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Abstract

Background: Because of the widening access gap between need for individual and pediatric psychology services and child
specialist availability, secure videoconferencing options are more needed than ever to address access challenges across
underserved settings.

Methods: The authors summarize real-time videoconferencing evidence to date across individual therapy with children and
pediatric psychology interventions using videoconferencing. The authors summarize emerging guidelines that inform best
practices for individual child therapy over videoconferencing.

Results: The authors present three case examples to illustrate best practices. The first behavioral pediatrics case summarizes
evidence-based approaches in treating a rural young adolescent with attention-deficit/hyperactivity disorder (ADHD), op-
positional defiant disorder (ODD), and hearing impairment. The second pediatric psychology case describes similarities and
difference between on-site and videoconferencing services in treating a rural child with toileting concerns. The third
adolescent case describes treatment of an urban honors student with depression.

Conclusions: Videoconferencing is an effective approach to improving access to individual and pediatric psychology
interventions for children and adolescents. Videoconferencing approaches are well accepted by families and show promise

for disseminating evidence-based treatments to underserved communities.

Introduction

PPROXIMATELY 20% OF UNITED STATES CHILDREN and ado-
lescents, ages 9-17, have diagnosable psychiatric disorders
(Centers for Disease Control and Prevention 2013). In addition,
~31% of children and adolescents are affected by chronic conditions
(Newacheck and Taylor 1992). Fortunately, there are a growing
number of evidence-based psychotherapy approaches to support
children, adolescents, and their families in coping with the range of
psychiatric presentations (Weisz and Kazdin 2010), as well as pe-
diatric psychology approaches for supporting those with acute and
chronic medical conditions and their families (Roberts et al. 2014).
However, the supply of therapists trained in the latest clinical
advances is very small, with demand far outpacing supply (Hyde
2013). The vast majority of children and adolescents with behavioral
health concerns do not receive any therapy, let alone evidence-based
treatments delivered by behavioral health specialists (Merikangas
et al. 2011). The rationale for telemental health is to bridge the gap
between supply and demand, particularly in rural and other under-
served communities that face declining economies, poor access to
mental health insurance, and limited transportation options (Smalley
et al. 2012; Comer and Barlow 2014). Telemental health helps in-

crease regular attendance at individual therapy sessions by dimin-
ishing the financial and temporal barriers of travel and time from
work, as well as offering access to a therapist outside of the com-
munity via health clinics and schools, which may be less stigmatizing
than traditional mental health settings. The authors first summarize
the limited pediatric research to date related to individual therapy and
pediatric psychology interventions using videoconferencing (see also
Slone et al. 2012). Underscoring ethical considerations, the authors
then present three telemental health cases.

Summary of Evidence

Studies were included if they: 1) Consisted of videoconferencing
applications across the pediatric age range, 2) included individual
psychotherapy and/or a pediatric psychology intervention, and 3)
included videoconferencing as the method of intervention. Studies
were excluded if they: 1) Were conducted using telephone or mobile
interactions without video, 2) used web-based or e-health interven-
tions as a primary method for service delivery (i.e., predominantly
asynchronous web-delivered content), and/or 3) focused solely on
education/training or population description. These criteria were
established in a previous review (Van Allen et al. 2011).
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CHILD THERAPIES OVER VIDEOCONFERENCING

In Table 1, the authors summarize the handful of studies that
have addressed individual child therapies using videoconferencing
(Glueckauf et al. 2002; Nelson et al. 2006; Bensink et al 2008;
Clawson et al. 2008; Fox et al. 2008; Morgan et al. 2008; Shaikh
et al. 2008; Wilkinson et al. 2008; Witmans et al. 2008; Mulgrew
et al. 2011; Storch et al. 2011; Himle et al. 2012; Nelson et al.
2012b; Reese et al. 2012; Banitt et al. 2013; Davis et al. 2013;
Freeman et al. 2013; Heitzman—Powell et al. 2014; Hommel et al.
2013; Lipana et al. 2013; Xie et al. 2013; Comer et al. 2014; Tse
et al. 2015). Most studies are interventions for attention-deficit/
hyperactivity disorder (ADHD), but also include a variety of single
study examples. Interventions approaches varied from focus on the
youth or the parent and ranged from feasibility trials to pre-post
designs, and a handful of randomized controlled trials. Consistent
with the more robust adult individual therapy literature, findings
were overall positive related to feasibility, satisfaction, and out-
come (Gros et al. 2013; Hilty et al. 2013).

The authors also summarize pediatric psychology interventions
using videoconferencing in Table 1. Studies spanned a wide range
of chronic and acute childhood illnesses and used multiple pediatric
psychology interventions, such as cognitive-behavioral strategies
to promote coping and strategies to enhance treatment adherence.
As with individual therapies, findings were overall positive for
feasibility, satisfaction, and outcome, although definitive state-
ments are difficult in light of limited number of studies, small
sample sizes, and limited replication.

