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Abstract

Background: The urgent and reactive implementation of telemedicine during the pandemic does not represent a long-term,
strategic, and proactive approach to optimizing this technology. The assumptions, perceptions, and experiences of the behavioral
health providers using telemedicine can inform system-wide and institutional -level strategiesto promotelongitudina maintenance
of care delivery, which can reduce the use of high-cost care due to new symptom onset and symptom exacerbation related to
service interruptions.

Objective:  We aim to identify the assumptions, perspectives, and experiences of behaviora health clinicians and providers
using telemedicine to inform the devel opment of an optimized, sustainable approach to tel emedicine implementation.

Methods: This qualitative study applies the domains of the Consolidated Framework for Implementation Research (CFIR) to
structure data collection and analysis from behaviora health providers using telemedicine via an audiovisual connection in the
New England region. In total, 12 providers across levels of care were recruited for a 60-minute interview, developed from the
CFIR interview guide. Atlas Ti Qualitative Software (version 23; ATLAS.ti Scientific Software Development GmbH) was used
to coordinate and facilitate coding among 3 reviewers. Deductive coding was provided from the CFIR interview guide, allowing
for data to be categorized by domain and construct. Constructs were analyzed for descriptive themes and tabulated for response
frequency. Uncoded datawere reviewed and coded in vivo to explore variables contributing to participant perceptions of experience
with telemedicine use. Descriptive themes, then analytical themes, were identified. Analytical themes and tabulated frequency
of response data were summarized. Finally, a sentiment analysis was completed to derive tone and meaning from the data.

Results: Results are reported within the CFIR domains: intervention characteristic, outer setting, inner setting, characteristics
of individuals, and process. The findings with >90% agreement include “ best practice standards were not known”; “telemedicine
was believed to be efficient and time-saving for the patient and provider, maximizing productivity and thus increasing access to
care”; “telemedicine provided an additional option for patients to access services, promoting sustained continuity and timeliness
of care”; “participants did not identify any clear goals related to telemedicine use”; “ demonstrated positive affective responses
to telemedicine use”; “expressed high efficacy with telemedicine utilization”; and “ strong leadership support.”

Conclusions: These findings support the development of interstate compacts advancing licensure across state lines; payment
parity across modalities of careto ensurethefinancial vitality of behavioral health services; improved dissemination of telehealth
training and resources, and telehealth training in academic programs of the health professions; seamless, dynamic workflows to
accommodate the changing needs of patient and care continuity; emergency response protocols; and community partnerships to
provide private spaces needed for a therapeutic encounter. Future research exploring the patient’s experience with telemedicine
is needed for all stakeholdersto be represented in devel oping a sustainable, integrated system.
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Introduction

Overview

After a nationwide reactive approach to telemedicine
implementation, this qualitative research explores the shifting
assumptions, perceptions, and experiences of behavioral health
care cliniciansand providersto inform along-term, sustainable
model for telemedicine integration for behavioral health
services. Prior to the pandemic, the uptake of telemedicine as
acare delivery modality lagged in comparison to technological
advances dueto regulatory, reimbursement, and systemic stasis.
However, the pandemic obliterated barriers to telemedicine
uptake as in-person services became severely limited due to
closure of outpatient and nonemergent care clinics, health
systems proved change was possible. Even so, this context of
urgent implementation during a state of emergency does not
represent the conditions of our postpandemic health care system.
Implementation research that reflects our current health care
environment is needed to proactively optimize telemedicine
integration.

Background

About 46.6 million American adults experience mental illness
[1]. Pharmacotherapy and behavioral interventions for
behavioral illness are effective and widely adopted; however,
people with behavioral illness are vulnerable to exacerbations
and relapseswhen there areinterruptionsin the delivery of care.
These interruptions in services often lead to worsening
symptoms, or onset of new symptoms, which shifts care from
low- to high-cost settings, and resultsin high financial, personal,
and social costs. Continuity of care through effective patient
engagement is prioritized in behavioral heath care plans.
Telemedicineisamodality to deliver behavioral health services
that was underused until the pandemic. Optimizing the
integration of this technology into care delivery planning may
improve continuity of care and patient engagement in
maintenance services in the long-term.

