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We bring together sometimes competing stakeholders and thought leaders, from every
corner of health care, to discuss innovations and figure out, together, how to make
them real. To find solutions to problems that they alone can’t solve.
NEHI is focused on issues that require innovations and where innovations matter to
our members: access to mental health care, improving health equity, and incentivizing
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better than we found it. Innovations, well-considered, can do that.
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Executive Summary
The use of tele-mental health has grown rapidly, especially in connection with the
pandemic’s impact. Our understanding of the circumstances in which tele-mental
health is most effective has not, however, been able to keep pace with the growth
in utilization by a wider range of patients and providers. This project, funded by
the Patient-Centered Outcomes Research Institute (PCORI), was designed to obtain
multi-stakeholder perspectives on the research needed to enhance the beneficial
impact of tele-mental health for Medicaid enrollees.
The focus of our project was on tele-mental health for Medicaid enrollees because
Medicaid is the largest payer for mental health and substance use disorder services.
Moreover, the population covered by Medicaid includes a large portion of people of
color, people with disabilities, and people living in poverty who have experienced
long-standing health disparities and disproportionate negative mental health challenges related to the COVID-19 pandemic.
This work featured a series of focus groups and a day-long conference involving
patients (Medicaid enrollees with a lived experience of mental health or substance use
disorder), providers (clinicians), and payers (Medicaid state officials and representatives of Medicaid managed care health plans). Participants exchanged perspectives
on tele-mental health, reviewed our summary of existing research through the lens of
their own experiences, and generated consensus-based recommendations for future
patient-centered outcomes research (PCOR) and comparative-effectiveness research
(CER) on tele-mental health. Voicing significant appreciation for a dynamic conversation, participants articulated the following questions for further study:
•
•
•
•
•
•
•

How does the effectiveness of tele-mental health vary based on patient characteristics?
Which types of treatment and appointments are appropriate for the use of tele-mental health?
What outcomes are important in assessing the effectiveness of tele-mental health
and how can they be measured?
What are the factors that most affect patients’ experience and engagement in
tele-mental health care?
How can patient preferences be effectively incorporated into treatment guidelines?
What training and supports are beneficial for both providers and patients?
How can tele-mental health extend provider capacity?
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At the conclusion of this initial work, NEHI hosted a webinar and panel discussion
involving participants from our project and external commentators. Please listen to
hear directly from participants about their experiences and to hear their perspectives
on why the recommendations for research are important. Panelists emphasized the
need for evidence-based practice guidelines that consider all available modalities of
care from in-person to different forms of tele-mental health. There was strong agreement among panelists on the importance of addressing the issue of provider capacity
with a cautionary note about the unintended consequences of extending tele-mental health capacity, such as reduced availability of in-person services. Panelists also
discussed considerations related to tele-mental health for populations that were not a
focus of this project, children and adolescents prominent among these.
Much research is needed, but including the questions of those who provide, pay for,
and receive tele-mental health services is essential to speeding understanding and
knowledge that enables broader and more effective access to tele-mental health.
In the report that follows we describe in detail project participants’ perspectives on
tele-mental health and the research needed to advance its benefits for Medicaid enrollees. As an appendix to the report, we have included the literature review we presented
to the participants.
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Introduction
Tele-mental health has played a vital role in providing access to mental health treatment during the COVID-19 pandemic and it is expected to continue to do so in the
future. The widespread use of tele-mental health is, however, relatively new. So, there
are many unresolved questions about its effectiveness, differences among types of
tele-mental health, and the circumstances in which it is best used. Stakeholders’ contributions to these questions can direct research that addresses their concerns and is
useful in making evidence-based, treatment-related decisions.
The Network for Excellence in Health Innovation (NEHI) designed this project, “Leveraging Patient and Other Stakeholder Perspectives to Advance Research on Medicaid Access to Tele-Mental Health Care” to elicit multi-stakeholder perspectives on
patient-centered outcomes research (PCOR) and comparative effectiveness research
(CER) recommendations that would be pertinent to Medicaid enrollees. We focused
on Medicaid enrollees because of the significant role played by Medicaid in providing
access to mental health treatment to members of racial and ethnic minorities, individuals with low income, and individuals with disabilities, whose mental health treatment
needs were exacerbated by the COVID-19 pandemic (Guth, 2021; Kaiser Family Foundation, 2019; Saltzman et al., 2021). Identifying how tele-mental health can benefit those
with Medicaid coverage, a population that has long experienced disparities in access to
mental health care (National Conference of State Legislatures, 2018), is critical.
We conducted the project in two phases. The first phase consisted of four virtual focus
groups held in October and November 2021. Two of the focus groups involved only
patients (Medicaid enrollees with mental health or substance use conditions). The
other two involved providers (clinicians) and payers (including Medicaid state officials
and representatives of Medicaid managed care health plans). Participants in the focus
groups shared their experiences with tele-mental health services during the pandemic, reacted to existing research on tele-mental health, and made initial suggestions for
future research. The findings from the focus groups contributed to the second phase, a
day-long conference that NEHI hosted, virtually, in April 2022. The conference brought
all stakeholders together to exchange perspectives on tele-mental health, review updated research findings1 through the lens of their own experiences, and generate consensus-based recommendations for future patient-centered outcomes research (PCOR)
and comparative-effectiveness research (CER) on tele-mental health.
1

See Appendix A for Review of Literature that informed the discussion.
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Recruitment and Participants
We recruited participants to join both phases of the project in summer 2021. We originally planned for the conference to be in-person. Therefore, we restricted recruitment
to New England to limit travel-related barriers to participation. To recruit payers, we
contacted state Medicaid officials and representatives from the major health plans serving Medicaid enrollees. We used snowball sampling to contact clinicians serving Medicaid enrollees across a variety of organizations and those with different areas of expertise in terms of the population they serve (e.g., children and adolescents, individuals
with substance use disorder, non-English speakers). To recruit patient participants, we
sought referrals from the clinicians we contacted for the project and the Massachusetts
Clubhouse Coalition (MCC), which includes clubhouses across Massachusetts serving
individuals with mental illness. We also contacted individual clubhouses within the
MCC, and other community-based mental health programs including the Metro Boston
Recovery Learning Community (Metro-Boston RLC) which offers peer-to-peer services
for people with mental health or substance use conditions. Due to COVID-19 restrictions
most of our recruitment efforts were limited to virtual interactions.
A total of thirty individuals participated across both phases of the project — eight
providers, six payers, and sixteen patients. Payers who had dual roles as providers and
presented both perspectives. Providers were from programs within academic medical centers and community health centers that serve Medicaid enrollees. The provider
group included those with different training backgrounds (psychiatrists, psychologists,
and social workers) and expertise (e.g., substance use treatment, pediatric mental
health, and treatment of non-English speaking patients).
Two of the payers were state Medicaid officials. The remaining participants represented
private health plans, all but one of which cover Medicaid enrollees.
Patient participants were all Medicaid enrollees with a mental health or substance use
disorder and included individuals who reported having a serious mental illness, and
those with a dual diagnosis of mental health and substance use disorder. Two of the
patients had physical disabilities - one had a vision impairment and the second had
a hearing impairment. The participant with vision impairment was able to read the
screen during virtual sessions. The participant with hearing impairment requested
closed captioning, which we used throughout. All patient participants had experience
with tele-mental health in the past year. They included nine females, six males, and
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one gender non-binary individual. Twelve of the patient participants were White, two
were multi-racial, one was Asian, and one was Hispanic. The average age of this group
was 47.5 years. Patient participants all had at least some high school level education
and more than half had at least a bachelor’s degree. Participants across the stakeholder groups were from the states of Connecticut, Massachusetts, New Hampshire, and
Vermont.

Findings
We present here the findings and our conclusions from across both phases of the project. These are laid out in three sections that cover the perceived benefits of tele-mental health, concerns about tele-mental health and related considerations for its future
implementation, and recommendations for future research that draw upon the
perspectives described in the preceding sections.

Perceived benefits of tele-mental health
Patients and providers emphasized that tele-mental health eased material
access challenges, especially those associated with travel time and effort.
Patients noted the following benefits:
• Time-saving and reduced stress. Patients noted that it was stressful and time
consuming to travel to appointments, especially if they had multiple appointments
that were not well-aligned.
Patients associated stress with navigating inefficiencies in public transportation, and
travel costs. Tele-mental health eliminated these challenges.
• Scheduling ease. The reduced travel time also made more options available for
scheduling.
• Ideal for medication management and short check-ins. Patients found telehealth
was ideal for medication management appointments which are generally short
check-ins and involve more time spent traveling than gaining therapeutic advantage
if they are in-person.
• More comfortable. Patients mentioned that given the wait times often associated
with appointments, they preferred waiting in their own spaces, instead of in a clinic
waiting room.
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Providers supported these comments. One of the providers said:
“I really appreciate having the telephone capacity to do follow-ups for meds because
people are working. I want to honor that.”
Within telehealth, providers noted the important role of audio-only services in maintaining access to treatment for those without any or adequate access to the internet for
video appointments. Patients and providers described that the telephone-only option
was especially helpful in avoiding internet issues; it became a primary modality of care
for some of the patient participants. As one noted:
“We do phone all the time now because I can take the phone call anywhere. I can just step
away for 30 minutes.”
Additionally, providers remarked that they experienced lower no-show and cancellation
rates in telehealth appointments.
The literature on experience with tele-mental health echoes these perceived benefits,
in studies from prior to the pandemic and in surveys conducted during the pandemic (Campion et al., 2021; Norman et al., 2022). There is emerging quantitative data on
reduced no-show rates (Muppavarapu et al., 2022); future research might examine this
further and elaborate on the factors that contribute to it. As we note in our recommendations, research may consider the role of stress and how its reduction contributes to
effectiveness of tele-mental health.
In addition, two patient participants speculated about the potential for tele-mental
health to encourage new patients to seek treatment by providing greater anonymity
and reducing fear of the stigma associated with going to a clinical setting for mental
health treatment. Notably, providers and payers did not remark on the role of tele-mental health in overcoming the impact of stigma on seeking mental health treatment.
One clinician emphasized the importance of determining whether tele-mental health
provided access to care to individuals who had not previously received any form of
treatment.
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Concerns about tele-mental health and considerations
for future implementation
All participants, including payers, appreciated the significant advantages tele-mental
health offers in terms of accessibility and flexibility and they believed it should be an
important component of care in the future. However, participants were also uniformly
clear that certain factors might influence the effectiveness of tele-mental health. They
identified the primary factors as patient preference, patient’s stage of treatment,
patient’s diagnosis and clinical status, and the type of intervention a patient required.
Additional factors included provider and patient comfort with the technology and
access to private physical space for the therapy being provided.

