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Abstract
Shortly after the COVID-19 pandemic arrived at the United States, mental health services moved towards using tele-mental 
health to provide care. A survey about resilience and tele-mental health was developed and conducted with ForLikeMinds’ 
members and followers. Correlational analysis was used to examine relationships between quantitative variables. A phe-
nomenological approach was used to analyze open questions responses. Sixteen percent of participants were coping well 
with the pandemic; 50% were coping okay; and 34% said that they were coping poorly. Three main themes emerged from 
the qualitative analysis: accessibility to care; self-care strategies; and community support and relationship. The responses 
from participants seems to reflect the combination of two main factors—the challenges they were facing in accessing care 
through tele-mental health plus the mental health consequences from COVID-19. This survey reflects the importance of 
building innovative strategies to create a working alliance with people who need care through tele-mental health.
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Introduction

In the United States, between March 10, 2020, and March 
27, 2020, all states implemented some form of social dis-
tancing and/or shelter in place policy in response to the 
COVID-19 pandemic (Siedner et al. 2020). Mental health 
care outpatient clinics and services rapidly moved towards 
using tele-mental health to comply with social distancing 
policies and to protect their clients and staff from COVID-19 
(Wright and Caudill 2020). This fast move was supported by 
the fact that mental health care via tele-mental health (also 
referred to as telepsychiatry) has been proven to be effec-
tive (Shore 2013; Chakrabarti 2015; Torous et al. 2020). 
To facilitate this move, emergency waivers suspending the 
requirement to comply with the Health Insurance Portabil-
ity and Accountability Act of 1996 (HIPAA—the health 
information privacy law in the US) for tele-mental health 
were issued by governmental agencies (Wright and Caudill 

2020). In this process, the fidelity that helped establish the 
effectiveness of telehealth/telemedicine might have been 
lost. For instance, the guide for tele-mental health developed 
by the American Psychiatric Association together with the 
American Telemedicine Association states that “all modes 
of communication of personal health history shall be HIPAA 
compliant”, as well as the need to ensure privacy (Shore 
et al. 2018). With the emergency HIPPA waivers, these rec-
ommendations could, potentially, not be followed with the 
same rigor, leading to decrease in quality of service. Even 
before the current COVID-19 pandemic, several challenges 
and concerns have been raised regarding tele-mental health 
as a substitute to in-person appointments, (e.g. anxiety and 
technophobia) (Langarizadeh et al. 2017). This strategy, at 
most, should be considered an excellent adjunct to tradi-
tional service delivery, complementing and supplementing 
in-person care (Chakrabarti 2015; Mehrotra et al. 2017; 
Greenhalgh et al. 2018). After two months of social dis-
tancing policies where telehealth/telemedicine became the 
new norm for outpatient mental health service delivery, For-
LikeMinds, conducted an on-line survey with its community 
about tele-mental health. ForLikeMinds is an online peer 
support community dedicated to the recovery and wellness 
of people living with or supporting someone with mental 
illness, substance use, or stressful life events (Ponte 2020).
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The utilization of telecommunication platforms, such 
as videoconferencing, to deliver mental health services 
remotely defines tele-mental health (Mahmoud et al. 2020). 
It was not a surprise, then, that mental health services via 
tele-mental health became a routine component during the 
COVID19 pandemic. Tele-mental health is a consensus 
choice when it comes to providing a safe and convenient 
access to routine mental healthcare, avoiding exposure to 
COVID-19, especially for those at higher risk of being 
affected (Smith et al. 2020). In recent years, there has been 
a significant expansion of tele-mental health services. For 
instance, in the US in 2017 almost 30% of mental health 
facilities offered tele-mental health services (Mahmoud et al. 
2020).

Tele-mental health is a well-known practice and has been 
around for more than half a century (Mahmoud et al. 2020; 
Hilty et al. 2013). In 2009, the American Telemedicine 
Association established guidelines for tele-mental health. 
In their guidelines, standard provisions include the availabil-
ity of appropriate staff before, during, and after tele-mental 
health encounters to meet patient and provider needs and 
enhanced requirements for privacy and confidentiality (Yel-
lowlees et al. 2010). In their review of the literature about the 
effectiveness of tele-mental health, Hilty et al. (2013) con-
cluded that tele-mental health services were mostly effective 
if a plan of assessment and care for patients was in place. 
Other key administrative issues for successful tele-mental 
health program implementation would be licensure require-
ments, malpractice insurance, insurance coverage, adherence 
to HIPPA regulations, and establishment of protocols (Write 
and Caudill 2020). On the other hand, several limitations to 
tele-mental health have been identified such as lower qual-
ity of patient-physician relationship, fragmentation of care, 
and challenges in accessing telecommunication technology 
(Dorsey and Topol 2016; Greenhalgh et al. 2020).

