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Abstract

Objective This report summarizes findings from a 2020 survey of US child and adolescent psychiatry training programs
that explored the impact of the COVID-19 pandemic on pediatric telepsychiatry training. The authors hypothesized that
telepsychiatry training significantly increased during the pandemic, in part due to legal and regulatory waivers during the
COVID-19 public health emergency.

Methods In August 2020, an anonymous, 28-question online survey was emailed to all (138) accredited child psychiatry
fellowships on the Accreditation Council for Graduate Medical Education website. Forty-nine programs responded (36%).
This analysis focuses on three of the 28 questions relevant to the hypotheses: characteristics of the program’s training in
telepsychiatry; perceived impediments to clinical training; and perceived impediments to didactic training pre-COVID onset
vs. post-COVID onset, respectively. Total scores were created to investigate differences in training programs and impedi-
ments to including telepsychiatry pre- and post-COVID onset. Paired sample ¢-tests were used to compare means pre- and
post-COVID onset.

Results Results provided support for significant differences between training components related to telepsychiatry pre- and
post-COVID onset, with participants reporting more training components post-COVID onset (M =5.69) than pre-COVID
onset (M =1.80); #(48)=9.33, p<.001. Participants also reported significantly fewer barriers to providing clinical experi-
ences in pediatric telepsychiatry post-COVID onset (M =2.65) than pre-COVID onset (M =4.90); #(48)= —4.20, p <.001.
Conclusions During the COVID-19 pandemic, pediatric telepsychiatry training in child psychiatry fellowships increased
significantly. Perceived barriers to providing clinical, but not didactic, training decreased significantly.
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was primarily descriptive, and the authors concluded that

1 Cambridge Health Alliance, Harvard Medical School,
Cambridge, MA, USA

University of Hawaii at Manoa, John A. Burns School
of Medicine, Honolulu, HI, USA

Nationwide Children’s Hospital, The Ohio State University,
Columbus, OH, USA

Children’s Hospital of Philadelphia, University
of Pennsylvania School of Medicine, Philadelphia, PA, USA

@ Springer


http://orcid.org/0000-0003-4651-8991
http://crossmark.crossref.org/dialog/?doi=10.1007/s40596-021-01563-3&domain=pdf

Academic Psychiatry (2022) 46:740—745

741

a more evidence-based approach to telepsychiatry training
is needed.

Pediatric telepsychiatry is defined as direct or consulta-
tive patient care to youth and families provided remotely
through audio/video-conferencing platforms. It offers an
opportunity to improve access to pediatric behavioral health-
care through both direct care and consultation to healthcare
and nonhealthcare settings (e.g., schools). Its effectiveness
with children and youth has been demonstrated [9]. Despite
the availability of telehealth since the 1950s, uptake of tel-
epsychiatry by child psychiatrists has historically been slow
[10]. In a survey of child psychiatry fellowship programs in
May 2019 (response rate 35%), 35% of respondents reported
offering no telepsychiatry clinical experience in their pro-
gram, 46% reported “some,” and only 19% reported “a lot”
[11]. Sixty percent of respondents had no formal didactic
curriculum.

The 2019 survey and other reports suggest that real and
perceived hurdles such as the Ryan Haight Act, medical
licensing issues, lack of reimbursement, and restrictions
regarding clinical settings have prevented this uptake [12].
Lack of faculty expertise and educational resources specific
to child psychiatry has also presented obstacles [10]. How-
ever, when the COVID-19 pandemic erupted in March 2020
in the USA, a Public Health State of Emergency temporar-
ily waived many of the regulatory restrictions (with some
variation between states), and training programs and clinical
services had to rapidly implement telepsychiatry.

With this rapid transition to remote healthcare delivery,
child psychiatry services—seemingly overnight—were
delivered via platforms such as Zoom™ and Google Meet™
to patients wherever they were living. Due to the public
health emergency, new federal changes were announced
by the Office for Civil Rights (OCR) of the Department of
Health and Human Services. This notice allowed covered
healthcare providers subject to the regulatory requirements
under the Health Insurance Portability and Accountability
Act (HIPAA) to provide telehealth services using technolo-
gies that may not fully comply with the requirements of the
HIPAA rules without penalty [13]. As a result, use of non-
public facing applications such as Facetime™ and Skype™
was deemed acceptable at the federal level. In addition, the
Centers for Medicare and Medicaid Service expanded tel-
ehealth reimbursement for a wide range of behavioral health
services delivered via telephone, thus removing the major
barrier for use of telephone as a primary service modal-
ity [14]. Similarly, the Drug Enforcement Administration
(DEA) announced changes in policies to allow DEA-regis-
tered providers to prescribe controlled substances without
an in-person examination [15]. At the state level, licensure
requirements were adjusted to allow care delivery across
the state lines for established patients. (There has been sig-
nificant variability among states in allowing out-of-state

providers to deliver care, as well in permitting in-state pro-
viders to care for patients residing out-of-state).

