-efficacy Satisfaction Questionnaire, Satisfaction with Therapy

and Therapist Scale, Telehealth Usability Questionnaire,
Telemedicine Satisfaction and Acceptance Scale, Helping

Alliance Questionnaire 1l)

Alliance (Client)

Therapeutic .

Client relationship with * Qualitative interviews (clients)
provider * Structured scales and assessments (e.g., Working Alliance

Emotional safety Inventory short form)
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