Participants also expressed concern about the barriers to access to tele-mental health,
especially for Medicaid enrollees. They emphasized that future implementation and
expansion of tele-mental health should address these barriers. Providers highlighted
the challenges they face from the rapid adoption of tele-mental health and the simultaneously increasing demand for mental health services. They voiced the importance
of addressing these challenges and concern that not doing so might exacerbate the
paucity of mental health services if burnout or provider dissatisfaction resulted from
tele-mental health expansion.
We describe participants’ considerations and concerns here in greater detail, many of
which are echoed in extant literature.

Factors to consider in determining whether tele-mental health is a good
fit in specific treatment situations.
Patient preferences.
Despite the convenience of tele-mental health, the key role it played in the continuation
of care during the pandemic, and overall high rates of satisfaction among patients, a few
of the patient participants retained a strong preference for in-person treatment. Some
providers reported observing this preference in their practices, with patients electing not
to engage via telehealth during the pandemic and opting instead to wait for the return to
in-person services. One provider added that some patients also expressed a preference
for a particular modality.
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Patients’ preferences were affected by their initial experiences with tele-mental health, how
connected they were able to feel to their provider, and their comfort with the technology
used. Some patient preferences may be altered by addressing these underlying concerns.
For example, one patient’s experience with fixable, technology-related glitches during
telehealth interactions led them to believe that quality interaction was not possible via
telehealth and a preference for in-person care:
“When I tried to do telehealth, the videos were being dropped, it was choppy, intermittent, they could hear every other word…it was just so frustrating that I didn’t want to do it
anymore. I wasn’t getting the care I needed.”
Other factors, such as beliefs about the strength of patient-provider relationship, might
be less mutable. Patients expressed mixed opinions about whether a strong connection or therapeutic alliance between provider and patient could be established via
tele-mental health. Patients who preferred in-person treatment did not think so. While
the focus here is on patient preferences, it is worth noting that some providers echoed
patients’ concerns about therapeutic alliance. Similar to the patient group, this was not
a unanimous concern among providers. The following quotes from two providers illustrate the contrasting views:
“I’ve noticed that getting back with my patients in the room, people are more willing to
share more personal things…I feel like [when] talking to a person in a box, it could be a
hologram. It’s not a real person.”
“I’ve actually heard the opposite...Some people feel more comfortable sharing more over
video because there’s a layer of protection of not having to physically sit in the room with
someone after you’ve shared something that feels particularly vulnerable.”
Whether therapeutic alliance and quality of the patient-clinician interaction, in general, is inferior in tele-mental health relative to face-to-face treatment has remained an
unresolved issue in the research on tele-mental health (Irvine et al., 2020; Turgoose
et al., 2018). Surveys of providers have revealed contradicting views similar to those
described above (Lipschitz et al., 2022; Mark et al., 2021). Given that the patient-provider relationship is vital to the outcomes of mental health treatment, participants in our
group reiterated a call for more research on the topic.
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Further, even among their patients who preferred tele-mental health, providers found
several factors affecting the type of telehealth that was preferred. For example, while
limited internet access was a major factor influencing the use of the audio-only option,
one provider described having patients who preferred the audio-only option because
they did not trust the video option to be private:
“I’ve had some patients that don’t trust the video. They don’t believe there’s really any privacy. Is this really HIPAA compliant? So they’d rather do phone...especially when you have individuals who have migrated from different countries, who might have different experiences,
and to what degree do they trust certain systems?...One patient has phone from the beginning of COVID till now. We’re still on phone, she does not want video.”
Some patient participants, particularly those who preferred in-person care, worried
about a greater shift toward tele-mental health and whether their preferences would be
honored in the care they are offered. Some of these patients reported feeling cornered
into accepting virtual care, such as the person who said:
“The thing that I’m noticing as a patient is that we’re moving to a space where people are
not gonna have a choice. I’m looking for a new group therapist and I can’t find anyone who’s
doing in-person. And I’m one of those people with therapy who need to be in-person.”
To what extent patient preferences are changeable, and the degree to which initial
experiences with tele-mental health establish long-term preferences, are open questions for research.
New vs established patients.
Provider participants commented that they consider whether a person is new to treatment in deciding whether to proceed with a tele-mental health visit. They noted the
advantages of providing immediate access via tele-mental health, but also observed
that it was more difficult to assess the patient in this way. Therefore, they expressed
a preference for conducting initial evaluations face-to-face. They were unable to
comment on whether telehealth versus face-to-face intake impacted the future course
or outcomes of treatment. Providers were more comfortable using telehealth for
follow-up care and review of treatment plans. They also highlighted the importance of
tele-mental health for patients who are struggling to follow up if the severity of their
symptoms made it difficult for them to attend in-person appointments.
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Patient participants largely agreed with providers; in general, in-person appointments
are better for developing rapport in initial meetings and tele-mental health works best
after establishing a relationship with the provider. However, patients also mentioned
factors that made tele-mental health preferable even for initial contacts, including greater
anonymity and reduced fear of the stigma associated with mental health treatment.
Diagnostic conditions.
All participants noted that most of the literature on the effectiveness of tele-mental
health is limited to a few diagnostic conditions. Not much is known about how well it
works for individuals with more serious conditions (e.g., psychosis) or with conditions
that present more cognitive challenges (e.g., neurodiverse individuals or individuals
with developmental disabilities).
Participants with co-occurring physical conditions, such as neurological effects of psychiatric medications, found that some of their symptoms were not being adequately evaluated via telehealth and that at least some in-person care was critical for appropriate evaluation and treatment. Providers agreed that hybrid options are crucial for those in need of
physical screenings.
Patient clinical status/stage of recovery.
Participants stated that the appropriateness of tele-mental health needed to be evaluated based on the progression of their illness. A patient example related to recovery status
was that of individuals experiencing an exacerbation of isolating behavior. Participants
described that tele-mental health appointments might not be helpful in that case and
in-person appointments can help motivate people to leave the house and socialize with
others.
Providers found that telehealth was not an effective platform for substance use treatment
for people who were experiencing relapses with their addictions. Patients echoed this,
stating that in-person appointments are preferable for substance use treatment because
in-person visits establish greater accountability. In person visits also make it harder for
patients to hide relapses. Participants in prior survey research have made similar observations (Mark et al., 2021). Providers and patients in our group provided examples to illustrate this point:
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“I was sober for 12 years before the pandemic, and I suffered a relapse...I was able to keep
that hidden for a really long time. And I think had I been going to my in-person treatment,
that it would’ve been discovered... I wasn’t doing my regular urine analysis because we
weren’t required to come in.” ~Patient
“The women in our program started off excited about telehealth and the women who
were doing well with their addiction hated telehealth. For privacy reasons, for relationship
reasons. They wanted to come into the office, they wanted to provide their urine drug screen
on site, they wanted to be here. And the women who were not doing well in recovery, and
were actively using and relapsing were the ones saying, ‘Can I have a telehealth visit?’...we
were almost always able to predict when someone called us and said, ‘I can’t come in, can
we just convert over to telehealth today,’ that they were struggling with their addiction.”
~ Provider
However, a patient participant in our group cautioned against writing off telehealth for
all substance use treatment. In some cases, the immediate availability of telehealth
outweighs the disadvantages. Timely access to some treatment was better than none.
Immediacy was the key advantage and delayed telehealth appointments would undermine its advantages.
Patient’s environment.
Providers and patients noted that patients’ access to suitable private space privacy is
critical in considering whether to offer telehealth rather than in-person visits. Providers
described that many of their patients lacked the ability to conduct tele-mental health
visits in a space in which it is safe to disclose sensitive information or is free from distractions. One provider described patients being forced to conduct appointments from
uncomfortable spaces due to the lack of other private spaces:
“Many of the women in our program, with histories of addiction and some in recovery,
were in relationships or housing situations where they would meet with us in their bathroom, in their car, in their closet…it was both a barrier to treatment and in some cases
raised safety issues.”
Type of intervention.
Some providers raised as a limitation of current telehealth technology that it is
designed primarily for one-on-one interactions. Despite the availability of technologies that allow for larger meetings (e.g., Zoom), these have not yet been incorporated
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widely in treatment contexts for either patient group meetings or care team planning
and review sessions. When telehealth was used for group sessions, patient participants
remarked that it can be difficult to read social cues and develop interpersonal relationships. They observed that if group members had previously established relationships
with each other and the providers, tele-mental health might be more comparable to
inperson sessions.
Participants underscored the importance of outcome assessment to better understand
how the factors described above impact the effectiveness of tele-mental health. None
of the stakeholder groups was satisfied with the status of outcome assessment. Payers,
especially, emphasized that while tele-mental health offers significant access advantages, the assessment of quality of services via telehealth needs greater attention. Payers
pointed out, for example, that the difference in the quality of care between tele-mental
health modalities such as telephone and video is not well understood and that they
would not support an option purely based on access if it did not offer comparable
outcomes. Providers found that outcome assessment was often more focused on cost
of care than on quality measures.
We gleaned two major issues related to outcome assessment from the discussion. One,
existing methods of data collection do not adequately utilize available quality measures
to satisfactorily address payer or provider concerns. Second, the available quality
measures do not represent the patient priorities. Several participants pointed to the
need to identify outcomes that mattered to patients. The following quote from a
provider illustrates this point:
“When you’re looking at outcomes, you [want to] look at not just “objective” outcomes
like improved symptom scores, or ED visits and hospitalizations, but also patientreported outcomes. What are the things that are important to the patients that they
get from this type of treatment?”