A review of the literature before the COVID-19 pandemic 
demonstrated that, regarding psychotherapeutic interven-
tions and therapeutic alliance in treatment, it seems that 
patient satisfaction with tele-mental health was comparable 
to in-person delivery, when well implemented and technol-
ogy support was available (Jenkins-Guarnieri et al. 2015).

Research Question

In their first on-line survey about the COVID-19 pandemic 
and the concerns of people with mental illness, ForLike-
Minds captured significant concerns about how the pan-
demic was affecting respondents’ mental health. Participants 
in the first survey were specifically concerned with disrup-
tion in treatment, access to medication, and the likelihood of 
their condition getting worse and/or developing a new men-
tal illness (Costa et al. 2020). Leadership at ForLikeMinds 

decided to conduct a second on-line survey to address 
resilience and mental health care during the COVID-19 
pandemic. After almost two months since the beginning of 
social isolation measures, how were people with mental ill-
ness doing? Was tele-mental health working for people with 
mental illness? Did they have any suggestions that could 
improve tele-mental health?

Methodology

A survey about resilience and tele-mental health—the Coro-
navirus Mental Health Resilience Survey—was developed 
by ForLikeMinds’ leadership based on their own research 
and perception of how their network was coping with the 
pandemic. It was then sent out to their members and follow-
ers. The Coronavirus Mental Health Resilience Survey is 
composed of 11 multiple-choice questions with the option 
of comments and one open question. The multiple-choice 
questions addressed the following issues: did participants 
self-identify as living with a mental illness, which mental ill-
ness they identified with, where they were in their recovery 
journey, what was the impact of the pandemic on their men-
tal health, if they had developed a new mental illness, how 
had the mental health support they received changed during 
the pandemic, how had their mental health care changed 
as a consequence of the pandemic, if they were receiving 
tele-mental health support, how they were coping with the 
pandemic, how isolated they felt, and how had their level 
of social connectedness changed during the pandemic. The 
open-ended question asked participants about their thoughts 
on what would be most helpful for their communities during 
this difficult time.

The survey was distributed to members of ForLikeMinds 
and to their Facebook community using Survey Monkey. 
The dataset extracted from Survey Monkey was de-identified 
before it was sent to the Yale Program for Recovery and 
Community Health for analysis (i.e., secondary data analy-
sis). SPSS was used for the statistical analysis. Analyses 
were run after cases were selected. Case selection was based 
on having checked the statement “I am completing this sur-
vey primarily as someone living with mental illness”. Fre-
quencies were determined for each multiple-choice question. 
Bivariate Correlations utilizing Spearman rank order corre-
lation was established to determine the correlations between 
the variable “how do you feel you are coping with the pan-
demic” (ordinal variable) and all other nominal and ordinal 
variables. Significance (2-tailed) was established at a level 
of p < 0.05. Effect sizes of the relationship between vari-
ables were established and an effect size of approximately 
0.1 was considered a small effect size, and effect size of 
approximately 0.3 was considered a medium effect size and 
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effect size of approximately 0.5 was considered a large effect 
size Swank and Mullen (2017).

Comments to the question “have you seen your men-
tal healthcare provider by video session” were analyzed 
together with the responses to the open-ended question 
“what would help our community most during this crisis?”. 
A phenomenological approach was used to analyze each 
individual statement and to define a main theme for each 
statement (Davidson 2003; Davidson et al. 2008; Van Manen 
2016). Statements were also classified as positive, neutral, or 
negative. Two members of the research group analyzed and 
defined themes for each statement independently. Themes 
generated from statements were then grouped based on 
how participants felt they were coping with the pandemic. 
Classification of positive, neutral, and negative, was based 
on the interpretation of the researchers who analyzed the 
statements. Both researchers agreed in how each statement 
were classified. Results from the independent analysis were 
compared and a final set of themes were established.

Institutional Review Board (IRB) was not pursued 
because there was no identifiable private health information 
in the data set that researchers used for the analysis.