In thewake of the pandemic, federal and state governing entities,
including Centers for Medicare and Medicaid (CMS), relaxed
stringent regulatory requirements to facilitate the adoption of
telemedicine and maintain continuity of care. Policy and
regulatory changesincluded lessor restrictions on technological
devices (eg, the need to be Health Insurance Portability and
Accountability Act [HIPAA] compliant) and the geographic
location of the patient and provider at thetime of thevisit. These
changes eliminated geographic barriers and the relaxation of
state-specific licensure enabled health care professionals to
digitally cross stateslines to expand service delivery and reach
patientsin their homes[2]. Further, CM Sflexibilities permitted
audio-only contact, allowed hundreds of telemedicine services
to be reimbursed at a rate no less than in-person services, and
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provided the opportunity for waiver of copayments for
telemedicine services [3]. These CMS flexibilities around the
use of telemedicine have been extended until 2024; however,
the Consolidated Appropriations Act of 2023 extended many
of the Medicare telemedicine flexibilities authorized during the
COVID-19 public health emergency [4].

Research about telemedicine utilization and efficacy must be
interpreted through the lens of time, specific available
technology, user efficacy of technology, and internet
connectivity at the time of this study. Through the widespread
use of telemedicine during the pandemic, Schriger et al [5]
suggests mental health clinicians were largely satisfied with
their telemedicine work which aligns with findings from other
studies. Clinicians expressed value in the creative and
collaborative opportunitiesrealized through web-based therapy
aswell asincreased access for patients. Interestingly, although
attendance and retention rates appear higher for telemedicine
visits, client engagement viatelemedicineisanotable challenge
[6]. Research has demonstrated that individualized, shared
decision-making between providers and patients about service
modality, whether that be in person or via telemedicine, is an
effective approach to sustaining patient engagement in care[2].
Studiesevaluating behaviora heslth provider perceptionsduring
the pandemic found that providers noted that telemedicine
affectsthe visit content, for example, what is discussed and the
process of how it isdiscussed in therapy. The differencein visit
content can alter patient engagement, retention, and attendance
and can result in variable acceptability across providers and
clients [5,6]. While accessibility and convenience proved to be
facilitators of use, provider buy-in is important for actual use
to occur [7].

Appleton et a [8] concluded in a systematic review of
facilitators and barriers to optima implementation of
telemedicine in behavioral health care settings that provider
satisfaction during aperiod when in person visitswere extremely
limited does not likely equate with long term satisfaction, and
challenges persisted over time and became more severe.
Connolly et al [9] found that high clinical adoption siteswithin
the Department of Veterans Affairs correl ated to the complexity
of technological integration and that simple user-friendly
processes promote use. Challenges included confidentiality
concerns, documentation and scheduling, increased isolation,
and fatigue. Benefitsincluded efficiency, improved accessibility,
reduced no-shows, and seeing patientsin their own environments
[5]. However, Frye et a [10] found provider self-efficacy of
telemedicine use expanded rapidly within thefirst month of use
and was more of an anticipated barrier than an actua barrier.
Technological challenges related to complexity of integration
and functionality served as the greatest actual barrier to service
delivery by telemedicine [10]. Lipschitz et a [6] found that
most providers preferred a hybrid model of care moving
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forward, with the assumption that reimbursement and licensure
barriers are addressed. Aronowitz et al [11] found that the most
marginalized populations had the greatest struggle with
accessibility due to unstable phone or internet connectivity.
Telemedicine cannot replace all in-person visits but instead
offersavalue-add for certain popul ations and visit types, though
the adoption is likely greatly influenced by perceptions of the
health care team.

Significance

Literature prior to the pandemic does not account for
technol ogical advances, policy or regulatory and reimbursement
facilitators, and increased adoption that resulted from the
pandemic. Literature during the pandemic does not equate to
an environment in which telemedicine is optional and not
mandated. To implement evidenced based telemedicine practice,
illustrating the influences of and by the hedlth care team
delivering the service in our current condition is critical.

Thisresearch aimsto (1) analyze factorsinfluencing health care
providers when deciding if, when, for whom, and how
telemedicine services are incorporated into a behavioral health
setting; (2) inform hedth care system, institutional, and
academic planning; (3) promote policy and regulatory
considerationsto optimize this care modality in apost pandemic
environment.

Methods

Research Question

What are the assumptions, perceptions, and experiences of
behavioral health providers about synchronous telemedicine
delivery of care during the pandemic that are shaping
institutional telemedicine practice postpandemic?