Tele-mental health has the potential to expand access to treatment, but
further work is needed to determine how and to mitigate barriers.

Participants noted that, despite important access benefits, several barriers prevent
tele-mental health from being a viable option for many stakeholders and limit the
extent to which it can improve access to mental health treatment. Providers and payers
observed that tele-mental health provided an alternative to in-person care during the
pandemic to those who already had access to mental health care, but it did not expand
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access for those who did not previously have a relationship with a provider. Payers
reported greater uptake of telehealth in rural areas compared to the pre-pandemic period, but this did not appear to bring in new patients. Participants described the following major barriers they believed needed to be addressed. The first two are specific to
the use of tele-mental health and the third, concerning provider capacity, is a larger
issue that is not mitigated by tele-mental health.
Technology remains a barrier.
Participants noted that there remain a significant number of people who struggle with,
or do not have, the appropriate technology to access tele-mental health. This concern
echoed trade and academic literature; lack of broadband has been an area of concern,
especially for video modalities. In some rural areas, audio-only (a telehealth option that
was not typically reimbursed pre-pandemic) was the only telehealth option available to
conduct evaluations and prescribe medications.
Language and accessibility barriers.
Participants described that the barriers to in-person care for people who are not
fluent in English or who have disabilities and require assistive technology persist in
tele-mental health as well. Many telehealth platforms do not accommodate the features
these individuals require to receive adequate care. For example, the lack of translation services integrated into digital platforms limits the ability of people who speak a
language other than English to participate in telehealth. Similarly, not all telehealth
platforms offer closed captioning which is necessary for those with hearing disabilities
to participate in telehealth.
Future initiatives to expand the reach of tele-mental health should include strategies to
lower these technology and accessibility barriers in making treatment decisions.
Provider capacity.
The availability of telehealth does not mitigate the limitations in mental health provider capacity, which existed prior to the pandemic and have been compounded by the
mental health impact of the pandemic. Providers expressed interest in research to identify how tele-mental health can extend provider capacity. Despite the convenience of
providing therapy virtually, providers were unwilling to conclude that telehealth would
allow them to see more patients.
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Patients emphasized that the issue of provider shortage is especially challenging for
Medicaid enrollees, who routinely have difficulty finding behavioral health providers who meet their specific treatment needs and accept Medicaid coverage. Several
patients noted that peer support was an essential part of their treatment and urged
consideration of incorporating supplemental treatment supports –especially peers—
into tele-mental health.

Tele-mental health currently presents several challenges for providers.

While provider participants expressed relief that they could continue to see their patients
during the pandemic, they also acknowledged that telehealth may contribute stress to
patient care. Even though several studies have found overall high levels of satisfaction
among providers despite the technological and administrative challenges of tele-mental
health, many providers feel overburdened by the need for services and ill-equipped to
deliver them via telehealth. These concerns highlight the risk of provider burnout, which
could further diminish the quality and availability of mental health services.
Not all providers have the necessary skills.
Providers in our group stated that tele-mental health requires a unique skill set, and most
providers are only trained in and are used to delivering in-person mental health services.
They stated that it is unreasonable to expect providers to become highly skilled at tele-mental health with a few hours of orientation. One provider described the issue this way:
“This is really a different workforce that we’re hiring for. Hiring people to be in-person,
in-the-room therapists - and then switching them to be telehealth therapists - is not always
the right fit.”
Providers interviewed in other studies have made similar calls for training specific to
tele-mental health to feel equipped to deliver high-quality care (Lipschitz et al., 2022;
Schoebel et al., 2021). Patients in the conference also expressed the need for provider
training specific to telehealth. Some were clear that a provider’s lack of facility with telehealth negatively impacted their clinical experience.
In the conference, a few providers observed that provider preferences were an important
factor to consider in the delivery of tele-mental health. They noticed generational differences among providers. A few providers remarked that they struggled with the reduced
opportunity for impromptu consultation with colleagues; the transition to virtual consultation seemed easier for younger clinicians.
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Inadequate reimbursement.
Providers found a need for significant additional resources to provide the necessary
support to their patients to engage in tele-mental health -- staff to provide technical
assistance to patients, for example. This demand for additional resources augments the
staffing challenges providers already face. They emphasized that adequate reimbursement is critical to address provider shortage and quality of service. Patients also noted
the importance of adequately paying providers, particularly those who treat Medicaid
enrollees. As one patient participant put it:
“A lot of mental health professionals went into private practice…we have to incentivize providers to accept MassHealth [the Massachusetts Medicaid program], reduce
the paperwork, and expedite payment...they also need to be paid for the in-between
sessions…”

Recommendations for future research

Based on the observations and considerations for future implementation of tele-mental
health that emerged from the focus groups and conference, participants offered recommendations for needed research on tele-mental health. NEHI prioritized the recommendations through polling and discussions with participants. Notably, providers and
patients were the most vocal in presenting their perspectives on the use of tele-mental health and in recommending directions for future research. Payer comments and
recommendations were largely focused on the measurement of outcomes, particularly
the comparison with outcomes achieved through in-person treatment. We synthesized
the recommendations for future research, considering the results of the prioritization
process and their relationship to the major concerns that were voiced about tele-mental health during the conference. Our recommendations further considered how they
related to the gaps identified in the existing literature on tele-mental health and the
research questions’ particular significance to Medicaid enrollees.
These recommendations focus on opportunities for Patient-Centered Outcomes
Research (PCOR).2 Within these recommendations we highlight the possible Comparative Effectiveness Research (CER) questions.
2
https://www.pcori.org/research/about-our-research/patient-centered-outcomes-research; https://
www.pcori.org/research/about-our-research/research-we-support
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How does the effectiveness of tele-mental health vary based on patient characteristics?
As described previously, participants identified several patient characteristics such as
modality preference, diagnosis, and stage of recovery as factors that might determine
the effectiveness of tele-mental health. Research to understand the impact of these
factors was of high importance to participants to support decision making relating to
their own treatment or that of their patients. Participants were particularly interested in
knowing more about how well tele-mental health worked for diagnoses beyond depression. Patients stated that, to make research-based decisions regarding tele-mental
health for themselves, it is imperative that there be research specific to their condition.
Indeed, there is limited rigorous, large-scale research on the use of tele-mental health
in the treatment of serious mental illness and substance use disorders (Lawes-Wickwar
et al., 2018; Mark et al., 2021; Santesteban-Echarri et al., 2020). There also are gaps in
tele-mental health research focused on the treatment of depression, however, including inadequate research on patient characteristics that impact effectiveness (Berryhill
et al., 2019; Giovanetti et al., 2022).
Providers added that they needed more research on demographically diverse populations to make evidence-based treatment decisions for their patients. The lack of demographic diversity among participants in prior studies of tele-mental health is well-documented. This gap is especially significant in the context of Medicaid, given the role it
plays in providing coverage to non-white and non-English speaking individuals from
diverse backgrounds. There was broad consensus among participants on the need for
more research on how demographic and cultural characteristics affect the effectiveness
of tele-mental health and the types of tele-mental health interventions that are effective.