This study was designed to assess the impact of these
clinical and regulatory changes on telepsychiatry training in
child psychiatry fellowships. The hypothesis was that these
changes in clinical service delivery and the loosening of
previous restrictions led to a significant increase in pedi-
atric telepsychiatry training. A secondary hypothesis was
that the type of service provided changed to more “direct-
to-consumer” care (patients in their homes).

Methods

The 28-item survey was launched in August 2020, about
6 months into the pandemic. (A copy of the survey is avail-
able upon request). It was distributed online to all child
psychiatry training programs accredited by the Accredita-
tion Council on Graduate Medical Education (ACGME,
138) using Qualtrics™ software (Qualtrics, Provo, UT). It
was open for 4 weeks with weekly reminders, and Institu-
tional Review Board approval was waived by the Cambridge
Health Alliance Institutional Review Board. Results were
anonymously collected and collated. The questions focused
on amount of time, perceived importance, types of clinical
experiences, didactic curricula, and perceived impediments
to providing clinical and didactic training in pediatric tel-
epsychiatry. Comment boxes after each topic allowed for
qualitative responses which were not formally analyzed.
Three questions related to characteristics of the training
program.

The current analysis focuses on 3 out of the 28 questions:
question 7, which focused on characteristics of their train-
ing in telepsychiatry pre- vs. post-COVID onset; question 9,
which asked programs about impediments to clinical train-
ing they faced pre- vs. post-COVID onset; and question 11,
which asked programs about impediments to didactic teach-
ing they faced pre- vs. post-COVID onset.

Total scores were created to investigate differences in
training programs and impediments to incorporating tel-
epsychiatry pre- and post-COVID onset. Eleven items were
used to describe components of pediatric telepsychiatry
training (i.e., dedicated telepsychiatry rotations, supervisors
with dedicated time and expertise in telepsychiatry, consul-
tation to offsite mental health providers etc.). Participants
endorsed the presence/absence of each component (yes/no)
in the past (pre-COVID onset) and currently (post-COVID
onset). These dichotomous scores were combined to create
a total score out of 11.

Thirteen items were used to assess impediments to tel-
epsychiatry clinical experiences (i.e., limited number of
faculty with time to supervise the experiences, limited time
in the clinical curriculum, insufficient clinical space at our
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site etc.). Participants endorsed the presence/absence of each
impediment (yes/no) in the past (pre-COVID onset) and cur-
rently (post-COVID onset). These dichotomous scores were
combined to create a total score out of 13.

Seven items were used to assess impediments to provid-
ing, improving, expanding a didactic curriculum in pediatric
telepsychiatry (i.e., limited number of faculty with time to
design the curriculum, insufficient funding for faculty time
and other resources, graduates of our program are unlikely
to be practicing pediatric telepsychiatry, etc.). Participants
endorsed the presence/absence of each barrier (yes/no) in the
past (pre-COVID onset) and currently (post-COVID onset).
These dichotomous scores were combined to create a total
score out of 7.

All three questions had comment boxes for qualitative
responses.

To investigate changes in ratings of participant’s training
components and barriers to implementing telehealth in clini-
cal experiences and didactic programs, paired sample 7-tests
were used to compare means pre- and post-COVID onset. A
Bonferroni correction was used to account for multiple tests
(3; p<0.016).

Results

See Table 1 for a summary of paired sample #-test and effect
size estimates for training components and impediments to
clinical vs. didactic training pre- and post-COVID onset. See
Table 2 for a summary of differences between each of the
items for the three questions analyzed here.

The survey response rate was 49/138 or 36%. Respond-
ing programs were primarily academic (34%, 40) and urban
(16%, 19). Approximately 14% (16) described themselves
as underserved and community-based (17). Most programs
were small, defined as 2-3 fellows per class (54%, 25), and
older than 15 years (76%, 35). The geographic distribution
was relatively equal, with a preponderance of programs in
the southeast (30%, 14).

Results provided support for significant differences
between the presence of training components related to tel-
epsychiatry pre- and post-COVID onset, with participants
reporting more training components post-COVID onset

(M =5.69) than pre-COVID onset (M =1.80); #(48)=9.33,
p <0.001. Participants also reported significantly fewer
barriers to providing clinical experiences in pediatric
telepsychiatry post-COVID onset (M =2.65) than pre-
COVID onset (M =4.90); #(48)=4.20, p<0.001. 00. This
finding suggests an association between the increase in
clinical training in pediatric telepsychiatry and a reduction
in barriers to providing clinical telepsychiatry experiences.
As one respondent put it, “COVID has completely changed
the adoption of this innovation.”