Ethics Approval

The University of New Hampshire institutional review board
reviewed the research plan and approved the proposal with
exempt status (IRB FY2023-40). Informed consent was
passively obtained for engagement in this study from all
participants. A hyperlink to the full informed consent document
was available through the first page of the Qualtrics survey link
with an option to proceed conferring informed consent. The
confidentiality and privacy of all participants was ensured by
the coding and University System of New Hampshire secure
cloud storage of participant contact information, interview video
recordings, and associated transcripts. Furthermore, results are
reported in the aggregate for the full participant population and
by subpopulation of health provider licensure, that is, prescriber
versus clinician. No financial or gift compensation was made
to participants.

Participants

Purposive sampling was used to recruit participants who held
alicense and certification to provide behavioral health services,
were actively practicing in a behavioral health setting, and
provided at least 4 hours per month of telemedicine servicesin
at least 1 of the past 2 years. Solicitationsfor participants were
made on social media, professional organization websites, and
at a regional behavioral hedth conference. Further, 12
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participants met the inclusion criteria, signed the consent form,
and completed a 1-hour structured interview on Zoom (Zoom
Video Communications, Inc). In total, 5 participants reported
working in a practice with >100 employees, 1 worked in an
organization with 25 employees, and the remaining 6 were in
private practice. Insurance accepted at the practices included
only self pay/private insurance in 8 practices, 3 accepted amix
of self pay, private insurance, and Medicare or Medicaid, 1
practice accepted Medicaid only. Practicelocations varied with
3 rura practices, 5 urban practices, and 4 in a mixed setting.
Participants represented the breadth of licensure supporting
mental health services with 5 licensed independent clinical
social workers, 4 psychiatric mental health nurse practitioners,
and one each of doctor of philosophy in psychiatry, licensed
mental health counselor, and licensed mental health therapist.
Age of the participants included 1 who was aged >60 years, 8
aged 41-60 years, and 1 aged 25-40 years.

Theoretical Framewor k

This research employed the CFIR framework to deductively
identify variables impacting clinician and provider adoption
and utilization of telemedicine. The validated CFIR interview
guide [12] was used to create a structured interview exploring
5 domains: intervention characteristics (attributes of
telemedicineitsdlf), outer setting (characteristics of the external
context within which the behavioral health care system
functions), inner setting (intraorganization characteristics),
individual characteristics (characteristics of the heath care
team membersusing telemedicine), and process (implementing
telemedicine) to date. Within each domain, key factors that
influence the implementation of telemedicine are broken down
into multiple constructs. The pandemic mandated the
implementation of telemedicine as health care offices were
closed. Therefore, questions evaluating the implementation as
apilot test or delivery of care changes as optional ones were
discarded. Questions were selected viewed through the lens of
aretrospective analysis for those that would create an effective
interview structure to be completed in atime of 60 minutes. In
total, 23 of the 39 constructs were selected from the CFIR
Interview Guide Tool for a semistructured interview (see
Multimedia Appendix 1 for the structured interview guide).

Data Collection

The Institutes of Medicine definition of telemedicine was used
during the interview to standardize the meaning of the term.
“[Telemedicine is] the use of electronic information and
communications technologies to provide and support health
care when distance separates the participants’ [13]. The
validated CFIR interview guide was used to create a structured
interview. The research team had 1 member interview the
participants, generate the transcripts, and label the files with a
deidentified naming taxonomy. The participants were queued
to not identify by first and last name or place of employment
during the recording and the identity was coded in the transcript
for participant anonymity to the research team members
completing the analysis. This interview was designed to be
completed in 60 minutes and contained questions across all 5
implementation domains containing 23 embedded key
congtructs.  First, the domain of the intervention (ie,
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telemedicine), characteristics, was explored through the
constructs of evidence strength and quality, complexity, and
design quality and packaging for telemedicine. The second
domain explored the outer setting of telemedicine
implementation, covering key constructs of relative advantage,
patient needs and resources, and external policies and incentives.
The third domain explored the inner setting of telemedicine
implementation, covering key constructs of structural
characteristics, compatibility, goals and feedback, leadership
engagement, available resources, access to knowledge and
information, networks and communications, culture,
implementation climate, and tension for change. Domain 4
explored the characteristics of the clinicians and providerswho
implemented telemedi cine through the constructs of knowledge
and beliefs about intervention and self-efficacy. Domain 5
explored the telemedicine implementation process through the
key constructs of opinion leaders, external change agents,
intervention participants, executing, and reflecting and
evaluating. All interviews were conducted over Zoom and
recorded. Artificial intelligence was used to draft a cursory copy
of theinterview transcript, which was then reviewed and edited
by the interviewer to develop a finalized intelligent verbatim
transcript of the interview that was used for analysis.