Results

ForLikeMinds is an online support community dedicated to 
the recovery and wellness of people living with or support-
ing someone with mental illness, substance use, or stressful 
life events. It has over 15,000 members plus a Facebook 
community of nearly 23,000 followers. Four hundred and 
thirty-five unique individuals responded to the survey. Of 
these, 381 individuals (88%) self-identified as living with a 
mental illness. As mentioned in the methodology, all data 
analysis reported here refers to participants living with a 
mental illness. Of those living with a mental illness, 74% 
reported having an anxiety disorder, 60% having a major 
depressive disorder, 36% having post-traumatic stress dis-
order, 30% having bipolar disorder, 13% having borderline 
disorder, 11% having obsessive compulsive disorder, and 
5% having schizophrenia (respondents could report multiple 
conditions). Seventy one percent (71%) of participants said 
they had at least two mental illnesses and 59% said they 
had at least three mental illnesses. The most likely condi-
tions to occur together were anxiety and major depressive 
disorder (49% of participants had both conditions), anxiety 
and post-traumatic stress disorder (31%), and major depres-
sive disorder and post-traumatic depressive disorder (26%). 
When asked about where they were in their recovery, 17% 
responded that they were living a full and meaningful life, 
36% said that they had symptoms but were able to manage 
them, and 47% said that they were struggling to get or stay 
well.

The Coronavirus Mental Health Resilience Survey didn’t 
ask specific sociodemographic questions. Based on other 
surveys conducted at ForLikeMinds which collected soci-
odemographic data, we expect respondents to be mostly 
females (85%), white (84%) and 55 years old and older 
(57%).

Participants were asked about how much the COVID-19 
pandemic had impacted their mental health. For 21%, their 
mental health was much worse, 51% said their mental health 
was worse, 22% said that the pandemic had no real impact 
on their mental health, 5% said that they were doing better, 
and 1% said that their mental health had been much better 
since the pandemic. When asked if they had developed a 
“new” mental illness during the COVID-19 pandemic, 21% 
responded affirmatively. Regarding the mental health sup-
ports they received, 12% said that their mental health sup-
port stopped after the pandemic started, 30% said that it 
had decreased, 42% said their mental health support had 
remained unchanged and for 16% their mental health sup-
port had actually increased. Changes in mental health care 
was addressed in the survey. For 7%, their mental health 
care improved during the pandemic, 55% said that their care 
remained unchanged, while 28% said that their care dete-
riorated once the pandemic had started. Additionally, 7% 
said that it had become more difficult for them to get their 
medication.

For the question about seeing their mental health care 
provider through video conferencing following the stay at 
home recommendations, participants were given the option 
of checking more than one response. With this, 8% said that 
they started seeing a new mental health care provider by 
video sessions, 33% said that they had switched from in-
person sessions to video sessions with the same provider, 
33% said that they preferred in-person sessions to video ses-
sions, 3% said that they preferred video sessions to in-person 
sessions, about 8% said that they would like to continue see-
ing their mental health care provider by video sessions after 
the stay at home recommendations are lifted, about 10% 
of participants reported that they were meeting with their 
providers over the phone and 11% said that they had stopped 
seeing their mental health care provider because tele-mental 
health was not offered to them.

Participants were asked about how they were coping with 
the pandemic. For 16%, they were coping well; 50% said that 
they were coping okay; and 34% said that they were coping 
poorly. When asked about how isolated they felt compared 
to before the pandemic, 69% said that they were feeling more 
isolated, 26% felt the same, and 4% said that they felt less 
isolated. In response to the question about how the level 
of social connectedness had changed for them during the 
pandemic, 64% said that they felt less connected socially, 
25% felt the same, and 11% felt that their level of social 
connectedness had increased.
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Several variables presented a significant correlation with 
how people felt they were coping with the pandemic. Of 
notice, the variables that captured mental health treatment 
and how people felt about their mental health treatment dur-
ing the pandemic presented a moderate to strong correlation 
with how people felt they were coping with the pandemic. 
For instance, those who saw the same provider through 
video sessions were coping better with the pandemic, while 
those who felt that their mental health treatment had deterio-
rated or who had more difficulty in getting their medication 
or who felt that their mental health support had stopped were 
coping worse. Also of notice, those who said that they had 
anxiety disorder or major depressive disorder or PTSD were 
coping worse while those who said that they had bipolar 
disorder were coping better (Table 1).

One hundred and seventy-five participants (46%) of those 
living with a mental illness provided a written response to 
the two analyzed open questions. Altogether, 205 written 
statements were analyzed. Eighty-nine participants (23%) 
provided additional comments for the question “have you 
seen your mental health care provider by videos session dur-
ing the lockdown” (question 1) and 116 participants (30%) 
answered the question “what would help our community 
most during this crisis?” (question 2).

Regarding the classification of each statement, 52 state-
ments (30%) were classified as negative (e.g. “I am not 
sleeping well. I am often sad. I find it difficult to get things 
done.”), 69 (39%) were classified as neutral (e.g. “Depends 
on the day”), and 84 (48%) were classified as positive (e.g. 
“I have never felt more rested and in control than I do 
right now”). Convergence was observed between multiple 

choice and open-ended questions and qualitative analysis 
was conducted taking convergence into consideration.

