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Abstract

Introduction: Due to the COVID-19 pandemic and prompted
by recent federal and state policy shifts impacting behavioral
health care delivery, the use of telebehavioral health has rapidly
increased. This qualitative study describes behavioral health
provider perspectives on the use of telebehavioral health be-
fore and during the pandemic and how policy changes im-
pacted access to and utilization of behavioral health services
in Michigan.

Materials and Methods: A convenience sample of 31 licensed
and nonlicensed behavioral health providers operating in Mi-
chigan participated in semi-structured interviews between July
and August 2020. Interviews were audio-recorded, transcribed,
and analyzed by using inductive methods.

Results: The thematic analysis resulted in four overarching
themes: (1) increased access to care; (2) maintenance of
quality of care; (3) minimal privacy concerns; and (4) client
and provider satisfaction.

Discussion: During and post-pandemic, providers need flexi-
bility to determine whether in-person or telebehavioral health
services, including audio-only, best meet client needs. Providers
identified several populations for which telebehavioral health
was less accessible: clients with serious mental illness and sub-
stance use disorder, those with no broadband Internet access,
children, and older adults. Additional training in telebehavioral
health service provision can positively impact quality of care.
Conclusion: Policies that support reimbursement parity and
expand provider use of telebehavioral health services should

DOI: 10.1089/tmj.2021.0121

be maintained after the COVID-19 pandemic ends to avoid
imposing barriers to accessing behavioral health care barriers
post-pandemic.

Keywords: telebehavioral health, provider perspectives,
behavioral health, mental health, workforce, telepsychiatry,
telehealth, telemedicine

Introduction
elebehavioral health utilization is growing rapidly, a
trend anticipated to continue in the wake of the
coronavirus disease 2019 (COVID-19) pandemic.
Pandemic-induced behavioral health symptoms are
on the rise, as housing instability, employment changes,
disruption of daily routines, and reduced social activity pose
threats to mental health, particularly for underserved, low-
income, or otherwise vulnerable communities with preexisting
behavioral health conditions.”? Before the pandemic, <20%
of people with mental health needs had access to services.?
Individuals living in rural communities are at an increased
disadvantage, as >90% of all psychologists and psychiatrists
work exclusively in metropolitan areas.* Telebehavioral health
not only allows new and established clients to receive much-
needed care from inside their homes to minimize risk of ex-
posure to COVID-19, but it also provides opportunities to mit-
igate accessibility issues beyond the pandemic.”

Though telebehavioral health is a promising strategy for
improving access to services and reducing provider mal-
distribution, its adoption by the behavioral health field has
lagged behind other sectors. Lack of uniform reimburse-
ment regulations, differing licensure and credentialing re-
quirements, and varying insurance coverage for telehealth
across states have limited the availability of cost-effective
telehealth services.” Earlier studies investigating slow up-
take of telehealth indicated reimbursement uncertainty and
restrictions were the most prominent barriers to telehealth
adoption before the pandemic.*” Slow growth in telebehavioral
health utilization can also be attributed to a complex inter-
action of client-provider barriers that influence telehealth
adoption rates, including technical, financial, and behavioral
factors.®”’
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However, pandemic-induced changes in behavioral health
care delivery offer solutions for overcoming barriers to tel-
ebehavioral health adoption. The federal government ad-
vised care delivery shift to a telehealth modality in March
2020,% a recommendation accompanied by the passing of
emergency orders across states expanding use of telehealth
services; 41 states currently permit telehealth service deliv-
ery.” In Michigan, two executive orders supporting tele-
health expansion were issued to provide temporary relief
during the COVID-19 emergency from some restrictions and
requirements surrounding medical service provision, en-
courage telehealth services, and broaden some providers’
statutory scope of practice.'®!! Policy changes issued by the
Centers for Medicare and Medicaid Services include allow-
ances for providers to practice remote care within and across
state lines, deliver telehealth care to new and established
clients located in their homes, bill for both audio-only and
video telehealth services, and conduct remote services out-
side of designated rural areas.'? Although emergency orders
greatly expanded telebehavioral health, these policy changes
remain temporary; discontinuation of reimbursement for
telebehavioral health could reimpose barriers to accessing
care for many clients.