Best Practices Using Videoconferencing

Most individual therapy and pediatric psychology interventions
using videoconferencing aim to approximate the same high quality
services as those offered in the face-to-face setting. However,
ethical considerations are magnified in the telemedicine setting
because of its focus on reaching underserved and vulnerable pop-
ulations. Therefore, just as in on-site clinical settings, therapists
must look toward their professional ethics codes for guidance, and
the core ethical concern fo protect the client remains paramount
(Nelson et al. 2012a). Guidelines are emerging to inform ‘‘rea-
sonable steps” for videoconferencing-based practice across clini-
cal, administrative, and technical considerations. These includes
guidelines from the American Psychological Association (2013),
the American Telemedicine Association (Grady et al. 2011), Na-
tional Association of Social Workers and Association of Social
Work Boards (2005), the National Board for Certified Counselors
(2012), and the Ohio Psychological Association Communications
and Technology Committee (2009), among others.

Therapists are encouraged to seek ongoing training and men-
torship to develop and maintain telemental health competencies,
with careful consideration of clinical, technical, community en-
gagement, and cultural competencies (Ohio Psychological Asso-
ciation 2012). To better illustrate best practices, the authors have
incorporated ethical approaches within the three case studies dis-
cussed. In these instances, the therapists are PhD-level psycholo-
gists with extensive training in evidence-based individual therapy
and pediatric psychology approaches.

Case Example 1: Rural Clinic Example

The authors first present a behavioral pediatrics case that illus-
trates key similarities and differences between face-to-face and
videoconferencing practice. The case example includes: Presenta-
tion, Technology and Setting, Initial Session, Abbreviated History
and Case Formulation, Assessment, Treatment, and Outcome.
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Presentation

“Emily”” was a 14-year-old female referred to the therapist by
her rural primary care provider and telepsychiatrist. She presented
to the rural clinic with her relative/guardian ‘‘Kathy”’ with whom
she had lived since she was 3 years of age. Presenting concerns
included: Attention problems, argumentative behaviors at home
and at school, and decline in school performance. In addition to
having had a hearing impairment since birth, Emily had been di-
agnosed with ADHD and oppositional defiant disorder (ODD) by
her telepsychiatrist.

The family was given options for individual therapy: To see a
local therapist, although there were no child-trained psychologists
within their region; to see the specialist in person at the academic
health center; or to use videoconferencing. The telemental health
option was appealing because of convenience, and decreased family
costs related to travel. The availability of services at the hospital
through telemental health was particularly appealing as it was rela-
tively free of the stigma or concern of being identified by other
community members as visiting the ““mental health center.”

The telemedicine nurse coordinator is the site champion at the rural
hospital. As such, she is competent in the telemedicine technology, the
administrative expectations around confidentiality, and child behav-
ioral health. She had completed training around both the telemedicine
and the mental health components of the clinic (American Tele-
medicine Association 2013). Before the appointment, she explained
to Emily and her family what to expect in the telemental health visit
and helped the family complete the paperwork, including consent to
treatment, registration form, insurance information, Health Informa-
tion Portability and Accountability Act (HIPAA)-related Notice of
Privacy, history intake form, and the behavioral questionnaires. Al-
though the coordinator does not stay in the therapy room during the
session, she is available to assist the family throughout the telemental
health encounter, particularly in the event that there are any technical
difficulties or emergent clinical concerns such as suicidal intent. She
also helps with room management, including directing nonpartici-
pating family members to the waiting room.

Technology and setting

Emily was seen over secure videoconferencing, connecting the
child psychologist at the academic health center with the hospital
clinic in a small frontier community. Coordination across client/
family, rural site, and provider schedules across time zones was
accomplished through the telemedicine office’s scheduler. In this
setting, standards-based videoconferencing systems were utilized
on both sides using H.323 protocols. The hub/provider site utilized
a large room-based videoconferencing system using high speed
fiber connections, and the spoke/rural site utilized a room-based
videoconferencing system over cable modem, with connection
speed limited by this lower bandwidth. Although technical diffi-
culties were minor and solved by rebooting the system, the provider
and the rural sites benefited from having a readily accessible,
consumer-focused technician to support sessions.

The videoconferencing ability to zoom in on the therapist’s face
had a unique advantage to assist Emily’s lip reading. Likewise, the
therapist could zoom in on the patient to understand her speech and
note motor functioning and affect. The quiet, private clinic space was
large enough to accommodate both Emily and family members. A fax
machine was close to the therapy room in order to exchange ques-
tionnaires, handouts, and therapy activities. The camera was placed
strategically to see Emily seated at a small table in the room, and the
lighting allowed the therapist to easily observe facial expressions.