Which types of treatment and appointments are appropriate for the use of
tele-mental health?
Providers and patients alike were emphatic in their belief that the type of treatment
and type of appointment were critical factors in their determination of whether to use
telehealth. As described above, participants had reservations about the effectiveness
of tele-mental health for group therapy and as a comparable alternative to face-to-face
interaction for initiation of treatment. Participants reiterated the need for more research
on the effectiveness of tele-mental health across types of treatment and appointments
to identify when and which type of tele-mental health might be appropriate.
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Possible avenues of CER related to these questions include: i) comparison of the impact
on course and outcomes of treatment for initiation of treatment via in-person versus
tele-mental health; ii) comparison of treatment outcomes in audio vs video tele-mental
health; and iii) comparison of the outcomes of group therapy delivered in-person versus
via tele-mental health. Similar questions have been raised in the literature on tele-mental health. The use of audio vs video-based tele-mental health, for example, has been an
area of much debate in terms of whether the modalities produce comparable outcomes.
These questions are often linked to discussions of payment parity for these options
(Hirsch et al., 2021; Uscher-Pines & Schulson, 2021). Given the digital access barriers many
Medicaid enrollees experience, which makes the audio-only option a crucial means for
accessing treatment, CER in this area is of significance to this group.
A related question raised by a patient was whether some treatment protocols need to be
redesigned specifically for tele-mental health instead of attempting to translate in-person
procedures to virtual settings. This observation suggests the importance of identifying
new models of care associated with the use of tele-mental health and comparing their
effectiveness to in-person treatments.
Payers and providers discussed the potential for addressing some of these questions
using claims data, but noted that the lack of specificity in coding limited the usefulness of
these data for research.
What outcomes are important in assessing the effectiveness of tele-mental health
and how can they be measured?
There are many calls in the literature for increasing the use of patient-reported outcome
measures. There is a broad academic consensus that using outcome measures to assess
patient improvement and adjust treatment accordingly is critical to achieving better
outcomes (The Kennedy Forum, n.d.).
Two issues emerged from the participants’ discussion of patient outcome measures at the
conference. One is a lack of standardized implementation of available outcome measures.
Variation in outcome measurement across payers poses a significant burden for providers
(Centers for Medicare and Medicaid Services, 2021) and could impede providers’ ability to
assess and improve tele-mental health delivery. While payers at the conference agreed with
the need for standard outcome measures, they did not specify their approaches to assessing
effectiveness. Surveys of Medicaid practices on the coverage and measurement of tele-mental health outcomes would be informative, especially as Medicare is also in the process of
considering the issue of data collection on telehealth utilization and care quality (King, 2022).
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The second issue that lends itself to future PCOR is patients’ desire to incorporate measures
that reflect outcomes beyond the symptoms of their conditions and care utilization. Patient
examples included measures of social and occupational functioning. Participants also
discussed incorporating measures that assess patient and provider satisfaction. Research
is needed to identify measures that reflect effectiveness and are meaningful to the different
stakeholder groups.
What are the factors that most affect patients’ experience and engagement in
tele-mental health care?
This issue is closely related to the need for outcome measures. There was considerable
interest in better understanding what factors in tele-mental health impact patient experience and how they can be addressed to improve patient engagement in care.
Patients described some of the aspects they found challenging in tele-mental health
treatments. They highlighted the lack of standardization in digital platforms used for
tele-mental health. Patients found it challenging to switch among a variety of digital
platforms across providers, particularly without an orientation to the requirements of
each. For those with physical disabilities, the absence of universal accessibility features
such as closed captioning was especially difficult. Measures that incorporate ease of the
telehealth modality would indicate an aspect of patient satisfaction and engagement and
allow better comparison among them.
The lack of standard procedures for telehealth appointments (such as check-in and
feedback regarding delays) was another aspect that patients found impaired their experience and negatively impacted engagement. A provider supported this, reporting that
they received more complaints from patients who experienced long wait times in virtual
waiting rooms than they did from patients in physical settings with check-ins.
Patients recognized that the implementation of tele-mental health during the pandemic
was necessarily rushed and did not allow for much attention to the systems and procedures used for tele-mental health appointments. They asserted that it was now time for
more research, including CER, to better understand factors that influence patient experience and to develop platforms and best practices to promote engagement.
How can patient preferences be effectively incorporated in treatment guidelines?
Patients emphasized that decisions about modality of care (in-person or tele-mental
health options) should be driven by patient preferences. The principal question for
providers and payers is how they should balance patient preferences with other factors
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that might affect treatment outcomes. This question is somewhat complex. It incorporates the question of the extent to which patient preferences affect patients’ therapeutic
alliance (which can affect outcomes) as well as the question of whether patient preferences can be altered to align with other treatment considerations by addressing the
underlying reasons for patients’ expressed preferences. Future research might examine
the factors that most affect patient preference for a modality and the degree of impact
patient preferences have on treatment relative to other factors. These studies would
provide data that inform treatment guidelines for different circumstances.
What training and supports are beneficial for both providers and patients?
A clear theme in our discussion was that providers are inexperienced in tele-mental health and desired training specific to it. Patients were similarly inexperienced
in tele-mental health, and some found it difficult to use without assistance. In some
instances, provider discomfort with the technology negatively impacted patient experience. On the provider side, feeling ill-equipped can worsen provider stress. These negative experiences can exacerbate the existing challenges to access to and engagement
in mental health treatment. Participants, therefore, expressed interest in identifying the
types of training and/ or support that would be beneficial for each of these groups. CER
can be valuable in identifying best practices in this area.
How can tele-mental health extend provider capacity?
Providers expressed a strong interest in research that examines how the benefits of tele-mental can be leveraged to extend provider capacity. Future research using CER might explore,
for example, how paraprofessionals, such as peer support specialists, can provide some
tele-mental health services; the impact of tele-mental health delivery in different settings, such
as emergency rooms, schools etc.; and whether asynchronous options such as app-based
monitoring can supplement real-time interactions with providers. Consideration should
further be given to administrative supports that might extend provider capacity.
For the research based on these recommendations to influence practice, access to
research findings is vital. Stakeholders, especially patients, encounter significant barriers to accessing research findings in a timely manner. We, therefore, sought participant
input on how research can be made more accessible to stakeholders. Participants had
numerous suggestions for dissemination strategies to improve access to research. These
included: using non-technical language and graphics and multimedia formats in research
reporting to make findings more accessible to individuals of different cognitive and reading
abilities; giving providers pre-print access to research to ensure timely implementation in
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practice; and eliminating paywalls to access research. Finally, participants recommended
active efforts by researchers and sponsors to disseminate research to stakeholders, such as
targeted presentations to stakeholder groups, rather than placing the onus on them to seek
out research. Participants noted social media as an important avenue for broader dissemination but added a cautionary note about ensuring the credibility of the information source.

Feedback from Participants
This project was successful in generating robust engagement across stakeholder groups,
resulting in recommendations that represent their varied perspectives. Participants
appreciated the opportunity to share their experiences and insights, and to hear from
those with different backgrounds and from other stakeholder groups. In a post-conference survey, ninety percent of the twenty-one respondents reported being satisfied or
very satisfied with the extent to which they were able to share their perspectives. However, the degree of contribution in the conference varied across stakeholders. Patients and
providers contributed the most in terms of both sharing experiences and making recommendations, while payers were relatively reserved in their input. One payer remarked that
this project was an opportunity for them to hear patient and provider perspectives.
While most participants were satisfied with the virtual format of the project, the format
proved challenging in two respects. It was challenging for individuals with visual limitations and those who were unaccustomed to extended virtual interaction to remain
engaged. In addition, we found that a polling exercise using “dot-voting” did not work
well in the virtual format- it lengthened the discussion and caused confusion among
participants. Participants found our use of a pre-conference survey to identify priorities in
preparation for the discussion at the conference beneficial. They recommended greater
utilization of this type of pre-session polling. Finally, participants shared that a conference
closer in length to the focus groups and split over two days, instead of a day-long event,
might have been easier in terms of continuity and engagement.
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Conclusion
Overall, there was broad support for the continued use of tele-mental health care across
stakeholder groups, with a few exceptions of patients who indicated it was not a good fit
for them. The reasons tele-mental health was not a good fit included having symptoms
that needed physical evaluation, and discomfort or dissatisfaction with virtual interaction.
There was variation among participants around the extent to which they preferred to use
tele-mental health and the situations in which they preferred to use this option. Participants noted gaps in current knowledge about the many factors (such as diagnosis, stage
of recovery, demographics, and culture) that might impact the effectiveness of tele-mental health and the importance of this information in making treatment decisions. One of
the challenges that emerged from this discussion was how patient preferences will be
balanced with other factors that might inform which treatment options are expected to be
beneficial in the options offered to patients.
It is important to note that the perspectives gathered are from a relatively limited sample
in terms of the demographic diversity of patient participants and geographic regions
represented. Despite significant efforts to engage persons of color, we fell short of our
goal. Restricting recruitment to a limited geographic area likely contributed to this. We
also believe that the predominantly virtual process with limited opportunity to meet and
develop relationships with potential participants impeded our recruitment efforts.
This project did not explore questions about the delivery of tele-mental health by non-clinician providers such as peer support specialists and other paraprofessionals who might
play a key role in mitigating the impact of provider shortages. We also did not focus on
asynchronous tele-mental modalities, the use of which is increasing. Future work might
examine their role in expanding access to mental health services. Finally, both providers
and payers noted that little is known about the impact of expanded access via tele-mental health on engaging patients who were previously not connected to mental health
treatment. More research on the patterns of uptake of tele-mental health can be informative regarding the use of tele-mental health to reach new patients.
While we did not identify entirely new research domains using this process, we confirmed
areas of focus and sharpened some of the research issues. The strong participant engagement in the project indicates that it would be worthwhile for researchers to obtain this
type of multi-stakeholder input on specific research questions and designs that emerge
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from these recommendations. We consulted researchers not involved in the project
in preparation for the discussions with participants and for reactions to the emerging recommendations. These researchers validated the relevance of the questions for
future research that were identified through the project. We look forward to learning
how other researchers respond to the recommendations from this project.
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Overview

This literature review is part of the project “Leveraging Patient and Other Stakeholder Perspectives to Advance Research on Medicaid Access to Tele-Mental Health Care,”
conducted by the Network For Excellence in Health Innovation (NEHI) and funded by
a PCORI Engagement Award. The goal of the project was to garner multi-stakeholder perspectives to develop research recommendations that inform patient-centered
outcomes research (PCOR) and comparative effectiveness research (CER) topics, especially those pertinent to Medicaid enrollees.
The project involved focus groups and a day-long meeting with key stakeholders, including patients (Medicaid enrollees with mental health or substance use conditions), providers (clinicians), and payers (including Medicaid state officials and representatives of
Medicaid managed care health plans).
We conducted a review of the current literature on tele-mental health, presented below,
to inform the questions for discussion in the focus groups and convening. This literature
review consists of three sections:
• The effectiveness of tele-mental health care. The review organizes findings
from the literature around three dimensions of effectiveness: clinical outcomes;
quality of interactions; and engagement and satisfaction. It considers studies of the
more commonly used forms of tele-mental health care and identifies research gaps
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related to treatment modalities, treatment of specific conditions, and variations
among specific populations.
• Lessons learned from utilization of tele-mental health care during the
COVID-19 pandemic. Expanded coverage of tele-mental health during the public
health emergency and the dramatic increase in the use of tele-mental health
services, provide timely insight into the benefits and future use of tele-mental
health. Increased utilization suggests a promising outlook; despite this, there is
evidence of an increasing unmet need for behavioral health services and continuing
demographic disparities in access and use.
• Considerations for the future, including the need for further research.