Although telebehavioral health has the potential to greatly
improve access to care, there is growing concern that it may
exacerbate health disparities for individuals with Internet and
technology limitations. Lack of broadband Internet, mistrust
of technology, poor digital literacy, and economic instability
can hinder access for rural and underserved populations, in-
cluding those most vulnerable to poor health outcomes.'? In
addition, insufficient infrastructure and funding to support
telehealth continue to hinder the growth of telebehavioral
health service delivery, particularly in rural communities with
unstable Internet connectivity.'* The need for telebehavioral
health to bridge communities and mental health care is greater
than ever and proper support mechanisms for providers are
critical for its diffusion, particularly in underserved com-
munities.” Consequently, sufficient infrastructure and poli-
cies supporting the behavioral health workforce are needed
to optimize the use of telebehavioral health services. This
study sought to describe past and current use of telebehavioral
health, how policy changes due to the pandemic impacted
utilization of telebehavioral health, and methods to sustain
these practices beyond the pandemic from the perspective of
telebehavioral health providers in Michigan.

Materials and Methods
This qualitative study consisted of semi-structured inter-
views with behavioral health providers between July 29, 2020
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and August 21, 2020. The University of Michigan’s Institu-
tional Review Board reviewed this study application and de-
termined it to be exempt from an ongoing review.

PROVIDER RECRUITMENT AND INTERVIEWS

Research collaborators identified a convenience sample of
behavioral health providers practicing in Michigan. To en-
courage a diverse sample of provider types, eligibility was
extended to prescribers and both licensed and non-licensed
clinicians. Study partner organizations provided recruitment
information to behavioral health providers via email. Re-
cruitment efforts continued until researchers found no
new emergent themes across provider types in interview
responses.

Participating providers completed a preinterview sur-
vey to report their occupation, area(s) of practice, primary
practice setting location and type, year they began provid-
ing direct client care, population(s) served, primary insur-
ance type accepted, and whether they worked in an integrated
care setting. Four researchers alternated interviewing study
participants via 1-h Zoom sessions. The semi-structured in-
terview guide can be found in the Supplementary Data. A $30
gift card was offered to all participants on completion of their
interview.

DATA ANALYSIS

All interview audio was recorded, transcribed verbatim, de-
identified, and uploaded to a password-protected computer.
The interviewers created a codebook based on the interview
guide and augmented it after identifying common themes
throughout the interview process. Researchers used Dedoose
online software to conduct inductive thematic analyses.'”
With a team of two coders, all interviews were double-coded
according to the codebook. Coders met weekly to discuss
emerging themes and coding discrepancies until they es-
tablished 100% reliability across all transcripts.

Results

A total of 31 behavioral health providers participated in this
study. The study sample included 11 social workers, 5 peer
support specialists, 5 psychologists, 3 licensed professional
counselors, 2 board-certified behavioral analysts, 2 registered
nurses, and 3 other providers (e.g., nurse practitioner; Table I).
These behavioral health providers often work in mental health
counseling (n=22), have been practicing for 21 or more years
(n=9) or no >5 years (n=8), practice in an urban location
(n=22), do not work/unsure whether they work in an inte-
grated care setting (n=14 and 8, respectively), and serve cli-
ents with public insurance (n=27). Providers represented a
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Table 1. Behavioral Health Provider Professional
Characteristics (n=31).