Data Analysis

The CFIR Interview Guide Tool provided standardized questions
for each of the domains. The data collected from these questions
were coded to the domain from which the question originated.
The guide provided definitions for each domain and construct
that was applied in data coding. Atlas Ti Qualitative Software
(version 23; ATLAS.ti Scientific Software Devel opment GmbH)
was used to coordinate and facilitate coding among 3 reviewers.
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Deductive coding from the CFIR interview guide was entered
into the software and responses from al participants were
collated under each established code, categorizing the data by
domain and construct. Constructs were then analyzed for
descriptive themes and tabul ated for frequency of responses.

Tabulation tables are automated in the software. Each construct
was analyzed independently by 2 reviewers and the resultswere
then compared for interrater reliability. Uncoded data were
reviewed and coded in vivo to explore variables contributing
to behavioral health professional perceptions and influences of
telemedicine implementation. In vivo coding was analyzed for
descriptive themesfrom which analytical themeswereidentified.
Analytical themes and tabulated frequency of response data
were then summarized. Finaly, a sentiment analysis was
completed to derive tone and deeper meaning from the data.

Results

The results are reported according to the CFIR domains:
intervention characteristic; outer setting; inner setting;
characteristics of individuals; and process.Tables 1-3 are
categorized by domain and construct. Thetablesare set up with
deductive coding asrecommended by the CFIR guidelines. The
results reported were tabulated for frequency of responses. As
aresult of the analytical analysis, the following themes were
identified: key policy, regulatory, and environmental
considerations; training and education; fidelity of therapeutic
environment; emergency response; and continuity of care.
Finaly, the sentiment analysis revealed an overall positive
emotional response to the experience of using telemedicine.
The authors' analysis of the collected datais given in Tables 4
and 5.
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Constructsin thisdomain  Results Example quotes
Evidence strength and « Intotal, 92% were not aware of best practice standards. “1 have seen it work” or “my colleague told me it
quality? e  Only 1had doneaformal training prior to the pandemic. worked for her.”

«  Further, 33% reached out to a professional organization
or self-solicited.

« Note, 50% sited anecdotal evidence asto the effective-
ness of using telemedicine.

«  Furthermore, 50% were aware that |eadership in their
respective organizations were in favor of telemedicine.

«  Motivationsinclude financial security and sustaining
continuity of patient care.

Relative advantageb . Intotal, 92% recognized the efficiency and time-saving Client benefits
benefit to both the patient and the provider (eg, lack of « A participant noted how clients can “work from
necessary transit timeincluding parking and preparation home, and they just pop off, we do therapy, they
of physical appearance). Linked with time management pop back on and they make the hour on one end
isincreased access to care. or the other.”

«  Fluidity of care delivery: careis not missed because of «  “Putthechild onfor an hour of telemedicine
poor weather, illness, broken car, or any unplanned when they may not have the time or additional
event that would result in a cancelation. childcare needed to bring the patient for anin-

«  Flexibility of choice: 1 provider reported a patient stat- person visit.”
ing that the privacy of telemedicine helped her seek . .
ne?aded carepas tﬁzystigma of needing m%ntal health Provider benefits . .
support would have precluded her from going to a »  Extendedhours, ebletofill provi d_er ga?S eqand-
public office space. ed catchment areas across state lines N_ormally

. Observing the client's environment. they would have had to find another provider a_\nd

start over, or not and drop out of care; but, with
telemedicine we could keep things going.”

«  “Telemedicine removed geographic limitations
in finding a provider.”

« “Thismeansthat moreclinical careisbeing
given to the general population and more need
isbeing met.”

«  “For thelast few years she has been sleeping in
her living room, in the den, and so via
telemedicine, we're able to meet and she's able
to do some exposure and some work by going
into her bedroom still connected via
telemedicine. That you know in the office we
would have talked about her practicing, but |
probably wouldn’t have been able to bethereand
kind of coach her through it.”

Complexity® «  Littlecomplexity for providersdelivering telemedicine  p/ad

using the existing technology.

Further, 3 participants describe challenges with the
older adult population and less with adolescents and
young adults, but challenges are improved.

8 vidence strength and quality is the degree to which the practice of telemedicine has robust evidence supporting its effectiveness.
bRelative advantage is the degree to which telemedicine as a care delivery mechanism is better than current practice.
CComplexity identifies to what extent the intervention is complicated, in scope or process, or disruptive to current practice.

dN/A: not applicable.
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Table 2. Outer setting: the economic, political, and social context that surrounds an organization.