Methodology

NEHI conducted the literature search for this review in the summer of 2021 in preparation for four focus groups held in October and November 2021. We examined grey literature, peer-reviewed research, and federal agency reports to describe how telehealth is
defined, the changes in telehealth from prior to the COVID-19 pandemic to the present,
patterns of telehealth utilization, and considerations for future use of tele-mental health
with a focus on Medicaid recipients. We relied primarily on the peer-reviewed literature
to describe the research findings on the effectiveness of tele-mental health services.
NEHI updated the literature review was between January and March 2022 in preparation for the stakeholder meeting in April 2022.

Background

Telehealth, sometimes referred to as telemedicine, is the use of electronic information
and telecommunications technologies to extend care when providers and patients are
not in the same place at the same time. Types of telehealth include (Center for Medicare and Medicaid Services (CMS), 2021):
Synchronous (“real-time”) modes
• Live video – A two-way, face-to-face interaction between a patient and a provider
using audiovisual communications technology
• Audio-only visits – Use of telephone for visits without video
• Case-based teleconferencing – A method of providing holistic, coordinated, and
integrated services across providers; usually interdisciplinary, with one or multiple
internal and external providers and, if possible and appropriate, the client and
family members/close supports
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This review focuses on the first two of these modes, which are the most used and where
most research has been done.
Asynchronous modes
• Store-and-forward – Remote evaluation by a provider of recorded video and/or
images submitted by an established patient
• E-visits – Non-face-to-face, patient-initiated communication through an online
patient portal
• Remote patient monitoring – Use of digital technologies to collect health data
(including vital signs, weight, blood pressure, blood sugar, pacemaker information,
etc.) from patients in one location and electronically transmit that information
securely to providers in a different location
• Mobile health (mHealth) – Allows patients to review their personal health data via
mobile devices, such as cell phones and tablet computers, which can be done from
their home and assists in communicating their health status and any changes; often
includes use of dedicated application software (apps), which are downloaded onto
devices
The appeal of telehealth for enhancing access.
Broadly, telehealth is considered appropriate for conditions and situations that do not
require a physical examination or procedure, which includes mental health services.
Tele-mental health, the use of telehealth for providing mental health care, has long
been seen as a way of addressing barriers to mental health care access (Smith & Allison,
1998). More than one-third of Americans live in areas where mental healthcare providers are in short supply. The shortage is more acute in rural areas (Kaiser Family Foundation, 2021a; USA Facts, 2021), and 55 percent of counties don’t have a single practicing
psychiatrist (National Council for Mental Wellbeing (last), 2017). Given the inadequate
access to mental health services in the country, especially among Medicaid recipients,
telehealth offers the important advantage of giving patients wider access to providers
(Chauhan et al., 2020), closing long-standing workforce gaps, especially in areas of the
country where provider recruitment and retention are challenging, (e.g., rural areas
(American Hospital Association (AHA), 2021), and addressing barriers to utilization such
as long travel times and concerns about stigma (MACPAC, 2018).
States began providing coverage for telehealth to expand access to care for Medicaid
recipients prior to the COVID-19 pandemic (Gifford et al., 2018). The exponential growth
in the use of telemedicine during the pandemic demonstrated that there is system
capacity for its large-scale delivery and that a sizeable portion of non-urgent outpatient
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visits can be effectively managed through telemedicine (Bashshur et al., 2020; Schaffer
et al., 2020).

Effectiveness of Tele-mental Health

Tele-mental health is among the oldest and most frequently provided telehealth services,
with providers in at least 35 states delivering tele-mental health services in the late 1990s
(Smith & Allison, 1998). In the decades of tele-mental health practice, numerous studies
have examined its effectiveness regarding the impact on symptom improvement, patient
and provider satisfaction, and patient engagement. Some studies compared these
outcomes with those achieved through in-person treatment; some compared different
modalities of delivery such as telephone only, video interactions, and, more recently,
smartphone applications. This review of the literature focuses primarily on synchronous
or real-time interactive modes of delivery, via telephone and video interactions, which are
the most used methods of tele-mental health service delivery.
Published research on tele-mental health falls on a continuum connecting studies of efficacy (the performance of an intervention under ideal and controlled circumstances) and
effectiveness (performance under ‘real-world’ conditions) (Singal et al., 2014). Understanding how interventions work in ‘real-world’ conditions and how they work relative to another
intervention or method of delivery (comparative effectiveness) assists consumers, clinicians,
purchasers and policy makers in making informed decisions that will improve health care at
individual and population levels (Treweek & Zwarenstein, 2009). Characteristics of a particular study determine its generalizability to a broader population (Singal et al., 2014). This
review uses the term “effectiveness” to refer not to a specific type of study, but to what the
body of research tells us about an intervention’s impact on outcomes, quality of interaction,
and patient/provider satisfaction, and about the conclusions we can draw regarding the
benefits and use of tele-mental health in regular clinical practice.
The research on tele-mental health considers a wide range of factors, such as the types of
tele-mental health services used and the conditions treated. Study designs vary as well,
from randomized controlled trials to observational studies, with and without comparison
interventions and with a wide range of comparison conditions. All these factors affect the
applicability of findings to clinical practice. To manage the variety and best understand
the implications for clinical practice, we relied on syntheses of findings across studies
provided by systematic reviews and meta-analyses (Gopalakrishnan & Ganeshkumar,
2013) where available.
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We present the findings about the effectiveness of telephone and video-based
tele-mental health in the following three subsections: clinical outcomes or symptom
improvement; quality of interaction; and engagement and satisfaction with care from
patient and provider perspectives. To the extent available, we discuss findings pertaining to these outcomes in relation to the mental and behavioral health conditions treated. The section concludes with a brief description of the growing body of research on
asynchronous tele-mental health options.

Clinical Outcomes.

Most of the research on the use of telephone and videoconference for delivering mental
health care examines the impact on common psychiatric conditions such as depression and anxiety disorders. Some reviews also consider PTSD and OCD, alone or in
combination with other conditions. Table 1 below presents an overview of the systematic reviews we examined. Across the studies included in these reviews the method
of tele-mental health delivery was evenly distributed between telephone and video.
While some studies compared tele-mental health delivery with the same intervention
delivered face-to-face, the research varies considerably in the comparison interventions
studied.
Table 1 Systematic Reviews Examining Telephone and Videoconference Based
Tele-mental Health Treatment
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Studies show tele-mental health improves symptoms of depression and
anxiety; important questions remain.
Multiple reviews concluded that evidence-based psychotherapy delivered via videoconference produced symptom improvements in depression and anxiety comparable
to in-person evidence-based psychotherapy (Berryhill et al., 2019; Giovanetti et al.,
2022; Osenbach et al., 2013; Tuerk et al., 2018). Far fewer studies examined the impact
of tele-mental health on anxiety than on depression. Cognitive behavior therapy (CBT)
was the most common psychotherapy in the studies of the effectiveness of tele-mental health for depression. Osenbach and colleagues (2013) included both telephone
and videoconference delivered tele-therapy in their meta-analysis, but they could
not conclusively estimate the differences in outcomes between the two modalities
due to the heterogeneity of interventions and comparison treatments; studies testing
videoconference compared it to face-to-face treatment whereas studies of telephone
delivered care did not consistently do so. This review and others (Castro et al., 2020;
Coughtrey & Pistrang, 2018) concluded that evidence-based psychotherapy delivered via telephone can produce symptom improvement in depression and anxiety
that is comparable to nontele-mental health options. Given the variety of comparison
conditions in the studies these reviews consider, however, the effectiveness of telephone-based therapy relative to face-to-face treatment specifically is inconclusive.
Important questions remain about the effectiveness under specific circumstances of
telephone and video tele-treatment for depression and anxiety.
• Major depression. Many studies focused on treatment of depression, most often
where a mental health condition was the primary diagnosis. Two reviews of telephone-delivered care included studies of treatment of depression in connection
with other physical health conditions such as Parkinson’s, multiple sclerosis, and HIV
(Castro et al., 2020; Coughtrey & Pistrang, 2018). There are not many studies where
the primary diagnosis or focus of treatment is major depression.
• Clinical significance. While researchers concluded that evidence-based psychotherapy delivered via telehealth reduces symptoms of depression and anxiety, they
also found that only a few studies report on the clinical significance of change, as
measured by change in meeting criteria for diagnosis or the categorization of severity of the condition (Berryhill et al., 2019; Coughtrey & Pistrang, 2018).
• Long-term impacts. The retention of outcomes over a follow-up period after treatment (Berryhill et al., 2019; Castro et al., 2020), another important metric to
determine the beneficial impact of treatment, is also ambiguous in the existing
Improving Tele-Mental Health Care for Medicaid Enrollees

