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Abstract
The effectiveness of telepsychiatry video for clinical care is well established, and clinician and psychiatry resident interest in it is
growing—particularly in light of the COVID-19 impact. Still, few residency programs in the United States have core curricula,
rotations/electives available, and competencies, and many faculty have no experience. A survey was sent via national organization
listserves for residents, fellows, faculty, and program directors to complete. The survey queried demographics, clinical experience and
interest, and views/concerns, using Likert-like and yes/no questions. Descriptive statistics and other analyses compared the groups to
assess impact of clinical experience on interest and views/concerns. Respondents (N = 270) have limited clinical experience with
telepsychiatry (46% none), with trainees having less than others, and yet, most were very interested or interested in it (68%). Trainees
(N = 123) have concerns about being prepared for future practice. Clinical experience with video in the range of 6–20 h appears to
dramatically increase interest and reduce concerns, though less time has a positive effect. Respondents have concerns about connec-
tivity, medico-legal issues, and clinical effectiveness (e.g., diverse populations, psychosis, and emergencies) with telepsychiatry. More
research is needed to assess current clinical and curricular experience, interest, and concerns. Additional curricular interventions during
residency and fellowship training could build skills and confidence, if this is feasible, and the benefits outweigh the costs.
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Introduction

In its sixth decade, telepsychiatry (TP) or telebehavioral health
(TBH)—video—is effective for many types of treatments,
psychiatric disorders, and populations (Hilty et al. 2013;
Nelson and Sharp 2016; Gloff et al. 2015; Hubley et al.
2016). Initial concerns about TBH in terms about engagement,
disconnections, and other intangibles have subsided, and it
appears good enough in comparison to in-person care (Hilty
et al. 2013; Nelson and Sharp 2016; Hilty et al. 2002), in
collaboration with primary care (Myers et al. 2015; Hilty
et al. 2018c), and for diverse populations (Hilty et al. 2018a)
and patients in crisis (Freeman et al. 2020). Recent public
health events (i.e., COVID-19) are shifting TP to the forefront
of clinical care and training (Torous et al. 2020).

Interest in TBH by patients, students, and psychiatric resi-
dents and fellows has significantly increased from the 1990s
and 2000s (Glover et al. 2013; Hilty et al. 2020d), but tech-
nological experiences can be difficult, and early systems had
problems; this affected user experience, and some were hesi-
tant to share their concerns (Hilty et al. 2013; Myers et al.
2015). Residents across medicine have attributed inadequate
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experience with telemedicine, false beliefs of teachers, and
speculation about efficacy as the key limiting factors
(Glover et al. 2013; Mucic and Hilty 2018). Patients, clini-
cians, and others adopt technology on a continuum from slow
to fast based on motivation and other factors like generation/
age (i.e., digital natives versus immigrants) (Wang et al.
2013). Ironically, as new generations adapt smartphones, so-
cial media, and other technologies, they have more personal
technology experience than their teachers (Hilty et al. 2020d).

Additional telepsychiatric education has been suggested
due to the increasing important of technology in care, growing
resident interest, and surveys of programs that show that fewer
than half of respondents have an informal clinical experience,
and even fewer have a curriculum (Balon et al. 2015; Sunderji
et al. 2015; Crawford et al. 2016; Khan and Ramtekkar 2019;
Hoffman and Kane (2015). Similarly, there has been a call for
an evidence-based pediatric TP curricula for trainees and prac-
ticing child and adolescent psychiatrists (Khan and Ramtekkar
2019). Video TP competencies, methods for teaching them,
and a plan for evaluation have been put forward, framed in the
Accreditation Council for Graduate Medical Education
Milestone domains (Hilty et al. 2015, 2017, 2018b). This
was followed by social media (Zalpuri et al. 2018), TBH
(Maheu et al. 2018; Maheu et al. 2019), mobile health (Hilty
et al. 2019c, d, 2020a), and asynchronous (Hilty et al. 2020d)
competencies. A key issue though is whether our learners (i.e.,
residents and fellows) and those teaching them (i.e., clinicians
and faculty [Fac]) can keep up with the growing evidence base
of technology clinical interventions and outcomes.