PROVIDER CHARACTERISTICS

PROVIDER EXPERIENCES WITH TELEBEHAVIORAL HEALTH

Occupation
Licensed master or clinical social worker 1
Peer support specialist/recovery coach 5
Psychologist 5
Licensed professional counselor 3
Board-certified behavior analyst 2
Registered nurse 2
Other (e.g., nurse practitioner, psychiatrist) 3
Years practicing
0-5 8
6-10 5
11-15 4
16-20 4
21+ 9
Area(s) of practice
Mental health counseling 22
Child, adolescent, and family counseling 16
Substance use disorder counseling 9
Clinical counseling 9
Social work 4
Applied behavior analysis 4
Marriage and couples counseling 3
Other (e.g., case management, medication management) 9
Geographic location of primary practice setting
Urban 22
Rural 8
Unsure 1
Primary practice setting
Nonprofit organization 7
Certified community behavioral health clinic 5
Mental health clinic 4
Private practice 3
Community mental health clinic 3
Other (e.g., hospital, university setting) 9

Table 1. continued

PROVIDER CHARACTERISTICS

Integrated care setting

Yes 8
No 14
Unsure 8

Payment for services

Public insurers 27

Commercial insurance 3

Populations served

Adults 20
Children 18
Individuals with serious mental illness 16
Individuals with developmental disabilities 15
Individuals with low socioeconomic status 15
Individuals with substance use disorders 12
Justice-involved individuals 8
Individuals experiencing homelessness 6
LGBT+ communities 5

variety of settings, such as nonprofit organizations (n=7)
and other service locations (e.g., hospitals; n=9).

Twelve behavioral health providers mentioned that their
practice provided some form of telehealth services before the
COVID-19 pandemic, 8 of which described their use of tele-
behavioral health as minimal and often restricted for use by
psychiatrists and nurse practitioners. Telebehavioral health
was typically used solely by prescribers, as behavioral health
practitioners were previously not reimbursed for providing
telebehavioral health (n=17). As one provider stated, “There
was no motivation to do [telebehavioral health] because we
couldn’t [bill] for it.”

Due to social distancing guidelines and telehealth reim-
bursement policy expansion prompted by the COVID-19 pan-
demic, all providers in this study began practicing telebehavioral
health. No provider reported being paid less than what they were
paid for equivalent in-person services. Thematic analyses re-
vealed four themes capturing behavioral health providers’ ex-
perience using telebehavioral health: (1) improved access to
care; (2) maintenance in the quality of care; (3) minimal privacy
concerns; and (4) client and provider satisfaction (Table 2).
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Table 2. Behavioral Health Provider Perspectives on the Influence of Telebehavioral Health in the Access to Care,
Quality of Care, Privacy of Care, and Client and Provider Satisfaction (n=31)

MAIN POINTS

RELEVANT QUOTES

Increased access to care | Eliminated transportation as a barrierto | 19 | "Like | say, our public transit is very limited, and some people, they don't have a vehicle, or

care their vehicle is in bad shape, or they don't have money to get gasoline, or somebody else is
using the car. And it's just transportations always been terrible for us, so this
[telebehavioral health] is really kind of exciting, and we're hoping that it can go past the
pandemic because it really helps a lot of people."

Decreased no-show rates 22 | "And we do know statistically our no-show rate for our prescribers has decreased
significantly. So some of what we're seeing is transportation and other practical things that
get in the way of making appointments have been largely erased, so those appointments
that are scheduled are happening at a much higher rate than they were before."

Increased caseload 15 | "l think there's been people that are wanting to engage [in counseling] that maybe
wouldn't have come to the office ‘cause that's too scary. It's a lot of fear when people come
in for the first time. So, | have gotten other people that are new and engaging now."

Access to care is still an issue for 25 | "So there were a lot of issues dealing with access as far as them being able to get the

individuals without access to the ap- computer, not having WiFi. Some parents didn't have the WiFi capability. So | have had to

propriate technology, older adults, and do a lot of telephone sessions."

individuals with lower socioeconomic

statuses

Maintained or improved | Telebehavioral health is equitable or of 18 | "For my youth, at least, they love it. They love it. They look at it as... | would think they look

quality of care better quality than in-person services at it as a new dynamic where it builds our rapport. | feel like it makes them more
comfortable to even call you at any time they're in any type of a crisis."

Quality improved for teenagers, parents, | 10 | "It was way easier to teach them [parents] something in the moment because there's their

individuals with anxiety, and individuals child screaming in the background, and we could coach them through what to do right

with a history of trauma then and there. It was where the things actually take place.”