33

research. For example, in one study participants receiving telephone-based treatment for depression in primary care had greater adherence to treatment than in
face-to-face treatment and both groups had similar improvements in depression
immediately following treatment. Over the long-term, however, the depression
outcomes in face-to-face treatment were superior to those in telephone-based
treatment (Mohr et al., 2012). More research can help identify whether additional
supports are required in tele-mental health for better long-term outcomes.
The heterogeneity of studies across these reviews of telehealth treatment of depression
and anxiety call out the need for further research. Studies to date inconsistently compare
telehealth to in-person care and lack extensive consideration of different populations
and treatments, which hampers broad conclusions about effectiveness. Further research
should seek to establish the types of interventions, delivery method, and delivery setting
(home versus clinic) in which tele-mental health services are most effective, and the clinical profiles, demographics and cultural factors of clients for whom they are most beneficial (Berryhill et al., 2019; Coughtrey & Pistrang, 2018; Giovanetti et al., 2022).
Findings regarding PTSD are promising but incomplete.
A systematic review of synchronous tele-mental health treatment for PTSD (Turgoose et
al., 2018), which included largely video-based treatment, concluded that tele-therapy in
a majority of studies produced clinical outcomes comparable to in-person treatment.
But further research is needed, for example to determine which specific interventions—
prolonged exposure, cognitive processing therapy, behavioral activation, etc.—are most
effective, and how they should be adapted to tele-therapy.
Less is known about the effectiveness of synchronous telehealth treatment for
serious mental illness.
In contrast to the research on the use of synchronous telehealth for common psychiatric
conditions, there is less evidence about its use for serious mental illness such as schizophrenia and bipolar disorder. A large portion of telehealth interventions in this population have focused on asynchronous, internetbased self-management and psychoeducational methods (Lawes-Wickwar et al., 2018). Among synchronous methods, telephone
support has been used largely to promote medication adherence (Kasckow et al., 2014;
Lawes-Wickwar et al., 2018). Studies of the use of videoconference mainly demonstrate
feasibility and acceptability for assessment and intervention using small samples, with
only preliminary evidence regarding its impact on clinical outcomes (Kasckow et al., 2014;
Lawes-Wickwar et al., 2018; Santesteban-Echarri et al., 2020).
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The pandemic provided some encouraging real-world data regarding the use of
tele-mental health with individuals at risk of psychiatric hospitalization, but more
rigorous research is needed. One study conducted during the COVID-19 pandemic
demonstrated feasibility of delivering video group teletherapy for individuals at risk for
psychiatric hospitalization and preliminary evidence of its benefit in improving clinical
outcomes (Puspitasari et al., 2021). This is additionally notable because much of the
existing research focuses on individual therapy.
In another study (Bulkes et al., 2022), a program that had some experience with telehealth prior to the pandemic quickly moved to telehealth delivery of intensive outpatient and partial hospitalization programs. The researchers compared the outcomes
of those who received individual and group therapy services during this time with a
matched sample of patients from a pre-pandemic period and found symptoms and
quality of life outcomes to be comparable. Generalizability of these findings is limited
by the provider’s prior experience in delivering telehealth treatment and the technological support they gave to patients, raising questions (which could be answered by
future research) about the essential supports needed for tele-mental health to have a
beneficial impact. Additionally, the interventions delivered via telehealth in this study
were highly structured, evidence-based interventions; the conclusions would not apply
to less rigorously tested approaches. Similarly, in the systematic reviews of tele-mental
health for common psychiatric disorders described above, researchers limited their
positive conclusions about the effectiveness of tele-mental health as an alternative to
in-person therapy to evidence-based psychotherapy (Berryhill et al., 2019; Coughtrey &
Pistrang, 2018; Giovanetti et al., 2022; Tuerk et al., 2018).
Limited findings regarding substance use disorder, and broader ones regarding
medication management, are positive.
Studies comparing telehealth with in-person treatment for substance use disorder are
limited. A review of the existing evidence indicates that counseling via telehealth is
equally as effective as in-person treatment in terms of retention, therapeutic alliance,
and substance use outcomes, and is an effective method for medication management
(Mark et al., 2021). Other studies established the effectiveness of telephone-based care
for medication management and adherence for other behavioral health conditions.
Medication management was the most frequently used tele-mental health service,
according to a survey of members of the National Council for Behavioral Health, a
provider organization (Mace et al., 2018). Researchers found telephone-based care to be
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beneficial in improving medication adherence among people on antidepressants (Rickles et al., 2005) and antipsychotic medication (Beebe et al., 2008; Montes et al., 2010)
and telehealth has been recommended as an adjunct to in-person treatment of people
using these medications. Other studies have shown the effectiveness of telehealth, not
specifically telephone-based care, for medication management in the treatment of
opioid use disorder (Mark et al., 2021).

Quality of Interaction.

The quality of interaction in the practice of tele-mental health includes elements such
as therapeutic or working alliance, expression of empathy, and disclosure of sensitive
information (Irvine et al., 2020). Studies of the quality of interaction are more mixed in
their findings than those about clinical outcomes.
Patients and providers involved in some of the studies of tele-mental health have
reported lower levels of comfort and greater difficulty reading nonverbal cues
(Turgoose et al., 2018).
A recent systematic review empirically examined provider concerns about the quality
of a therapeutic relationship established over the telephone, and the ability to exercise
professional skill and judgment in their interactions with patients in the absence of
visual cues (Irvine et al., 2020). This review found little difference between telephone
and face-to-face treatments in terms of therapeutic alliance, disclosure, empathy, attentiveness, and participation. Telephone therapy sessions were significantly shorter than
those conducted face-to-face. The researchers recommend exploring how these findings might be translated to influence practice, noting the importance of risk assessment
and consideration of patient preferences in determining the appropriateness of service
delivery mode. They also note the limitations of existing research and that much of
the research on telephone-based care is limited to common mental health conditions.
Research on tele-mental health for serious mental illness has shown that both patients
and providers have a strong preference for video modalities, finding these critical for
developing therapeutic alliance (Santesteban-Echarri et al., 2020).
The unprecedented expansion of tele-mental health during the pandemic provided
substantial data on perceptions of quality of interaction in tele-mental health in regular
practice. Providers in one study reported unexpected benefits, such as patients disclosing more sensitive information via telehealth, telehealth giving providers more insight
into patients by opening a window into their home lives, and allowing providers to
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tailor treatment to the circumstances of their patients’ lives (Lipschitz et al., 2022).
However, the providers interviewed in this study also found tele-mental health therapeutically challenging, with patients distracted by on-screen notifications or by other
household activities during sessions. In some cases, providers found patients did not
share information due to lack of private space and fear of being overheard, and they
found themselves more likely to miss subtle non-verbal cues and worried about the
impact on rapport. Addiction treatment providers expressed similar concerns in another study (Mark et al., 2021). Providers in that study also noted the challenges of keeping
patients engaged in video group sessions, that not all providers have the skills necessary for conducting the sessions, and that patient preferences are a critical variable to
consider in determining which treatment modality is most appropriate.

Engagement and Satisfaction.