This study aimed to assess:

1) How much clinical experience or exposure residents, fel-
lows, program directors, and Fac have had with TP,

2) Respondents’ views/concerns and interest in TP, and
3) If clinical experience affects interest and concerns, and if

there is a threshold of clinical experience helps to allay
concerns and increase interest in TP.

This may be a valuable pre-COVID snapshot—and could
be compared with post-COVID perspectives by investigators
with significant resources and a broader sample. We hypoth-
esized that parties’ interest in TBH and concernsmay be based
on clinical experience, and if it was limited, it may lead to
inaccurate views/concerns, which would be negatively corre-
lated with current interest and future practice with TP or TBH.

Methods

Subjects

The inclusion criteria were willingness to complete the survey
and being a psychiatric resident, fellow, clinical Fac, or

program director. The link to Survey Monkey was sent by e-
mail to academic psychiatric organization listserves (e.g.,
American Association for Directors of Psychiatry Residency
Programs and Association for Academic Psychiatry) with a
request to forward it to residents (Rs), fellows (Fs), Fac, and
program directors (PDs). Reminder emails were sent at 3- and
6-month follow-up. There were no exclusion criteria. There
were no incentives or marketing materials.

Information and Survey

The survey queried demographics, clinical experience and
interest, and views/concerns about TP. The TP interest and
clinical were rated with 5-item Likert like questions (Likert
1932) (e.g., for experience, options were no(ne), 1, 2–5, 6–20,
and 20+ h). Views/concerns of TP were asked about with 47
yes/no or true/false questions. The inquiry was in English,
took 10–15min to complete, and was anonymous. The survey
used the word TP instead of TBH due to professional scope
terminology. Surveys were iteratively developed, piloted, and
revised before use. General information included professional
demographic information including position in training (i.e.,
R or F but not year of training) or role in the department (i.e.,
program or fellowship director or Fac) but not sex, race, eth-
nicity, or age; specialty and subspecialty, if any; and geo-
graphic practice setting.

The 47 questions about views/concerns were put in the
negative to flush out concerns, andmanywere used or adapted
from patient and clinician questionnaires: Working Alliance
Inventory-Short Form (Horvath and Greenberg 1989);
Session Evaluation Questionnaire (Stiles et al. 1994;
Distance Communication Comfort Scale (Schneider 1999);
Videoconferencing Telepresence Scale (Robillard and
Bouchard 2004); and Telemedicine Sat is fact ion
Questionnaire (Yip et al. 2003). These questionnaires focus
on goals of services (i.e., evaluation), the interpersonal contact
(e.g., subjective impression, degree of comfort, level of en-
gagement) and tasks achieved (e.g., satisfaction, comparison
to in-person visits). Internal and external consistency evalua-
tion of the survey was not conducted.

The content of the questions were assorted, but
subgrouping was done based on TP themes (Appendix
Table 3): clinical care effectiveness/ineffectiveness (general
impressions, engagement, satisfaction, 9 questions); specific
patients/populations (age, culture, disorders or treatments, 9);
communication (successes, limitations, 9); system/service is-
sues, 6; cost/reimbursement, 4; legal, 4; education/training
(clinical with TP, 3); and technical, 3. Reframed into GME
competencies, the composite would have been: patient care, 8
questions; systems-based practice, 8; professionalism, 2; com-
munication, 7; practice-based learning, 6; knowledge, 11; and
miscellaneous (i.e., impressions rather than competency-spe-
cific, 5).
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Data, statistical analysis and comparisons. Data received
by the research team was kept in a password protected file.
Before completing analyses, questionnaires were examined
for completion; for any missing items, the participant’s re-
sponses on similar questions from the same category of the
questionnaire were substituted (Yip et al. 2003). Descriptive
statistics (e.g., averages and percentages) and proportion of
responses (e.g., for cohorts or groups) were calculated for each
question. Between and intragroup comparisons (e.g., clinical
experience for Rs/Fs versus PDs/Fac) were made when pos-
sible (e.g., a Pearson chi-square analysis). Linear regression
analysis, including multivariate regression analysis, was per-
formed with participants’ clinical experience as primary and
interest as secondary factors and then another analysis was
conducted in reverse order. For all analyses, a significance
level .05 corresponding to a confidence interval of 95% was
used to determine statistical significance.