Quality decreased for young children, 23 | "And so with preschoolers, it's really challenging to get them to look at the video or for

older adults, individuals with serious parents to be, if they're moving all over the place. So for video to be constant, that's really

mental illness, individuals with lan- challenging. And to be able to engage by video, it was always like | was super concerned
guage or speech barriers, individuals about that."

with a substance use disorder, and

children with autism spectrum disorder

Privacy concerns No privacy concerns 17 | "We talked about setting expectations for the privacy of meetings, and having that
discussion with families at the onset.”

Clients accepting telebehavioral health 13 | "l think that you don't have the same level of assurance of confidentiality on the other

appointments in public places [client's] end. And if you're seeing pediatric clients like | am, and thinking parents are
somewhere in the mix when | really need to talk to them alone."

Satisfaction Client satisfaction 30 | "l've had a couple of people say they really prefer doing it over video, because it feels less
intense to them. And so they actually say they're able to talk more deeply about things than
they can when they're in a room with somebody. So for some clientele anyway, that little
bit of distance feels more protective, | guess.”

Clients with lower technological literacy | 18 | "One of the things that has been a real challenge is the discomfort of this age [elderly]

dissatisfied population with technology itself. And we actually transitioned one of our team members
to be almost a full-time tech support person who's made little training video clips, who's
actually gone to people's houses and connected it to the router."

Increased job satisfaction for providers 14 | "But | do think it [telehealth] is, it's a great opportunity to engage people more often in the
least restrictive environment And it allows us, | think, to provide more care than we would
if we were office-based all the time. So | like it, and I'm trying to convince others that...It's
not ideal, it may not work for everybody. But if it works for some of them, it's an avenue
into care we need to explore and maintain."

Providers miss in-person interactions 1 "l benefit from the contact that | have with the consumers, being a person in recovery.”
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IMPROVED ACCESS TO CARE

Twenty-eight providers stated that telebehavioral health
reduced barriers restricting access to care, with 19 providers
noting reduced transportation barriers for their clients. Tele-
behavioral health provided opportunities for four urban pro-
viders to newly serve rural clients. Most providers (n=22)
reported a decrease in no-show rates, and about half (n=15)
reported an increased caseload. Conversely, one provider ex-
perienced increased no-shows and three providers saw a de-
crease in their caseload. Improved no-show rates and caseloads
were attributed to reduced travel time for clients and providers,
the ability to immediately schedule appointments, reimburse-
ments for 15-minute client check-ins, and the availability of
audio-only services. Despite an overall perception that tele-
behavioral health improved access to care, 25 providers voiced
concerns that older adults, people with lower socioeconomic
statuses, and those in rural areas without access to a stable
Internet connection or computer may not have access to tele-
behavioral health services.

MAINTENANCE IN THE QUALITY OF CARE

Eighteen providers felt that the quality of telebehavioral
health is equivalent to, or better than, in-person services. From
providers’ perspectives, teenagers (n=3), parents (n=3), clients
with anxiety (n=3), and individuals with a history of trauma
(n=2) experienced a higher quality of care relative to in-person
care because telebehavioral health provided a sense of security
and immediate support not present during face-to-face ap-
pointments. Providers also identified subgroups that experi-
enced a worse quality of care when behavioral health services
are delivered via telehealth: young children (n= 10), individuals
with serious mental illness (n=29), individuals with a substance
use disorder (n=6), older adults (n=4), individuals with lan-
guage or speech barriers (n=3), and children with autism
spectrum disorder (n=2). Providers hypothesized that these
experiences of lower quality care may stem from clients’ diffi-
culties utilizing telehealth platforms, paranoia or trust issues
with digital communications, and difficulty focusing on or
understanding content. Nonetheless, providers speculated that
care quality can be improved if providers adapt their counseling
techniques to best fit each individual client. To illustrate this
suggestion, two providers reported supplying their younger
clients with a toolkit of toys and workbooks to keep them en-
gaged during telebehavioral health appointments.