Widespread and sustained adoption of any health care service requires the willingness
of recipients and providers of the service to engage and be satisfied over time with
the service’s results, access, and cost. Research on engagement and satisfaction with
tele-mental health points to generally positive findings in these regards, though with
some reservations and areas for improvement.
Engagement in tele-therapy among recipients is comparable to in-person therapy
and convenience drives satisfaction.
In addition to achieving treatment outcomes on par with in-person care, at least for
some patient populations, there is consistent evidence of uptake of tele-therapy being
comparable to inperson therapy and of high levels of feasibility, acceptability, and
satisfaction among recipients (Tuerk et al., 2018; Turgoose et al., 2018). Telehealth has
allowed patients to avoid delaying their care or having to go to the emergency room for
services (Campion et al., 2021). Additionally, patients largely attribute their satisfaction
with telehealth to the removal of transportation barriers and savings from no longer
having to take time off work (Campion et al., 2021). For example, a study found that
tele-mental health saved patients an average of 60 miles that would have otherwise
been spent traveling to an in-person appointment (Norman et al., 2022). One interesting example came from a farmer who conducted a visit with his physician via his smartphone while on his tractor, a process that would have taken three hours in person.
A majority of the providers in one survey (Schoebel et al., 2021) reported that their
clients experienced increased satisfaction with care compared to in-person services as
they became familiar with telehealth and that their satisfaction was driven in large part
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by convenience. Several systematic reviews found that rates of attrition for common
psychiatric disorders in tele-mental health were similar to non-tele-mental health treatment (Castro et al., 2020; Giovanetti et al., 2022; Turgoose et al., 2018), though some
researchers called for clearer, more uniform definition of adherence, noting the varying
reporting of dropout versus average attendance across studies (Castro et al., 2020).
Providers are also satisfied, with qualifications.
The overall experience with tele-mental health remained positive during the pandemic,
with a majority of providers in one survey reporting that the experience of transitioning to tele-mental health was better than expected (Steidtmann et al., 2021). Addiction
treatment providers reported a high degree of satisfaction with telehealth as well. Most
respondents to a survey of providers treating opioid use disorders found telehealth
broadly as effective as in-person treatment (Riedel et al., 2021). Providers in California
who serve large numbers of clients covered by Medicaid or other county funding were
most confident that individual counseling via telehealth was as effective as in-person
individual counseling. They were less sure about the relative effectiveness of telehealth-delivered medication management, group counseling, and intake assessments
(Mark et al., 2021). These providers found that telehealth substantially mitigated barriers to treatment and enabled reaching challenging patients to keep them connected
to treatment They were enthusiastic about telehealth as a mechanism for improving
access to addiction treatment.
Provider satisfaction with tele-mental health remained high despite challenges with
technology and concerns about privacy and equity (Goetter et al., 2022; Lipschitz et al.,
2022). Providers in multiple studies noted being able to provide quality care and reduce
no-show rates as key benefits of tele-mental health (Lipschitz et al., 2022; Schoebel et
al., 2021). An AHA hospital member reported a substantial increase in access to specialists because of the expansion of telehealth during the COVID-19 public health emergency (PHE); the convenience patients experienced and the resulting reduction in no-show
rates contributed to the hospital administrator’s satisfaction. Following their experience
with tele-mental health during the pandemic, psychiatrists interviewed for a study
about appropriateness of telehealth versus in-person treatment believed that most
patients were good candidates for telehealth, especially in the context of hybrid treatment models (Uscher-Pines et al., 2022). Psychiatrists reported basing their decisions
regarding modality of treatment on patient preference and factors such as access to
private space rather than demographic or diagnostic criteria. They found that telehealth
could be used as a tool to retain patients in treatment.
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A SAMHSA report noted reduced provider burnout as a potential benefit of tele-mental
health (Substance Use and Mental Health Services Administration (SAMHSA), 2021).
While several providers said they had better work-life balance because of tele-mental
health, some were dissatisfied with the lack of collegial interaction and opportunities for impromptu consultation that are possible in office settings (Lipschitz et al.,
2022; Schoebel et al., 2021). Some providers reported the lack of separation between
work and home and the loss of privacy due to their home life being disclosed during
telemental health sessions as sources of dissatisfaction (Lipschitz et al., 2022). Most
providers interviewed recommended continuing with hybrid in-person and tele-mental health models and offering treatment options based on the best fit for the type of
appointment (e.g., in-person intake) and patient characteristics (e.g., digital literacy, risk
concerns, ability to be attentive, access to private space) (Lipschitz et al., 2022; Schoebel et al., 2021). They also emphasized the need for training specific to tele-mental
health for providers to feel adequately equipped to deliver services in this format.
There is some evidence of clinician satisfaction lagging patient satisfaction, largely
due to administrative and technical issues (Tuerk et al., 2018), a challenge that has
persisted in the experience with tele-mental health during the pandemic (Lipschitz et
al., 2022). Another qualification to the overall provider satisfaction in the literature are
the concerns expressed about challenges experienced by some patients such as older
adults, people with lower incomes and rural populations with poorer digital access
(Lipschitz et al., 2022; Schoebel et al., 2021).
Satisfaction would spur future use of telehealth.
Survey results indicate that overall favorability of telehealth during the pandemic
made increased future use more likely. About 40 percent of consumers believe they will
continue to use telehealth—up from 11 percent of consumers using telehealth prior to
COVID-19. As of April 2021, 84 percent of physicians were offering virtual visits and 57
percent stated a preference to continue offering virtual care, though not at a discount;
health systems were continuing to monitor the potential cost-effectiveness of telehealth (Bestsennyy et al., 2021).
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Emerging technology beyond telephone and video.
Apps for common conditions: findings are sparse and mixed.
While much of the research on tele-mental health has focused on the use of video
and telephone, there is emerging evidence about other telehealth modalities such as
smartphones. Some systematic reviews of smartphone applications for management of
anxiety and stress (Rathbone & Prescott, 2017) have concluded that these applications
show promise. More recently, researchers (Goldberg et al., 2022), noting the heterogeneity of available research, examined multiple meta-analyses that focused specifically
on randomized controlled trials for mental health interventions, including treatments
for depression, anxiety, and smoking cessation. The researchers concluded that there
was not convincing evidence across a variety of studies in support of mobile phone
applications for any outcome. Overall, the magnitude of effect of app-based interventions diminished as they were compared to more rigorous interventions. The lead
researcher noted in an interview connected to the study that findings suggest mobile
phone-based interventions might not be uniquely effective, but still are effective relative to nothing or non-therapeutic interventions.
Research in this field is still at a nascent stage and there likely will be much stronger
evidence in the next few years as researchers develop better, app-specific trial designs
(Aguilar, 2022). Other researchers also commented on the limitation of lumping together interventions with vastly different degrees of rigor under the umbrella of “smartphone apps,” indicating the need for more nuanced evaluation.
Apps for serious mental illness.
As with tele-mental health research overall, there is limited research on the use of
smartphone apps for individuals with serious mental illness. A recent randomized trial
provided preliminary evidence, comparing a smartphone-based (mHealth) intervention
with clinic-based care for people with serious mental illness (Ben-Zeev et al., 2018). This
study, which also is one of the few studies with majority non-white participants, found
that the mHealth intervention showed superior patient engagement and produced
patient satisfaction, as well as clinical and recovery outcomes that were comparable to
those from a widely used clinic-based group intervention for illness management.
Apps for substance use disorder.
An examination of publicly available smartphone apps for substanceuse treatment
found that very few apps offered evidence-based content and none facilitated connecImproving Tele-Mental Health Care for Medicaid Enrollees
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tion to primary care-based or specialty substance use treatment programs (Tofighi et
al., 2019). A review of web-based therapeutic interventions for substance use (Tofighi
et al., 2018), such as motivational interviewing or CBT, have shown promise as have
text-messaging interventions for smoking cessation, appointment and medication
adherence, and reducing alcohol and drug use. This research identified only two studies of smartphone applications, both of which demonstrated reductions in alcohol use,
indicating potential as a treatment option and the need for further study.
Future research on emerging technology.
Though relatively unexplored, researchers identified interactive voice response (IVR)
that uses telephone-delivered recorded scripts as an intervention modality worthy of
further research. Tofighi and colleagues (2018) also suggested exploring emerging technologies in digital health such as biosensors, which allow remote real-time information transfer between patients and providers, and artificial intelligence to predict risky
behaviors. Tofighi and colleagues raised additional considerations for research and
development of technology-based interventions (TBIs) for substance use treatment, ,
including strategies specific to those with dualdiagnosis; the impact of access barriers
applicable to all telehealth; privacy considerations, given the stigma associated with
substance use; the appropriate level of ‘dose’ of TBIs versus clinician-delivered interventions; and the comparitive effectiveness of delivery platforms -- computer versus
mobile phone versus smartphone app.

Telehealth Before, During, and After the COVID-19 Pandemic
The COVID-19 pandemic was a watershed moment for telehealth in general and for
tele-mental health more specifically. The necessity of making remote health care
services more available allowed providers, insurers, and governments to see new
potential for telehealth as a mainstream source of health care. As the pandemic
recedes, so will some of the expansions and liberalizations around telehealth. What ultimately remains will depend, at least in part, on what is known about the effectiveness
and value of different modes of telehealth for different conditions and populations,
relative to alternatives. This section addresses advancements in telehealth during the
pandemic and questions raised by the rapid changes for policy makers considering the
future of telehealth.
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Coverage.

While all states had some degree of Medicaid coverage for telehealth services prior to
the pandemic, until the COVID-19 public health emergency (PHE), Medicaid coverage
of telehealth was subject to several restrictions. Restrictions included the location from
which the telehealth appointment was conducted, which Medicaid populations could
use the benefit, which providers could deliver services, and the technology used to
deliver services (Guth & Hinton, 2020).
State-level policies vastly expanded insurance coverage for telehealth during the
COVID-19 pandemic. Twenty-two states changed laws or policies to require more robust
coverage of telemedicine, focusing on three key areas: requiring coverage of audio-only
services, waiving cost sharing (or requiring cost sharing no higher than identical in-person services), and requiring reimbursement parity between telemedicine and in-person
services (Volk et al., 2021).
State Medicaid programs issued guidance to expand telehealth access to specific
services, most frequently addressing telehealth access for mental health services (Guth
& Hinton, 2020). As of June 2020, all states had used emergency Section 1135 waivers to
expand the provider pool in various ways and to adjust reimbursement and cost sharing. Two-thirds (38) of the states allowed audio-only delivery of telehealth for at least
some services (Center for Connected Health Policy, 2021; Guth & Hinton, 2020).

Technology support.

States also introduced measures to support providers’ use of telehealth. For example,
the Washington Healthcare Authority provided free Zoom video conference licenses to
providers, prioritizing those serving a meaningful number of Medicaid recipients (Guth
& Hinton, 2020). In addition, relaxation of HIPAA rules (US Department of Health and
Human Services, n.d.) allowed providers to use non-public facing popular apps such as
FaceTime, Zoom, and Google Hangouts for video appointments. The Federal Communications Commission (FCC) provided financial support to eligible nonprofit and public
health care providers for telecommunications services, information services, and devices necessary to provide critical connected care services.

Access issues to consider.

Interstate services.
The future of policies to expand access to telehealth beyond the PHE is an evolving
picture. While all states allowed clinicians with out-of-state licenses to provide teleImproving Tele-Mental Health Care for Medicaid Enrollees

42

health services to Medicaid enrollees during the PHE, so far only 19 states have made
inter-state telehealth delivery permanent (Federation of State Medical Boards, 2022).
The importance of finding long-term solutions to support interstate tele-mental health
delivery also has an equity aspect, for example for BIPOC and LGBTQ individuals who
have a harder time finding providers among a scarce supply who are affirming of their
identities. Inability to receive inter-state services will worsen these challenges, especially following the pandemic, when many people had to relocate due to unemployment, child care or other family caregiving reasons (Do, 2022). The benefits of interstate service delivery experienced during the pandemic have heightened the desire for
long-term solutions such as interstate compacts, which would streamline the process of
applying for cross-state or state-specific licenses (Palmer, 2021).
Location and modality.
Whether and in which states Medicaid enrollees will continue to be able to attend
appointments from their homes remains unclear, though CMS has extended this option
for Medicare enrollees into 2023 (Polsinelli et al., 2021). CMS also extended Medicare
coverage for audioonly services but continuation of Medicaid coverage for audio-only
services remains both uncertain and much debated. About half the states extended
Medicaid coverage of audio-only telehealth beyond the PHE, with coverage in other
states expired or set to expire (Noguchi, 2021). The debate sets equity issues related
to uneven digital access (Hirsch et al., 2021; Robeznieks, 2021) against concerns about
inappropriate use and the quality of care of audio-only services (Uscher-Pines & Schulson, 2021). Proponents of coverage for audio-only services offer solutions to concerns
about fraud and overuse such as value-based payment models, clinical guidelines,
requiring an established doctor-patient relationship, and methods to verify identify and
validate services (Hirsch et al., 2021).
Payment.
Payment parity between telehealth and in-person care is another area of much debate
is. A majority of states implemented parity between at least some services during the
PHE but, as of February 2022, only nineteen states offer long-term payment parity for
telehealth (Augenstein et al., 2022). Some argue that reimbursement rates for telehealth
should be negotiated as they are for any innovation, lest payment rates fosters inefficient use by insurers and patients (Dills, 2021). Some pro-parity arguments focus on
incentivizing practices to invest in telehealth infrastructure in underserved communities, without which hard-to-reach patients might be left with no option for remote care.
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There are safeguards against overuse, and proponents also caution against the assumption that telehealth of any kind is synonymous with low value care (Ellimoottil, 2021).
Privacy and security.
At the federal level, HIPAA restrictions on digital platforms are expected to be reinstated, thus disallowing the use of popular apps such as What’s App, FaceTime, and Google
Hangouts. There is a strong argument for the use of healthcare-specific video conferencing software with adequate privacy and security features from the perspectives of
experts (Jalali et al., 2021) and providers and patients (Kapersky, 2021). Balancing these
concerns is the potential impact of restrictions on people with limited digital access
(Katzow et al., 2020).
Benefit to underserved areas.
Meanwhile, recognizing the convenience of telehealth and its critical role in continuity
of care during the pandemic, the federal government has been increasing its investment in telehealth. In late summer 2021, the Health Resources and Services Administration (HRSA) announced $19 million in funding for expanding telehealth in rural and
underserved areas, to support training, technical assistance, and the establishment
of centers of excellence (Landi, 2021). The final round of Federal Communications
Commission funding that supported healthcare providers in delivering telehealth
services through the PHE was announced in January 2022 (Federal Communications
Commission (FCC), 2022a), and the FCC has continued investing in expanding broadband access to rural and underserved areas with the announcement in March 2022
of an additional $640 million for expanding broadband access in 26 states. So far the
program has expanded broadband access in 47 states to bring broadband to almost 2.7
million locations (Federal Communications Commission (FCC), 2022b).
Even as telehealth coverage policies under Medicaid evolve, the continued federal
investment in digital access and steady growth in telehealth use (Bailey, 2021) are clear
indicators that telehealth is here to stay. Health system leaders and industry experts
anticipate that telehealth will be used in a targeted fashion to treat certain conditions
and for certain types of patients (Vaidya, 2021). Mental health services, , the most used
telehealth service during the PHE, and medication refills are examples of such target
areas. Reimbursement models are expected to evolve alongside the evolution of targeted telehealth use. Accumulating evidence of effectiveness will inform policies shaping
both targeted use and reimbursement.
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Lessons Learned from Telehealth Utilization During
COVID-19 Pandemic
Telehealth utilization grew, but net use of services declined.