Institutional Review Board (IRB)

An IRB exemption was granted in 2017, as this was an anon-
ymous survey.

Results

All Respondent Data (N = 270)

Subjects totaled 270, with 76 Rs, 47 Fs, 57 PDs, and 90
Fac. Most Rs/Fs responders were from general psychiatry
(54%), child and adolescent (33%), and other fellowships
(13%; forensic, geriatric, psychosomatic, and substance).
The geographic distribution of responders was urban
(76%), rural (5%), and both (19%). Rs/Fs reported practic-
ing in urban setting (81%) where academic programs are
usually located.

Respondents’ clinical experience varied with TBH, from
none (46%), 1 h (11%), 2–5 h (13%)—69% had less than
5 h (Fig. 1a) versus 79% of Rs/Fs (Fig. 1b). In terms of their
interest in TBH, overall, 68% of respondents were interested
or very interested (34% each) (Fig. 2a); Rs/Fs had less interest,
with 58% interested or very interested (21% and 37%, respec-
tively) (Fig. 2b).

For all Rs/Fs and PDs/Fac, the 10 most common concerns
about TP are (Table 1) that one cannot perform a physical
exam (54% overall; 67% Rs/Fs); poor Internet connection is
a roadblock to implementing TP (52% overall, 57% Rs/Fs);
liability risks involved with TP are unknown (47% overall,
52% Rs/Fs); and certain cultures will be less accepting (39%
overall, 52% Rs/Fs). Concerns about privacy, effectiveness,
managing emergencies, paranoid patients, and disruptive be-
havior were rated 25–33%, overall, with Rs/Fs having more
concerns about emergencies and paranoid patients.

Interestingly, 41% of Rs thought residency is insufficient to
become competent in TP. Overall, those in the not interested
group had less clinical experience and many more concerns.

Regression analyses suggest that clinical experience and
interest are both negatively associated with concerns, with
the former having approximately triple impact. Clinical expe-
rience also significantly impacted interest. When interest was
run as the primary, it was not predictive of clinical experience
but predicted intensity but concerns particularly in the unde-
cided, uninterested, and very uninterested groups.

Impact of Clinical Experience on Interest

Most had little experience of TP (82%), as in none (66%)
or only one encounter (16%) They reported being very
interested (25%), interested (33%), undecided (25%),
uninterested (10%), and very uninterested (5%). A
subanalysis showed that compared to those with no clinical
experience, one encounter significantly shifted those inter-
ested for very interested from 58% to 74%, increasing the
very interested group from 23% to 42%; this implies a
group moved from undecided to interested and others
moved from interested to very interested.

Impact of Clinical Experience on Views

Those with 0–5 h of clinical experience (67%) had many
concerns, which were statistically higher than the 6–20 h
group (Table 2). The percentages for 0–5 and 6–20 h, respec-
tively, are one cannot perform a physical exam (59–42%);
liability risks (54–28%); poor Internet as a road block (54–
36%); certain cultures are less accepting (42–31%); and non-
verbal cues are missed with TP (41–24%). Perceptions that
residency is insufficient and TP as ineffective compared to in-
person also decreased.

Impact of Interest on Views

There were many respondents interested or very interested in
TP (66%) regardless of clinical experience: 0–1 (42%), 1–5
(11%), 6–20 (10%), or 20+ (27%) h. Respondents with high
interest (40%) had concerns about inability to perform a phys-
ical exam (55%), poor Internet connection (54%), liability risk
(43%), certain cultures are less accepting (40%), and nonver-
bal cues being missed (30%).