Participants did not report significant changes in the
barriers to providing, improving, or expanding the didac-
tic program in pediatric telepsychiatry post-COVID onset
(M =1.78) than pre-COVID onset (2.08); #(48)= —1.29,
p>0.016. This finding suggests there were few barriers
to providing, improving, or expanding didactics programs
both pre- and post-COVID onset. Hedge’s g was used to
estimate the effect size. Results suggested there was a
small effect on participant’s rating of their programs tel-
epsychiatry components and impediments to clinical expe-
riences when considering COVID-19.

Table 2 provides detailed information about partici-
pants’ responses to individual items for each of the three
areas to further explore differences in training program
components and impediments to clinical experiences and
training pre- and post-COVID onset. Seven times as many
programs reported providing direct care to patients in their
homes since the beginning of the pandemic (pre—n =26
vs. post—n =42). In most training program areas (e.g.,
dedicated telepsychiatry rotations, including formal didac-
tics), twice as many programs reported having individual
training components than pre-COVID onset. Additionally,
half the number of programs reported legal and regula-
tory hurdles (pre—31 vs. post—14) and faculty inter-
est in developing expertise as an impediment to clinical
experiences (Z= —3.55, 0.000), and insufficient funding
for faculty time and other resources as an impediment to
providing didactics in pediatric telepsychiatry (pre—15
vs. post—=6) as barriers to their telepsychiatry programs.
This finding suggests there are more reported training
program components and fewer barriers to telepsychiatry
clinical experiences post-COVID onset for the participants
(Z=-2.71, 0.007).

Table 1 Paired sample #-test and effect size estimates for training experiences and impediments in clinical and didactic training

Pre-COVID onset Post-COVID onset t df p
Mean Standard Mean Standard Hedge’s g
deviation deviation
Training Experiences (clinical and didactic) 1.80 2.71 5.69 3.17 -9.33 48 .000 2.94
Impediments to clinical experiences 5.10 3.78 2.71 2.26 4.20 48 .000 4.01
Impediments to didactics 2.16 2.02 1.84 1.72 1.29 48 207 1.77
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Table 2 Percentage of programs endorsing the presence of training components and impediments to clinical and didactic telepsychiatry experi-

ence pre- and post-COVID

Pre-COVID onset
% of yes responses (#)

Post-COVID onset

Difference

% of yes responses (#) %

Training experience

—

. Dedicated telepsychiatry rotation(s)

. Taught by supervisors with dedicated time and expertise in telepsychiatry
. Includes formal didactic curriculum

. Offers mentoring by child psychiatrists who are telepsychiatry experts

. Includes consultation to offsite mental health providers

. Includes consultation to nonpsychiatric healthcare providers

. Includes consultation to schools, including residential

. Includes consultation to forensics/juvenile justice

O 00 N O L AW N

. Includes direct care to patients in their homes
10. Includes being taught, trained, and/or supervised virtually and remotely
11. Includes learning how to teach, train and supervise virtually and remotely

Impediments to clinical experience

1. ACGME" does not require training in pediatric telepsychiatry
. Legal and regulatory hurdles
. Limited number of faculty with time to supervise the experience

. Limited number of faculty with clinical expertise in pediatric telepsychiatry

. Insufficient clinical sites interested in receiving care through telepsychiatry

. Limited time in the clinical curriculum

2
3
4
5. Limited interest by faculty in developing expertise in pediatric telepsychiatry
6
7
8

. Insufficient start-up funding
9. Insufficient reimbursement for pediatric telepsychiatry services
10. Insufficient clinical space at our sites
11. Insufficient space at site where patients are at (originating site)

12. Insufficient infrastructure/equipment

13. Disparities in patients’ access to communication technologies (“the digital

divide”)
Impediments to didactic experience
1. ACGME does not require teaching of pediatric telepsychiatry
2. Limited faculty with time to design curriculum