Telehealth services have been available in the United States for decades, but utilization remained low: in 2019, only 8 percent of Americans used telemedicine services
(Perry et al., 2021) and only 16 percent of providers offered telehealth (Campion et al.,
2021). There was growth in the use of telehealth and tele-mental health in the five years
prior to the pandemic, but telehealth remained a small portion of all outpatient visits
(Barnett et al., 2018; FAIR Health, 2019).
With expanded availability, the utilization of telehealth across plans and providers
rose sharply during the pandemic. Telehealth services delivered to Medicaid recipients
surged 2,700 percent during the PHE, to nearly 68 million between March and October
2020 (Medicaid & CHIP, 2021). After an initial spike to 32 percent of all visits (78 times
higher than pre-pandemic), telehealth visits have stabilized around 13-17 percent of
visits (38 times higher than pre-pandemic) as of July 2021, with the greatest uptake in
psychiatry (50% of visits) and substance use treatment (30% of visits) (Bestsennyy et
al., 2021). Tele-mental health has remained among the most used telehealth services.
Between September and October 2021, overall telehealth use declined, but the percentage of mental health related telehealth claims increased (FAIR Health, 2022).
Telehealth has not been a panacea for mental health access, however. Despite the
rapid growth in and reports of overall satisfaction with telehealth (see the discussion
in “Engagement and Satisfaction,” above), total healthcare service utilization among
Medicaid recipients dropped substantially during the pandemic. CMS data show that,
from March through October 2020, Medicaid recipients skipped millions of primary,
preventive, and mental health care visits due to the COVID-19 PHE, compared to the
same time-period in 2019 (Medicaid & CHIP, 2021). There was a 22 percent decline in
the use of mental health services by adults aged 19 to 64, compared to the same time
period in 2019, which translates to approximately 12 million fewer mental health visits
for adults. Telehealth was long considered a way to deliver access to mental health
services to more people. However, data from a large health system showed a decline
of over 40 percent in individuals without a prior psychiatric diagnosis seeking mental
health services between March and May 2020, compared to the same period in 2019
(Ridout et al., 2021). Growth also was hampered by multiple barriers to provider reimbursement for telehealth services (Turner Lee et al., 2020). National data that present a
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slightly more optimistic picture indicate that pandemic-related expansion of telehealth
led to an increase of only 5-6 percent in those receiving mental health care for the first
time (Terlizzi & Zablotsky, 2019; Vahratian et al., 2021; Ducharme, 2021). These numbers
are especially concerning considering the simultaneous rise in people reporting poor
mental health, from 11 percent pre-pandemic to over 30 percent in 2021 (Kaiser Family Foundation, 2021b). Unmet need for mental health services has been on the rise
through the pandemic, increasing from 9.2 percent to 11.7 percent reported between
August 2020 and February 2021 (Vahratian et al., 2021).

Equity issues.

There are significant demographic disparities in access to telehealth. One study found
that the likelihood of using video modalities was lower among Blacks and American
Indians relative to Whites, for males versus females, for those who preferred a non-English language versus English speakers, and for Medicaid or Medicare recipients versus
commercially insured. Compared to individuals in their 20s and 30s, utilization of video
modalities steadily declined in older age groups (Sachs et al., 2021). These findings
align with federal data that show the proportion of telehealth users is highest among
people who are publicly insured, Black, and earning less than $25,000 per year, but the
highest proportion of video telehealth users were among people who are White, earning more than $100,000, privately insured, and between the ages of 18 and 24. Video
telehealth rates were lowest among people without a high school diploma, Black,
Latino, and Asian individuals, and adults 65 years and older (Karimi et al., 2022). Similar
patterns were recorded in another study that compared the relative use of telephone
and video telehealth across demographic categories (Drake et al., 2022). These differences echo disparities elsewhere in health care delivery. While differences in access to
and comfort with technology are likely drivers, cultural preferences and other contextual factors also warrant further study.
Medicaid covers some of the most vulnerable individuals, including people living
in poverty, people with disabilities, and racially and ethnically underrepresented
groups who have substantially worse access to mental health care (SAMHSA, 2020).
The long-term impact of these utilization variations might therefore be significant.
While telehealth is a potential solution to improving access to mental health care, the
overall decline in service utilization during the pandemic among Medicaid recipients,
combined with substantial demographic disparities, indicate that there is much work
necessary to realize telehealth’s potential.
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Considerations for the Future of Tele-mental Health
The extensive use of telemedicine during the COVID-19 PHE has demonstrated that
infrastructure for connectivity is available, to a large extent, at both ends of the clinical
encounter, most readily through the ubiquitous smartphone. Moreover, necessary logistics, including workflow and staffing changes, can be developed promptly (Bashshur
et al., 2020). However, several long-standing barriers remain to be addressed to leverage the long-term potential of telehealth for mental health care for both patients and
providers.

Securing Access.

Critically, while telehealth is intended to facilitate access to care, it does not overcome all existing barriers to that access. For example, those without English proficiency require medical interpreters, and individuals who have visual, speech or hearing
impairments often require special apps. Analogous to the transportation challenges
for considerable segments of the population seeking in-person care, wi-fi bandwidth
required for video appointments might not be available for many families and digital
health platforms for telehealth visits may not work on mobile devices, often the only
tools to which some patients have access (Katzow et al., 2020; Mace et al., 2018). Digital literacy and access to technology, including electronic devices and broadband,
are major challenges for those over the age of 65 years and those living in rural areas
(Sutton, 2021), and for Black and low-income communities (Tomer et al., 2020). While
rural Americans are among the groups most likely to live in underserved areas and
therefore to benefit from telehealth, they are ten times more likely to lack access to
broadband than those living in urban areas (Dornauer & Bryce, 2020). For Medicaid
recipients, it is also important to consider additional factors that might affect the net
benefit of tele-mental health relative to in-person care. Access to a safe and private
space, for example, is an issue mentioned in many reports (MMDN & Academy Health,
2021; Uscher-Pines et al., 2022). Consequently, questions remain as to how to ensure
ease of access for the most vulnerable groups.

Measuring Value.

Metrics to assess the value of telehealth will be critical as it moves from an emergency
solution, adopted broadly but temporarily, to an integral part of healthcare. In recognition
of this need the American Medical Association developed a framework (Zarefsky, 2022)
to measure the value of virtual care or telehealth. The goal of the framework is to understand how to optimize telehealth for patient, physician and caregiver satisfaction, patient
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access, and health equity. The framework consists of six value streams that demonstrate
ways telehealth models can generate value, with specific metrics within each:
• Clinical outcomes, quality and safety.
• Access to care.
• Patient, family and caregiver experience.
• Clinician experience.
• Financial and operational impact.
• Health equity.
The framework can be used by physicians, health care organizations, payers, and policymakers. Care providers can use it to develop and evaluate new models for care, and
payers and policymakers can use it to support long-term fair and equitable payment for
clinicians to sustain telehealth services.

Conclusion

The pandemic has provided vital momentum for the work needed to realize the
full potential of telehealth in improving access to mental health care. While there is
substantial evidence supporting the effectiveness of providing mental health care via
telehealth, particularly via videoconference, the literature also points to several areas
for further research, including:
• The effectiveness of tele-mental health for diverse patient populations, including
comparisons to the effectiveness of in-person care;
• The optimal uses of telehealth, considering treatment settings, other conditions
including serious mental illness, and other variables;
• Factors related to the long-term retention of outcomes;
• The use of modalities of delivery beyond videoconferencing to facilitate easier
access; and
• Provider training needs specific to tele-mental health.
The barriers to engaging in telehealth that different patient groups experienced, in
addition to highlighting issues of access to technology, are indicative of work needed
in determining best practices for supporting patients in telehealth use. Finally, as telehealth moves from an adjunct to in-person care to standard practice, healthcare organizations will need to determine specific quality metrics to assess its impact on overall
care and inform operational decisions.
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