Respondents undecided in their interest—56% without any
exposure and 23% with 1–5 h—had concerns about inability
to perform a physical examination (60%), liability risks
(54%), poor Internet connection (50%), privacy as an issue
(50%), and that effectiveness as in-person psychiatry (44%).
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Rs/Fs Data (N = 123)

Overview

Rs/Fs were numerically, but not statistically, less interested in
TP than all participants or PDs/Fac, specifically. Respondents
typically practice in an urban setting (81%), have clinical ex-
perience with TP (54%), and have significant interest (66%;
interested or very interested). Rs/Fs clinical experience with

TP ranged from none (46%), 1–5 h (23%), 6–20 h (14%), to
20+ h (17%); not significantly different from all respondents
or PDs/Fac.

Impact of Clinical Experience on Interest and Views/Concerns

Of the group with 0–5 h of clinical experience, 66% were
noted to be interested or very interested in TP, 24% were
undecided, and only 8% were uninterested or very

All respondents, A.

Residents/fellows, B.

Fig. 1 Clincial exposure or experience to telepsychiatry for all participants versus residents/fellows
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uninterested. As clinical experience increased, those very
interested or interested increased: none (58%); 1–5 h

(61%); 6–20 h (78%); and 20+ h (83%)—the shift from
1–5 to 6–20 h was substantial.

The concerns for all groups were the inability to per-
form a physical exam (54%), unknown liability related to
TP (59%), poor Internet connection, TP residency training
being insufficient, and certain cultures being less
accepting of TP (37%). Compared to those with no clin-
ical experience, those with one encounter had less concern
about liability (59–36%) but did not change in regard to
other parameters. Those with more clinical experience
(i.e., 6+ h) had similar concerns to those with 0–5 h of
TP that poor Internet connection is a road block to good
care and that one cannot perform a physical exam. The
6+ h group had statistically less concerns that nonverbal
cues are missed (23%) and that paranoid patient do not
like TP (19%).

Impact of Interest on Views/Concerns

Those with high interest in TP had variable clinical expe-
rience with TP—from no encounters (40%), one-time en-
counter (13%), 2–5 h (11%), 6–20 h (10%), and 20+ h
(27%)—and their concerns did not statistically differ from
all Rs or all respondents. Of those uninterested or very
uninterested—approximately 80% had no clinical
experience—concerns that were statistically significant
versus all Rs/Fs were loss of nonverbal cues (67%), inef-
fectiveness (50%), poor Internet connection (50%), and TP
as ineffective (50%). Those undecided, uninterested, and
very uninterested did not vary from the other groups in
clinical experience or types of concerns but had higher
percentages of concerns.

All respondents, A.

Residents/fellows, B.

Fig. 2 interest of all respondents versus residents/fellows in
telepsychiatry

Table 1 Top 10 concerns about telepsychiatry: a comparison of all respondents versus residents/fellows and program directors/faculty

# Item/concern ALL
N=270

Rs/Fs
N=123

PDs/Fac N=147

1 One cannot perform a physical exam. 54.47% 63.64%* 47.06%

2 Poor internet connection is a roadblock to implementing TP. 51.63% 54.55% 49.26%

3 Liability risks involved with TP are unknown. 46.75% 50.91% 43.38%

4 Certain cultures will be less accepting. 39.62% 46.36%* 33.09%

5 Nonverbal cues will be missed. 35.77% 44.55%* 28.68%

6 Privacy is an issue. 32.52% 35.25% 30.15%

7 TP is not as effective as to in-person psychiatry. 32.11% 37.27% 27.94%

8 One cannot manage emergencies related to safety with TP. 29.67% 49.09%* 22.06%

9 Residency is insufficient for one to become competent in TP. 29.67% 40.91%* 20.59%

10 Paranoid patients do not like TP. 26.42% 42.67%* 13.24%

Abbreviations: Fac, faculty; F, fellow; PD, program director; R, resident; TP, telepsychiatry

*Significant with p < .05 in comparing Rs/Fs versus PDs/Fac
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PDs/Fac Data (N = 147)

Overview

PDs/Fac had no (39%), 1–5 (23%), 6–20 (8%), or 20+ h
(30%) of clinical experience with TP.