MINIMAL PRIVACY CONCERNS

More than half of the providers (n=17) expressed no pri-
vacy concerns when delivering telebehavioral health. How-
ever, 13 providers encountered confidentiality issues when

© MARY ANN LIEBERT, INC.

clients accepted an appointment in public spaces (e.g., a
grocery store) or around their families. To prevent privacy
violations from occurring, providers utilized Health Insurance
Portability and Affordability Act (HIPAA)-compliant soft-
ware, set boundaries with clients at the onset of their first
telebehavioral health appointment, and encouraged clients to
use headphones during sessions. However, many providers
reported using client accessible, noncompliant telecommu-
nications platforms until resources and protocols stabilized.
Interviewees confirmed using these noncompliant platforms
only after receiving permission from the U.S. Department of
Health and Human Services (DHHS),'® the utilization of which
resulted in no accidental breaches of medical privacy.

CLIENT AND PROVIDER SATISFACTION

Every provider described the abrupt transition to tele-
behavioral health services as challenging for themselves and
their clients, with overall satisfaction improving once they
had access to, and were familiar with, the necessary tech-
nology. Thirty providers reported that clients experienced
increased satisfaction over in-person services with continual
use of telebehavioral health, driven by not having to arrange
childcare or transportation and feeling more comfortable with
navigating telehealth platforms. Audio-only services also
proved vital to client satisfaction, as they provided immediate
support, did not require an Internet connection, and relieved
the burden of requiring a face-to-face interaction. However,
18 providers reported their clients with lower technological
literacy were less satisfied with telebehavioral health.

Fourteen providers reported increased job satisfaction with
using telebehavioral health as compared with only providing in-
person services, because telehealth allowed for a better work-
life balance and the ability to provide immediate care to clients.
Only one provider expressed dissatisfaction with telebehavioral
health, potentially due to the circumstances of providing care
during a pandemic. In addition, 11 providers expressed missing
their coworkers and other in-person interactions. Interviewees
ultimately reported satisfaction with telebehavioral health, but
they advocated for the flexibility to perform both in-person
and telebehavioral health services in the future. One provider
highlighted the importance of this flexibility moving forward:

Ifyou had told me 10 years ago I'd be saying this, I would have
denied it. But I do think [telebehavioral health] is, it’s a great
opportunity to engage people more often in the least restrictive
environment. And it allows us, I think, to provide more care
than we would if we were office-based all the time... [if] it
works for some of them, it’s an avenue into care we need to
explore and maintain.
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VISION FOR THE FUTURE

Every provider endorsed offering a hybridized model of
both in-person and telebehavioral health services post-
pandemic. As one provider said, “If we want to provide on-
going and sustainable treatment, we have to meet those clients
where they’re at. And one of the places that they're at is in
their home, and many don’t have other options.” This model
includes offering audio-only services when in-person video
services are not possible, and allowing verbal consent due to
the difficulties with obtaining written consent while using
telebehavioral health. To emphasize the importance of audio-
only reimbursement, one provider stated:

I can’t say this enough, that we can’t assume that free internet
is gonna be accessible and viable. Many of our clients live in the
county where there’s a lot of static or they might not have good
reception, so that telephone is imperative. If the Zoom freezes a
lot or if that telehealth [video] connection is unstable, it’s im-
perative that we can still bill for those phone conversations.

To sustain telehealth in the future, providers proposed
continued reimbursement for telebehavioral health, ongoing
allowance to obtain verbal consent, flexibility in choosing
telehealth platforms, and training resources for providers.

Discussion

An overwhelming majority of providers indicated tele-
behavioral health increases access to behavioral health care
in Michigan. This finding is consistent with existing research
in support of telehealth’s ability to remove barriers to be-
havioral health care and increase service utilization.'” > To
ensure that providers continue meeting the behavioral health
demands of their clients, post-pandemic, continuation of
telebehavioral health reimbursement is imperative. Tele-
behavioral health may best be incentivized through state-
level implementation of service and reimbursement parity
legislation to best capitalize on the advantages of remote
care. Achieving service parity for telebehavioral health re-
quires in-person services covered by payers to also be covered
via telebehavioral health, whereas reimbursement parity re-
quires services provided remotely to be reimbursed at the same
rate as those provided in-person.?’ Combined, these forms
of parity allow providers the flexibility to choose courses of
treatment best suited for clients without undue administrative
limitations.