3. Limited number of faculty with expertise in pediatric telepsychiatry

4. Insufficient funding for faculty time and other resources

5. Limited interest by faculty in developing expertise in pediatric telepsychiatry

6. Limited time for additional seminars in the curriculum

7. Graduates of our program are unlikely to be practicing pediatric telepsychia-

try

22.4(11) 53.1 (26) 30.7
24.5 (12) 429 (21) 18.4
20.4 (10) 53.1 (26) 327
24.5(12) 36.7 (18) 12.2
14.3 (7) 46.9 (23) 326
18.4 (9) 46.9 (23) 28.5
8.2 (4) 40.8 (20) 326
10.2 (5) 26.5 (13) 16.3
122 (6) 85.7 (42) 735
16.3 (8) 83.7 (41) 67.4
8.2 (4) 53.1(26) 44.8
20.4 (10) 6.1 (3) —143
63.3 (31) 28.6 (14) -347
32.7 (16) 163 (8) —164
57.1(28) 38.8 (19) -183
36.7 (18) 6.1 (3) -306
30.6 (15) 2.0(1) -286
32.7 (16) 12.2 (6) -20.5
40.8 (20) 18.4 (9) -224
57.1 (28) 24.5 (12) -326
14.3 (7) 10.2 (5) —-4.1
26.5 (13) 18.4 (9) -8.1
44.9 (22) 28.6 (14) -163
53.1 (26) 61.2 (30) 8.1
16.3 (8) 14.3 (7) -20
44.9 (22) 429 (21) -20
46.9 (23) 429 (21) -40
40.8 (20) 40.8 (20) 0.0
30.6 (15) 12.2 (6) - 184
28.6 (14) 26.5 (13) -2.1
8.2 (4) 4.12) —4.1

*Accreditation Council for Graduate Medical Education

Question 21 of the survey asked respondents to prior-
itize which regulatory waivers had been most helpful in
facilitating the implementation of telepsychiatry. Respond-
ents’ top 3 responses were waivers on restrictions on the
geographic and originating site (location of patient); reim-
bursement changes (expansion of billing codes, on-par
reimbursement); and waiver of restrictions on prescribing
controlled substances. Others noted changes including loss

of the facility fee, decreased no-show rate, introduction of
telepsychiatry to a wider range of services, and didactics
by teleconferencing. But as one respondent commented,
“We are still on pins and needles about when plans will
stop paying for telehealth with patients at home and for all
these waivers to revert.”
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Discussion

The COVID-19 pandemic catalyzed the rapid establish-
ment of telepsychiatry services nationwide, suggesting
that clinicians, patients, and systems can rapidly adapt
to innovations in telehealth [16—19]. The post-COVID
onset survey results indicate that nearly 100% of the child
and adolescent training programs responding integrated
telepsychiatry into their requirements, including in edu-
cation, training, and clinical care across sites and ser-
vices—inpatient, outpatient, collaborative care, and rural
community training sites. One program director stated that
telepsychiatry education “should be a competency.”

Given the apparent association between the reduction in
regulatory impediments and the increased clinical training
in pediatric telepsychiatry, reducing the regulatory burden
after COVID-19 while thoughtfully shifting to a noncrisis
regulatory environment may be important to maintain both
clinical training and patient access to remote care [20].
However, as Table 2 indicates, respondents endorsed mul-
tiple impediments to providing clinical training, including
limited faculty experience, insufficient start-up funding,
insufficient reimbursement for services, and inequities in
patient access to telehealth. These suggest the need for
ongoing faculty development, infrastructure investment,
advocacy for improved reimbursement, and addressing
technological inequities. One respondent commented,
“The digital divide will continue to be a problem until all
youth and families have equal access to telehealth.”

Efforts to reduce this digital divide might require
including space devoted to telehealth access in pub-
lic institutions such as schools and community centers
(although confidentiality is an important potential barrier);
advocacy and funding for expanding broadband to low-
income neighborhoods; federal (e.g., Federal Communica-
tion Communication) grants for expanding network con-
nectivity in underserved areas; payers distributing devices
directly to members; school support for telehealth activi-
ties from school-based hardware and software; digital lit-
eracy training; and telepsychiatry instructions in various
languages for patients and families.

Survey results are limited by the overall response rate of
36%, the higher response rates among academic programs,
and the potential for recall bias when responding to the
pre-COVID onset questions. The survey itself may have
been limited by threats to internal validity as a “home-
grown” survey. Survey timing, during the summer and in
the middle of COVID-19, may have confounded results.
Like all surveys, responses were subject to selection bias.
The survey results may not predict trends in pediatric tel-
epsychiatry training as the federal and state-specific regu-
latory flexibilities and public health emergencies end.

@ Springer

While the survey addressed the quantity of telepsychiatry
occurring in child psychiatry programs, the quality of the
clinical service being provided by pediatric telepsychiatry
across the country is not known. Assuring the confidenti-
ality, privacy, and safety when delivering care to patients’
homes; meeting the needs of the youngest and most chal-
lenging patients; and ensuring caretaker involvement in the
process are a few of the challenges. The field of child psy-
chiatry may need to establish metrics and reinforce quality
standards in pediatric telepsychiatry training and clinical
care. Such metrics and standards may make it more likely
for regulators and payers to maintain certain regulatory and
reimbursement flexibilities.

If the current high level of telepsychiatry training in child
psychiatry fellowships persists and most programs are com-
fortable with teaching “the basics,” ongoing educational
innovations and resource development may be needed. For
example, the literature currently lacks teaching resources for
working with patients with special considerations (children
with sensory deficits, developmental disorders, psychosis,
marked hyperactivity, or medical illness) and specific cul-
tural factors. Further teaching resources on conducting play
therapy and direct-to-consumer care are also needed.
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