Impact of Clinical Experience on Concerns

Of the 90 respondents with 0–5 h of clinical experience with
TP, 57% of these responders reported they are interested or
very interested in TP, while 25% were undecided and 16%
uninterested or very uninterested. Their concerns did not vary
compared to those of all respondents or to Rs/Fs, other than
signified specifically in Table 1. Of note, other concerns were
about primary care provider follow-up on consultations
(29%), poor reimbursement (26%), and management of dis-
ruptive behaviors (23%).

While clinical experiencemore dramatically decreased spe-
cific concerns, a closer analysis of moving from 0 to 1 to 2–5
to 6–20 h in this group, respectively, showed trends: ability to
perform a physical exam (69% to 12% to 24% to 29%) and
Internet connectivity (51% to 15% to 28% to 36%). This sug-
gests two things: All respondent data are skewed by those with
0 h, and there is a learning curve for concerns and skills to
mature, with broader perspective and accuracy (Downey and
King 1998).

Impact of Interest on Concerns

A high percentage (79%) PDs/Fac were noted to be interested
to very interested in TP. Their clinical experience varied: 30%
none, 10% a one-time encounter, 13% up to 5 h, 9% from 6 to

20 h, and 38% with more than 20 h of TP. The undecided
group varied in clinical experience—53% had no clinical
experience—and their concerns did not differ from other
groups.

Discussion

There are several preliminary findings of this survey about
clinical experience with interest in and concerns about TP or
TBH. First, respondents had limited clinical experience with
TP, probably due to time, competing interests, and number of
available TP options; Rs/Fs have even less experience.
Second, respondents’ interest in TP is high—consistent with
other surveys (Gloff et al. 2015; Sunderji et al. 2015), though
it was very surprising that Rs/Fs have less interest than PDs/
Fac, particularly in light of technology adoption data and as-
sumptions (Wang et al. 2013). Clinical experience is not the
same as person experience with technology, of course, in
terms of skills (Hilty et al. 2018b). While it is premature to
conclude that a lack of clinical exposure negatively impacts
trainee interest in a causal fashion, interest appears to increase
with exposure. This is important in another way, too, as a third
finding is that physicians or clinicians who are undecided,
uninterested, and very uninterested have higher percentages
of concerns. Indeed, during a required rotation, Rs had many
valuable tele-experiences: establishing rapport and engaging
with patients; working collaboratively with a team; identifying
different approaches to use; and becoming aware of how to
handle complex cases (Teshima et al. 2016). This enhanced
both interest in participating in TP in the future and under-
standing of providing psychiatric services to underserved
communities.

Table 2 A comparison of concerns about telepsychiatry between psychiatrists with 0–5 h of experience versus those with multiple encounters (i.e., 6–
20+ h)

Item/concern 0- to 5-h experience
N=123a

6- to 20-h experience
N=58a

One cannot perform a physical exam with TP. 59.13%* 41.95%

The liability risks involved in TP are unknown. 54.04%* 28.77%*

Poor Internet connection is a roadblock to TP. 53.71% 36.16%*

Certain cultures will be less accepting. 42.20%* 31.31%*

Nonverbal cues are missed with TP. 41.04%* 23.59%*

Residency training is insufficient for one to become competent with TP. 38.99% 19.54%*