Three main themes emerged from the analysis: (1) 
accessibility to care; (2) self-care strategies; and (3) com-
munity support and relationship.

Related to accessibility to care, those who said that they 
were coping poorly with the pandemic presented several 
barriers and challenges such as not feeling comfortable 
using tele-mental health, not having been able to connect 
to their provider, feeling that there was a decrease in num-
ber of sessions, challenges in using technology, and that 
the phone was less effective:

“I can’t do video sessions. I don’t have internet, and 
data doesn’t work. This is hard [because] as a kid 
I was sexually abused (…) and I just can’t do that. 
Every time I think about it I want to puke and it’s led 
to flashbacks about the videos and abuse, and I just 
can’t do it...”
“I am hearing impaired. Video Conferencing is dif-
ficult.”
“Instead of 50 minutes of therapy it’s 30-minute 
phone sessions, no video.”

They also presented suggestions such as group therapy 
via video and more options for online counseling:

“More options for online counseling. Most counse-
lors are not familiar with or comfortable using tech-
nology such as FaceTime or Zoom. Also, insurance 
should cover these sessions just as it does in-person 
sessions.”

Table 1  Variables that 
significantly correlated with 
how people felt they were 
coping with the pandemic

Variables Correlation coefficient p  value

Positive correlations
 Bipolar disorder 0.16 0.003
 Where are you on your recovery 0.47 < 0.001
 Mental health treatment has improved 0.17 < 0.001
 Mental health treatment was unchanged 0.25 < 0.001
 Seeing same provider through video sessions 0.37 < 0.001
 Mental health support was unchanged or increased 0.24 < 0.001
 Feeling better or much better after the pandemic 0.61 < 0.001
 Feeling more connected socially after the pandemic 0.16 0.003

Negative correlations
 Anxiety disorder − 0.26 < 0.001
 Major depressive disorder − 0.16 0.002
 PTSD − 0.14 0.006
 Having developed a new mental illness − 0.27 < 0.001
 Mental health treatment has deteriorated − 0.29 < 0.001
 It has been more difficult to get medication − 0.14 0.01
 Mental health support has stopped − 0.16 0.003
 Feeling more isolated − 0.37 < 0.001
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For those coping satisfactorily with the pandemic, acces-
sibility to care fell into two subcategories: some respondents 
were meeting with their providers over the phone instead of 
on video sessions, but that did not pose much of a problem; 
others were still waiting for their first tele-mental health 
session:

“Don’t have access to video sessions. We have phone 
sessions and would like the option to choose whether 
we’d like phone sessions or in person sessions after the 
restrictions are lifted.”
“Telephone appointments are the norm in our area.”
“Waiting for the sessions with new mental health care 
provider.”

For those who were coping well with the pandemic many 
felt very supported by their providers, but they also pointed 
out limits of tele-mental health:

“I have had phone consults. My doctor calls me any-
time I leave a message. Before and during this pan-
demic.”
“Some conditions are less likely to deal with screen 
time and can actually go downhill as a result: concus-
sions or with dementia can get more confused. The 
technology has not gotten easier, and with older folks 
particularly affected the tech has not helped.”

For the two other main themes, self-care strategies and 
community support and relationships, comments and sug-
gestions were similar regardless of how participants said 
they were coping with the pandemic. Participants suggested 
self-care strategies that included having hope, faith, mindful-
ness, and education for better self-care:

“More freedom and personal accountability ... remind-
ers it is each individual’s responsibility to stay clean 
and healthy.”- participant who was coping poorly
“I believe to try to make videos easy to understand of 
mindfulness or other skills to try calm ourselves down 
and also try to connect and reach out to each person 
by their culture and/or lifestyle so each person can try 
to be informed about mental illness/health and so they 
can better reach to use mental health services.” – par-
ticipant who was coping okay
“Education on resources for people experiencing more 
anxiety or other mental health issues.” – participant 
who was coping well

Regarding community support and relationships, con-
cerns with loneliness and lack of support was pervasive 
throughout all three groups:

“Recognition that isolation disproportionately affects 
some people, including those who were already strug-
gling with loneliness; it is distinct from the stress that 

everyone is facing and has tangible effects.” (coping 
poorly participant)
“We need to connect physically with real people. 
Online is not a substitute. Superficial conversations at 
a distance is not a substitute.” (coping okay)
“Seeing people, touching people through hugs. I never 
get hugs. Ever. More realistically, if someone could 
just stop by without coming in, just to say hi.” (cop-
ing well)

They also suggested different community support strate-
gies directed towards increase in relationships and connec-
tion to others such as doing Zoom activities together, a place 
to connect with others, and webinars about how to reach out 
and have social contact via internet.