Constructsin thisdomain  Results Example quotes
Patient needs and re- « Intotal, 100% of participants discussed astrongneed «  “Peoplethat are struggling financially, it was a god-
sources? for patients to have greater options of how to access send for them because they didn’t have to spend that
services to sustain continuity and timeliness of care. money driving to see me. | mean, financialy, | think
o Accessihility considerations beyond the pandemic it'sway more feasible for the client.”
landscape were also discussed regarding opportunities - “I had somebody walking along the sidewalk talking
to reach a broader patient population and ease burdens to me because that's the most privacy he could get.”
associated with in-person care (eg, cost savings). «  “Thesacredness of the therapy room and of the other
o Further, 75% of participants highlighted barriers such separateness of ‘I'm going to go to therapy’ and bein
as privacy concerns, the missed opportunities often that place. And then I’'m going to leave that place”
provided with in-person visits, and lack of broadband «  “I’ve had people with terrible cell phone service, so
access. they were really struggling talking and | waslike,
well, thisisjust so nontherapeutic.”
Peer pressureb «  Externa pressureto implement telemedicine services, «  “Research from an EAP [employee assistance pro-

Externa policiesandincen- «
tives®

telemedicine as adraw to hire quality providers.

In total, 83% of participants mentioned theimportance
of payment parity and between in-person and
telemedicine services.

Further, 75% of participants reference challenges to
state licensure asamajor barrier to providing accessto
telemedicine across state lines.

gram] that | work with who highly benefitsfrom their
therapist’s offering telemedicine.”

“You've got al these companies around the country
doing telemedicine’ before asking the question ‘ Well,
why not here?”

“There are some insurance companies that don’t pay
telemedicine- don’t pay asmuch for telemedicine, and
so it would be great to see nationwide |egislation that
says that there's parity between in-person and
telemedicine”

“It would be a different story if it was being paid at
half the rate.”

“If insurance hadn’t reimbursed for it, and wasn't re-
imbursing for it, | wouldn’t consider it. For most
people it would be much fewer people that would re-
ceive the service”

“It was avery good fit in terms of the type of issue he
was struggling with. However, hewould split histime
between another state and New Hampshire, and it was
asplit like he would go down there for a couple of
weeks, and then come herefor acouple of weeks. And
because of that, | couldn’t serve him. Because my li-
cense restricts me to seeing somebody who is physi-
caly sitting in New Hampshire, right? So in that way
| don't think the state licensing boards have stayed up
to date or are really being proactive in terms of the
way telemedicine has changed the delivery of ser-
vices”

patient needs and resources identifies the degree to which patient needs and barriers are identified and prioritized.
bpeer pressure identifies the pressure applied by an outside entity to maintain or establish a competitive advantage or to mimic services offered.
®External policies and incentives refers to a broad array of external strategies that drive intervention use including policy and regulations, formal

guidelines, and more.
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Constructsinthisdomain  Results

Example quotes

Accessto informationand  Accessibility considerations beyond the pandemic landscape

technol ogy? were also discussed regarding opportunities to reach a

broader patient popul ation and ease burdens associated with

in-person care (eg, cost savings).

Further, 75% of participants highlighted barriers such as
privacy concerns, the missed opportunities often provided
with in-person visits, and lack of broadband access.

Available resourced «  Externa pressure to implement telemedicine services,
telemedicine as adraw to hire quality providers.
Compatibility® In total, 83% of participants mentioned the importance of
payment parity and between in-person and telemedicine
services.
Culture? Intotal, 58% participantsfelt that the culture of their organi-

zation is fully supportive of telemedicine

Goals *

Leadership engagement¥  *

Implementation climate”  Intotal, 67% stated that their overall implementation climate

In total, 92% of respondents did not identify any clear
goals

Most participants who made statements around |eader-
ship engagement stated that it was overall positivein
terms of their involvement and commitment to the
process of telemedicine utilization.

was positive, but rapid-fire.

Networksand communica  «
tion'

Most participantsthat discussed networks and commu-
nication were self-identified, professional networks.

«  “Peoplethat are struggling financially, it was a god-
send for them because they didn’t have to spend that
money driving to see me. | mean, financialy, | think
it'sway more feasible for the client.”

« “I had somebody walking along the sidewalk talking
to me because that's the most privacy he could get.”

«  “Thesacredness of the therapy room and of the other
separateness of ‘1’m going to go to therapy’ and bein
that place. And then I’'m going to leave that place”

«  “I've had people with terrible cell phone service, so
they were really struggling talking and | waslike,
well, thisisjust so nontherapeutic.”