Privacy is an issue. 36.99% 19.90%*

TP is not as effective as face-to-face psychiatry. 36.42% 21.92%*

One cannot manage emergencies related to safety with TP. 33.53% 20.05%*

Clinicians find TP to be too impersonal. 29.48% 13.64%

Abbreviation: TP, telepsychiatry
* Significant with p < .05 in comparing no to significant experience (i.e., multiple encounters)
a Overall N = 270; this is a comparison of two subgroups only
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Rs/Fs and PDs/Fac have concerns about effectiveness of
clinical care. These include an inability to perform a physical
examination, loss of nonverbal cues, managing emergencies,
dealing with patients’ paranoia, connectivity, and medico-
legal issues (e.g., liability). There is no “gold standard” for
to compare to these respondents’ concerns; they may or may
not be well-founded. The effectiveness of TP for assessing
patients (Hilty et al. 2013; Nelson and Sharp 2016; Gloff
et al. 2015; Hubley et al. 2016) and establishing a therapeutic
relationship (Hilty et al. 2020c) runs counter to many of these
concerns; yet, the TP evidence base needs improvement relat-
ed to (1) dealing with emergencies (Freeman et al. 2020); (2)
doing inpatient and acute care (Hilty et al. 2013); and (3)
working with culturally diverse populations (Hilty et al.
2018a). A conceptual framework has been suggested for cul-
tural and video competencies (Hilty et al. 2020b), along with
administrative approaches to reduce barriers, implement suc-
cessfully, and evaluate outcomes (Hilty et al. 2018a, 2020b;
Guerra and Kurtz 2017). TP studies related to the treatment of
patients with psychosis and delusional frameworks are limit-
ed, but few experienced clinicians have concerns; initial as-
sumption that such patients may feel monitored have not been
found to be true (Hilty et al. 2013).

Where do clinical care and training go from here? The
external mandate to “flatten the curve” of COVID-19 spread-
ing will “accelerate and bend the curve” of digital health care
(Torous et al. 2020)—so Fac and trainees are getting more
experience. A survey of psychology training programs
(Hames et al. 2020) found that some were implementing,
planned to implement, or were considering implementing
telepsychology services—with trainees and Fac supervisors
in the clinics, at home or a combination of both; some aca-
demic centers already had TP rotations in place, usually elec-
tives, to build upon (Hilty et al. 2019b). A follow-up survey
could capture the impact of clinical service changes and this
increase in experience; yet, it is unclear if curricula have been
significantly changed for rotations (e.g., teaching and super-
vision on TP) due to the rapid series of events of this difficult
time. PDs/Fac cannot depend on trainees’ interest and other
positive attitudes alone to develop requisite skills, as they are
not a substitute for supervised clinical experience to develop
knowledge and skill (Pratt 1998). At a minimum, Fac and
trainees who were uncertain about TP gain experience, and
they may embrace TP, or they find that they do not like this
technology. It is important that they make a more informed
decision about this and that Fac help them with the chaos of
the pandemic.

PDs/Fac, department chairs, and health system leaders
have key decisions to make now and over the next year of
the COVID-19 pandemic: (1) services: what % of TP or TBH
to shoot for, depending on patient expectations/needs; (2) cur-
ricula: return to the past one, largely, with informal changes
versus capitalizing to integrate TP or TBH into it; and (3) Fac/

professional development: returning to past activities or sim-
ilarly capitalizing to integrate technology. PDs have been
more inclined to design electives rather than required rotations
due to competing demands and resources, though
interinstitution pooling of resources may help (i.e., curricula,
Fac teachers/supervisors, and evaluation processes).
Institutional competencies for TP have been suggested for
intervening at the Fac, hospital/clinic system, and academic
health center level, by consolidating clinical, training, and Fac
development missions around competencies (Hilty et al.
2020d; Armstrong et al. 2004; Hilty et al. 2019a, b). Six steps
to implement new technologies have been suggested: (1) as-
sess readiness; (2) create/hardwire the culture; (3) write poli-
cies and procedures; (4) establish the curriculum and compe-
tencies; (5) train learners and Fac; and (6) evaluate/manage
change (Hilty et al. 2019b). Two tiers of options for each were
provided. For example, to assess readiness, leaders focus on
clinical service technology platforms for video, e-mail, and
other common technologies and evaluate the workflow and
training changes based on the structure/function of groups of
their organization. More time and resources, if available,
would be needed to tackle the workflow and training changes
pertaining to advanced technologies (e.g., mobile health apps,
devices, and wearable sensors).

Training program and student directors would select, de-
velop, and adapt regular competencies to include technologi-
cally based components at a minimum, and a multiyear cur-
riculumwould be better, using a mixture of methods including
clinical care, seminar, supervision, research/quality improve-
ment projects, case-based learning core rotations, and
advanced-year electives/requirements. This work may be
aided by identifying a vice-chair of education (or clinical ser-
vices) or other mid- or advanced-career Fac member to pro-
mote technology and liaison with national psychiatric organi-
zations. Core curricular (i.e., didactic and clinical) interven-
tions appear indicated early in training so that tangible clinical
experiences may improve Rs/Fs’ confidence that education/
training will be adequate in preparation for future practice.
While interest may predict concerns to a degree, and attitude
(e.g., interest) is important, it is not a substitute for knowledge
or skill (Pratt 1998; Hilty et al. 2015). Training is an opportu-
nity to address Rs and Fac concerns (Hilty et al. 2015; Hames
et al. 2020).