Although there was a near consensus that telebehavioral
health increased access to care, not all clients were able to
access or navigate telebehavioral health platforms. Notably,
people located in rural areas, those with lower socioeco-
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nomic status, and older adults may lack the Internet access
and technological literacy to navigate telehealth platforms.
To address the behavioral health needs of these subgroups,
strong consideration should be given to retaining reim-
bursement for audio-only encounters to ensure providers
have flexibility to use the most appropriate treatment mo-
dality for their clients’ needs. Payers could consider re-
quiring providers to document barriers that their clients face
to accessing both in-person services (e.g., great physical
distance) and audio-visual telebehavioral health care (e.g.,
lack of broadband access) if there is a need for this modality
to be used sparingly.

Despite the initial negative impact that the abrupt transition
to telehealth had on providers and clients, time and experi-
ence with using telehealth allowed both parties opportunities
to gain familiarity and increase their satisfaction with tele-
behavioral health services. Since provider and client satis-
faction are contingent on seamless transitions to different
telebehavioral health modalities, accrediting and profes-
sional organizations for behavioral health providers could
modify their policies to better facilitate future utilization of
telebehavioral health. Accrediting organizations could ex-
pand their curriculum standards to include education on tele-
behavioral health as a therapy modality in both classroom and
practicum experiences. Similarly, behavioral health profes-
sional organizations could assemble and disseminate toolkits of
best practices to organization members, better equipping these
members for remote practice. State lawmakers could also con-
sider mandating some proportion of continuing education re-
quirements for licensure renewal to be dedicated to telehealth
content.

Study participants reported that the quality of health care
was maintained for most, but not all, clients who received
telebehavioral health services, some of whom experienced
even higher quality care than would have been received
through in-person service equivalents. Taken in combination
with minimal privacy concerns, these findings are consistent
with past research.”>”> To continue upholding this quality of
care without incurring any privacy concerns, providers and
their clients alike must be permitted flexibility in the type of
telehealth platform they use. Given that unencrypted, non-
publicly facing telecommunications platforms (e.g., FaceTime)
allowed for easier connections and resulted in no accidental
breaches of private medical data, federal legislators could
amend HIPAA to codify such leniency for telehealth into the
law. Such permission would cement the practice of using safe,
yet accessible, telecommunications platforms for telebehavioral
health without requiring continued discretionary leniency on
the part of DHHS.
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LIMITATIONS

Although these findings offer insight into the benefits of
telebehavioral health, the following limitations should be
considered. Foremost, the study focuses on behavioral health
providers in Michigan primarily treating publicly insured
individuals and cannot be generalized outside of this setting
and population. Further, the use of convenience sampling and
the possibility of selection bias and sampling error may have
resulted in a nonrepresentative sample. This limitation is po-
tentially exacerbated by the underrepresentation of behav-
ioral health prescribers and a lack of collection of age, race, or
sex respondent data. Lastly, researchers were unable to dif-
ferentiate between the effects of the COVID-19 pandemic and
newly implemented telehealth practices on providers’ and
clients’ experiences with telebehavioral health due to both
changes occurring simultaneously.

Conclusion

This study is among the first to examine provider experi-
ences with using telebehavioral health services in Michigan
during the COVID-19 pandemic. Findings suggest that the use
of telebehavioral health vastly increased with the expansion
of federal and state policy changes due to the COVID-19 pan-
demic. Telehealth service and reimbursement parity are es-
sential to ensuring continued service delivery. Despite some
persistent barriers for both providers and clients, overall, tele-
behavioral health increased access to care, offered equivalent
or better care than in-person treatment for certain populations,
and resulted in minimal privacy concerns. Behavioral health
providers voiced support for flexibility to deliver services in the
modality that best fits client needs by permitting in-person
and telehealth services, including audio-only services, going
forward.
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