«  “Research from an EAP [employee assistance pro-
gram] that | work with who highly benefitsfrom their
therapist’s offering telemedicine.”

«  “You'vegot al these companies around the country
doing telemedicine’ before asking the question ‘ Well,
why not here?”

«  “There are some insurance companies that don’t pay
telemedicine- don’t pay asmuch for telemedicine, and
so it would be great to see nationwide |egislation that
says that there's parity between in-person and
telemedicine”

o “Itwould be adifferent story if it was being paid at
half the rate.”

o “If insurance hadn’t reimbursed for it, and wasn't re-
imbursing for it, | wouldn’t consider it. For most
people it would be much fewer people that would re-
ceive the service”

« “ltwasavery good fitin terms of the type of issue he
was struggling with. However, hewould split histime
between another state and New Hampshire, and it was
asplit like he would go down there for a couple of
weeks, and then come herefor acouple of weeks. And
because of that, | couldn’t serve him. Because my li-
cense restricts me to seeing somebody who is physi-
caly sitting in New Hampshire, right? So in that way
| don't think the state licensing boards have stayed up
to date or are really being proactive in terms of the
way telemedicine has changed the delivery of ser-
vices”

N/A®

N/A

«  “Therewasthe executive director, the executive clin-
ical director, the director of operations, the director
of IT heavily involved.”

«  “Thecommunity leaderswere beyond thrilled because
there were minimal gapsin service... [and] we kept
the revenue going.”

«  “Over the course of one weekend, they implemented
these procedures, they delivered laptops to clinicians
that needed them...”

«  “Pandemic pressure’; “weekend of cramming”; “ne-
cessity is the mother of invention.”

«  “Crowd-sourcing of the therapy world.”
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Constructsin thisdomain

Results

Example quotes

Structural characteristid

Tension for changek

Those with a private practice had to modify their physical
workspace and rely on their own resources for I'T, while
those part of alarger system did receive assistance. Further,
7 of the participants made statements indicating that their
organization had positive characteristics.

« 4 participants noted the structural characteristics that
hindered growth.

In total, 83% identified the main tension for change was the

need to continue access to care for patients and reduce
COVID exposure.

e “Our buildings are very old, and we run out of space.
| think having enough offices has definitely impacted
whether we kind of stay on board with doing alot of
telemedicine or not.”

“So | really took alot of guidance from what was happen-
ing, at the state level.... Thisisthe way we haveto practice
if we're gonna continue to maintain continuity of care for
our clients.”

«  “thecompany, eventhough they don’t likeit, hasbeen
more open and accepting of telemedicine.... Sothey've
been forced to swallow that jagged pill.”

8Access to information and technology identifies the extent to which there is training and direction to guide employees.
bAvailable resources identify the extent to which an organization has the funding, space, materials, and equipment to adequately support atelemedicine

intervention implementation.

CCompatibility identifies the extent to which telemedicine intervention fits within existing processes, workflows, and systems.
deulture exploresthe extent to which the organization’s general beliefs, values, and assumptions support the implementation of atelemedicineintervention.

EN/A: not applicable.

fGoals refersto the goalsidentified for implementation of the telemedicine intervention.
91_eadership engagement pertains to the involvement, commitment, and accountability of leaders and managers to the intervention of telemedicine.

h mplementation climate explores the extent to which the organization was receptive to implementing a telemedicine intervention.

INetworks and communication seek to identi fy the “go to” people for solving a problem or accomplishing agoal.

IStructural characteristics refers to the extent to which employees have the physical, work, and information technology infrastructure in place to support

use of telemedicine.

KTension for change identifies the extent to which change needs to occur because the present situation is unsustainable.

Table 4. Characteristics of the individual: individuals involved in the intervention.

Constructs in this domain

Results

Example quotes

Knowledge and beliefs
about the intervention®

Self-efficacy®

In total, 92% demonstrated positive affective response to
telemedicine and half shared beliefs about telemedicine with
anegative affect.

«  Further, 58% discussed their perception of theinterven-
tion’s viability with consideration for factors such as
convenience, flexibility, ease of use, access, and quality
of care.

« Intotal, 100% of participants expressed high efficacy
with telemedicine use.

o “I'msayingitasabarrier, but it could be areally
positive thing.”

“ Some popul ations do better than others on telemedicine.”
o “Didn't feel it wasagreat fit for children.”