Limitations to this report are many. The most important
limitation is the concern that the sample size may not be large
enough or the sample may not be adequately representative
for the results to be reliable. First, there is a potential selection
bias (i.e., respondents may have interest in TP). The final
sample is small, compared to the total number of psychiatry
trainees nationally (i.e., approximately 225 residency pro-
grams with 6,700 Rs and 1,200 Fs/year; 51+% of Rs are fe-
male with 7% unreported) (American Psychiatric Association
2019) or internationally. Time, high volume email—
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particularly on the listserves—and other responsibilities were
constraints, and there were no incentives to offer. Second, a
yes/no survey not as discerning as a Likert-like design and its
reliability/validity was not studied. The questions were in the
negative to flush out concerns; as in our experience, psychia-
trists and Rs do not like to complain or share their concerns. A
balance of positive, neutral, and negative is overall better,
though. Third, the study did not inquire about the year of
residency—this is key since perspectives may change over
time; on the other hand, with so few programs doing any cur-
riculum, it may not have changed results. Fourth, the survey
did not technically define experience or exposure, so it could
have been interpreted as clinical or didactic. Fifth, respondents’
self-identified information was not confirmed in terms of how
they defined or rated their clinical experience. The ratings were
not temporally proximate to the experience, either; the survey
attempted to explore ranges of experience rather than specific
quantitative data. Sixth, statistically significant correlations do
not indicate causation. Seventh, more specific demographic
and training data would be helpful (e.g., year of training and
year when exposed to TP). Finally, there is no “gold standard”
for norms to compare the respondents’ data to (i.e., normal
anxiety about disconnections).

Despite the limitations, the current study provides valuable
pre-COVID-19 snapshot on TP or TBH experience, interest,
and attitudes that may serve as a foundation for further re-
search and training.

Conclusions

Overall, the effectiveness of TP or TBH is substantial, and
interest in it from Rs/Fs is growing, despite limited train-
ing opportunities. If they have more supervised experi-
ences, their skills will help to improve access, timeliness,
and quality of care. Training, experience, and supervision
will also reduce concerns and improve confidence.
Institutional competencies for TP are a systematic way
to proceed, and sharing resources across health systems
may be helpful. Competency implementation and research
are needed to determine how exposure is linked with
changes in skills, knowledge, and attitudes. Residency
and fellowship training appears to be an ideal time for a
TP curriculum, if it is feasible, and the benefit outweighs
the cost.

Appendix

Table 3 Telepsychiatry questionnaire

Clinical

General

1. One cannot do individual therapy with telepsychiatry.

2. Adequate follow-up services cannot be provided with telepsychiatry.

3. There are more adverse outcomes with telepsychiatry than face-to-face psychiatry.

4. One cannot see more than 1 person at a time using telepsychiatry.

5. Patients do not like telepsychiatry.

Not effective

6. Telepsychiatry is not as effective as face-to-face psychiatry.

7. There is lack of evidence for the efficacy of telepsychiatry.

8. One cannot use hands-on tools to assess functioning or to provide therapy with telepsychiatry.

9. One cannot establish therapeutic alliance with telepsychiatry.

10. One cannot perform a physical exam with telepsychiatry.

Specific patients/populations

11. One cannot manage emergencies related to safety with telepsychiatry.

12. One cannot do family/group therapy with telepsychiatry.

13. One cannot use telepsychiatry to treat certain mental illnesses.

14. Setting professional boundaries is a problem with telepsychiatry.

15. Paranoid patients do not like telepsychiatry.

16. People with physical or mental disabilities cannot use telepsychiatry.

17. Disruptive behavior cannot be managed with telepsychiatry.

18. Certain cultures will be less accepting of telepsychiatry.
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