Results from the quantitative and qualitative responses 
seems to agree or converge.

Discussion

The severity and unprecedented nature of the COVID-19 
pandemic imposed the need for bold and creative solu-
tions to address the disruption of access to mental health 
care, principally after social distancing and stay at home 
policies were abruptly implemented. Tele-mental health 
became a very important form of delivering mental health 
care in this new scenario. On the one hand, this survey 
shows that the tele-mental health received by participants, 
in many cases, had not adhered to the fidelity criteria of 
the evidence-based model for tele-mental health. This 
seems to be especially true regarding recommendations 
related to availability of staff before, during, and after the 
tele-mental health appointment (Yellowlees et al. 2010). 
People who do not have access to technology, who do not 
have the knowledge, who are afraid for different reasons 
of using tele-mental health, or who do not have enough 
privacy in their homes were left with few options (Sevelius 
et al. 2020). A significant group of participants are talk-
ing to their providers only over the phone (at least 10%) 
and at least 11% said that they had stopped seeing their 
mental health care provider. When responding to prefer-
ences, 33% said that they preferred in-person sessions to 
video sessions, while only 3% said that they preferred 
video sessions. On the other hand, for many participants, 
the COVID-19 pandemic seems to have aggravated their 
lives. Almost 75% said they had anxiety, 72% said that 
their mental health was worse or much worse since the 
pandemic, and 21% said that they had developed a new 
mental illness during the pandemic. The response from 
participants about how they were coping with the pan-
demic seems to reflect the combination of these two main 
factors—the challenges they were facing in accessing care 
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through tele-mental health plus the mental health conse-
quences from COVID-19. Not surprising, the effect size 
of the correlation between how participants were coping 
with the pandemic and feeling more isolated was medium 
to large and the effect size between coping and where they 
were in their recovery journey was large Swank and Mul-
len (2017). For participants, the tele-mental health they 
received could be improved by offering more options of 
care and by increasing the quality of care provided. Mak-
ing it easier to connect to providers, whether by offering 
technical assistance or by decreasing the waiting time for 
an appointment was also key. Finally, participants sug-
gested that tele-mental health could be a very useful way 
to help people learn self-care strategies (e.g. mindfulness) 
and to connect with other people to help build relation-
ships and to address loneliness.

People described feeling disconnected from others, 
including both family and friends and mental health pro-
fessionals, and may have felt abandoned by the mental 
health system and government. People described less per-
sonal contact with others. Those interacting with friends, 
family, and mental health professionals via phone or video 
said these connections were not as good, or were not of 
the same quality, as in-person interactions. Respondents 
also described not feeling cared for by the mental health 
system. For instance, tele-mental health could be more uti-
lized for self-care strategies and to help build community 
supports and relationships. These could be fruitful ways of 
further developing and refining individual preferences in 
utilizing tele-mental health (Horowitz et al. 2006).

Study Limitation

Respondents to the survey represent only a small percent-
age of ForLikeMinds community. It was not possible to 
determine if this sample is an unbiased representation of 
the whole ForLikeMinds community. There might be a 
selection bias in the sampling methodology. As we used 
social media to recruit and for people to respond to the 
survey, we could have a biased population towards people 
more comfortable in utilizing technology to communicate. 
Those who completed the survey may also not be repre-
sentative of all people with a mental illness living in the 
US. There may be differences between those who decided 
to participate in the survey and those who chose not to. We 
need also to consider that as with any self-reported sur-
vey, there may be differences between how people answer 
the survey and how they feel. Finally, as the survey was 
conducted on-line with member and followers of ForLike-
Minds, the survey most likely didn’t capture the opinion of 

people without access to the internet or with little interest 
and/or knowledge of internet navigation.

Conclusion

The disruption caused by the COVID19 pandemic in mental 
health care may have not been completely solved by simply 
substituting tele-mental health care for in-person care. This 
survey offers an opportunity to reflect about the importance 
of building innovative strategies to create a working alliance 
with people who need care through tele-mental health. It is 
not mostly about the quantity of time providers spend with 
their clients on the phone or through video connections. It 
is about empowering and providing people the means to uti-
lize technology as a tool ultimately to support them in their 
own recovery, including a focus on self-care and fostering 
social support. It is about the possibility of redefining ways 
in which tele-mental health is offered equitably and truly 
made accessible to everyone who needs it.
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