“It givesyou alot of flexibility. | loveit.” and another
stated “it allows access where access wasn't there... for
transportation reasons, for economic reasons.”

o “Studiesthat show that it'svery hard to build arapport
with the client via telemedicine. So that would have
been a consideration for me, had | not already been
doing it. | don’t think that’s the case. | have built
rapport easily with clients.”

« "lt'seasier to do telemedicine than it is doing in per-
son work.”
o  “I'mvery confident. Initially | wasn’t.”

. “It'svery easy for me, very easy. Not complicated at
al”

8A ccess knowledge and beliefs about the intervention identifies attitudes toward, and values placed on, the intervention by individuals as well as their
general knowledge about the intervention.

bSelf-efficacy identifies an individual’s confidence in their ability to achieve goals through effective action.
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Table 5. Process domain: stages of implementation and key stakeholders.

Aindieet d

Constructsin thisdomain

Results

Example quotes

Engaging®

Executi ngb

Reflecting and evaluating®

In total, 92% reported strong leadership support of
telemedicine during COVID.

As COVID restrictions rolled back, it is unclear who the
champions of telemedicine are.

The mgjority of providers favored a hybrid approach,
where telemedicine and in person visits were both op-
tionsand could be decided in ashared decision-making
approach, based on a multitude of variables.

In total, 100% of participants expressed high efficacy with
telemedicine use.

In total, 3 independent business owners noted transitional
support among colleagues in developing a plan.

Further, 5 of the participants described adaptations to
their plans based on patient needs.

Intotal, 1 out of the 12 participants noted there was a system-
atic evaluation of telemedicine utilization and satisfaction
survey completed by patients.

None of the participants were aware of any established out-

come measures that were identified or tracked to inform
system improvements.

Further, 67% attest to informally asking the patient if
telemedicine is working for them and looking at infor-
mal measures such as client retention and client prefer-

“Providersare more receptive with telemedicine when
treating a patient than they are of azoom meeting that
we sit in every hour. Finally, someone said, ‘we're
chucking these out the window because we can’t take
it anymore- we want a meeting, put us together.’”

“Everything went seamlessly.”

“| dotend to start over the phone because | think that's
where most people are most comfortable. There'sa
lot less technology issues and | can explain our secu-
rity featuresto reduce any anxiety about those things.”

“You arethefirst person to ever ask mewhat | thought
about telemedicine or how it isworking for me.”

ence.

8 ngaging considers to what extent option leaders, champions, external change agents, and intervention participants were present to impact the success

of theimplementation.

BExecuti ng considers to what extent to which the intervention was carried out or accomplished according to a plan.
CReflecting and evaluating identifies the degree to which the telemedicine implementation was successful.

Discussion

Principal Findings

Thiswork confirms key findings of prior studies while adding
a nuanced, contextual layer of internal and external
organizational structure and environmental impactsinfluencing
the acceptability and utilization of telemedicine by behavioral
health providers. Similar to findings by Downing [14] and
Cowan et a [15], this study found that most providers did not
receive formal telemedicine training in their degree programs,
which exposed a gap in knowledge and experience for many
practicing providers during the pandemic. Despite the
availability of many evidence-based resources to support
telemedicine implementation from sources such as the Center
for Telemedicine Innovation, Education, and Research [16], the
Center for Connected Health Policy [17], the CMS, and the
Health Resources and Services Administration [18], thereisa
lack of provider awareness, effective dissemination, and uptake
of telemedicine training tools.

This study aso confirmed prior findings [15,19] that
administrative, regulatory, and licensure barriers often slow
effective implementation and use of telemedicine in behavioral
health care services. First, removal of prepandemic regulatory
practices around interstate licensure and practice made
telemedicine adoption feasible in areas of need without adding

https://formative.jmir.org/2023/1/e48232

an additional administrative burden on the aready strained
workforce. The educational preparation of our mental health
providers is accredited and regulated at a national level, thus
licensure at the state level creates unnecessary barriers to care
delivery. Removing state level licensure requirementsimproved
access to care by mitigating the provider shortages that result
from the known irregular distribution of behavioral health
providers across the nation. Second, reimbursement of
telemedicine visits at the samerate as in-person rates promoted
thefinancia viahility of the practice and the personal protection
from viral spread during an epidemic that was needed to make
the delivery of behavioral health services through telemedicine
possible. This research suggests that a lack of long-term
commitment to payment parity will put telemedicine services
at risk of being canceled.

Results from the inner setting domain highlight the need for a
seamless workflow and resources that facilitate a multimodal
care delivery model. Specificaly, issues of privacy, emergency
response, and evaluation were highlighted. First, a common
barrier to both patients and providers was a lack of private,
uninterrupted space to advance the fidelity of a therapeutic
environment. Health care organi zations may consider partnering
with existing community-based facilities, such aslibraries, town
halls, and event spaces, for private roomsthat are Wi-Fi enabled
and may be accessed by both patients and providers. Second,
the need for an emergency preparedness plan that is tailored to

JMIR Form Res 2023 | vol. 7 | e48232 | p. 9
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the nuances of abehavioral health telemedicinevisit, specifically
suicidality, is needed. During an in-person visit, a person
deemed at risk to themselves, or others is held to establish a
safety plan, or to provide supervision, when indicated. The
physical space present between participants during abehavioral
health telemedicine visit was of great concern among providers.
In 2022, the 211 emergency behavioral health phone helpline
went into effect nationally in response to this identified need.
Lastly, the process domain highlighted a key area for
organizational improvement in evaluation. A rapid cycle quality
improvement plan was lacking during the pandemic and desired
by most research participants. Smart goals and metrics to
evaluate telemedicine outcomes, fidelity, and ongoing process
improvement arelikely to improve the quality of care delivered.

Continuity of mental health services is critical to prevent the
exacerbation or onset of new symptoms, which leads to
evaluations and stabilizations that are costly, both socially and
financially. Inlieu of continuing the debate about the superiority
of in-person versus telemedicine visits, acknowledging the
clinical reality of prioritizing continuity of high-quality care
using al means available may help to develop dynamic health
systems that can respond to the changing needs of the patient.
Individualized and dynamic care plans that use the most
appropriate care delivery modality for a single point in time,
whether in-person or telemedicine, would require both
modalities to be available to all providers and patients. While
these findings echo recommendations previously noted by
Lipschitz et a [6], thiswork emphasizes the need for continual
reassessment of the most supportive care delivery modality to
recognize that the therapeutic needs of the patient changerapidly
due to many nonclinical and clinical environmental and social
factors. Efforts toward continual re-evaluation of what is the
most appropriate care delivery modality may lead to improved
engagement with maintenance services, avoiding the high costs
associated with emergency services.

In order to realizethisideal of adynamic system, findingsfrom
this study suggest key policy, regulatory, and environmental
considerations critical to a successful, long-term integration of
telemedicine servicesin our postpandemic health care system.
Thekey findings from thisresearch suggest aneed for interstate
licensure compacts; payment parity for all modalities of care
to ensure the financial vitality of behavioral health services, a
historically underfunded area of service; improved dissemination
of telemedicine training and utilization resources; telemedicine
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curriculum in academic programs of the health professions; to
develop seamless dynamic workflows to accommodate the
changing needs of the patient and promote continuity of care;
to develop emergency response protocols;, and to develop
community partnerships to provide private spaces needed for
therapeutic encounters.

Limitations and Areasfor Future Research

This study was conducted in arapidly changing landscape and
presents 1 snapshot in time of current practice. Additionally,
the sample size was limited to 12 participants. It is a
demographic and geographic representational limitation that all
12 participantswere behavioral health providerslocated in New
England, athough the representation across different levels of
care available in behavioral health is an asset. An additional
limitation is the lack of representation of those in leadership
positions. While this study focused on those operationalizing
telemedicine practice in direct patient care, the leadership
perspective may have provided additional insights. Whilethere
is good representation of diverse types of organizations, future
studies would benefit by focusing on the specific needs within
organizational types. Moreover, the rapid widespread use of
telemedicine allowed for neither an in-depth study of potential
access and utilization concerns across populations and
socioeconomic status, nor an empirical examination of the
efficacy of this modality for care of people with serious mental
illness, specifically schizophreniaand bipolar disorder. Research
informing the validity and efficacy of telemedicineinterventions
from the perspective of the patient is needed to inform
implementation, policy, and future regulatory directions.

Conclusions

The implementation of telemedicine was urgently
operationalized to mitigate the spread of COVID-19 while
maintaining continuity of care during the pandemic. Research
into the assumptions, perceptions, and experiences of behavioral
health providers using tel emedicine during thistime can support
health system and organizationa planning for long-term
telemedicineintegration into the delivery of health care services.
Findings from this study add to the growing body of literature
that is emerging from lessons learned during the pandemic and
offer policy, regulatory, environmental, and organizational
consideration to support a dynamic delivery of care model that
better meets the changing needs of the patients.
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