214

Initial session

Following well-established protocols tailored to each local site,
the therapist socialized Emily and her guardian to the videocon-
ferencing system, noting that it might take time to acclimate to
the technology and ‘“‘not talk over each other.”” She informed the
family that no one else could access the videoconferencing en-
counter and that the session was not being recorded. With the
help of the site coordinator, the therapist explained how the com-
ponents of the technology worked. The therapist reviewed in-
formed consent components (i.e., confidentiality and its limits
regarding safety and abuse), risks and limitations associated with
videoconferencing services, documentation procedures, and patient
responsibilities regarding attendance and payment. As established
ahead of time, the telephone was used as a backup in the rare event
that the videoconferencing did not connect. Attention was given to
rapport building, including discussions of Emily’s favorite music
groups and activities with her friends.

Abbreviated history

Kathy reported that other than having a hearing impairment and
speech delays, Emily had been a ‘“‘really healthy kid” throughout
pregnancy, birth/delivery, and development. At age 9, Emily had
received Cochlear implants. She had been receiving ongoing speech
therapy at school through her Individualized Education Plan (IEP).
Kathy described that off of medicines, Emily exhibited several
ADHD symptoms, including difficulty sitting still, fidgeting, im-
pulsiveness, forgetfulness, and disorganization. She has forgotten to
turn in homework, resulting in receiving grades of mostly Ds and Fs
in the current school year. In addition, Emily argued at home and at
school. Emily readily answered questions over the videoconferenc-
ing system and described herself as happy overall despite having few
friends, reported no safety concerns, but acknowledged often ““losing
her temper”” when she didn’t get her way.

Assessment and case formulation

Emily scored in the clinical range on the Vanderbilt Parent and
Teacher Assessment Scales for ADHD and for ODD behaviors
(Jellinek et al. 2002), which was also consistent with guardian and
school report.

Treatment

Treatment followed best practices in ADHD and ODD man-
agement (Pelham and Fabiano 2008), including therapy time spent
together with child and guardian, as well as time spent individually
with the child and with the guardian, all with the focus on Emily’s
behaviors. The focus of the therapy was the individual child
(Emily), with the family as a team in this process. Emily initially
attempted to whisper answers to her guardian, rather than an-
swering directly. Reinforcement was modeled within the therapy
session, praising Emily for answering for herself and shaping this
behavior over time. As in face-to-face settings, individual time with
Emily focused on anger management strategies and social skills
training. She was very engaged in role playing scenarios over
videoconferencing, particularly practicing steps on how to make
friends and how to think through ‘‘walking away when she’s mad.”
Emily responded especially well to reinforcing nonargumentative
behaviors in session. All cognitive-behavioral strategies were able
to be implemented using videoconferencing, with an emphasis on
homework and applying skills at home. The therapist assisted with
parent—child communication strategies and setting clear con-
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tingencies in the household, with videoconferencing lending itself
to coaching the guardian to engage in strategies rather than com-
pleting tasks for the parent. In addition, the therapist worked closely
with Emily’s primary care provider and telepsychiatrist to support
adherence to her psychostimulant regimen.

Outcome

Emily was seen for four sessions over the spring school semester
and summer. Her guardian’s ratings on the Vanderbilt Rating
Scales have improved and both Emily and her guardian report
decreased family conflict around arguing. The teacher’s rating
scales will be repeated as the next school year progresses. In ad-
dition, we will work with school personnel to use videoconfer-
encing to connect the therapist to the IEP meeting for the next year
in order to work together to monitor behavioral symptoms and their
associated impact on Emily’s academic functioning.

Case Example 2: Pediatric Psychology Example

Following the same format as the previous case example, the
authors present a case illustrating an evidence-based toileting in-
tervention. The authors again focus on similarities and differences
between face-to-face and videoconferencing practice.

Presentation

“Ken” is a 9-year-old boy referred to the therapist by his school
nurse. He presented to the clinic in the company of his grandmother/
guardian, “Charlene,” and father, “Derek.” In addition, the family
invited the school nurse and Ken’s teacher to attend the first ap-
pointment. The presenting concerns were daily accidents for both
urine and stool while at home and at school. Ken had been previously
evaluated by a pediatric gastroenterologist, who diagnosed him with
functional constipation and started on him on medications (17 g
polyethylene glycol 3350 daily, stimulant laxative as needed).
However, this physician practiced at an academic medical center that
was over a 5 hour drive from the family’s home town, preventing the
family from continuing treatment with this provider. At the time of
the first telemedicine appointment, it had been ~7 months since
Ken’s visit to the pediatric gastroenterologist. Although he was
continuing to follow his medication regimen, he was still having
daily soiling accidents. Also, Ken needed an increasingly larger dose
of the stimulant laxative to pass a stool in the toilet, suggesting
possible overuse of this medication.

Technology and setting

Ken was seen using secure videoconferencing connecting the
child psychologist at the academic health center/hub site with the
rural school/spoke site. Computer-based videoconferencing was
utilized by both the provider and the client sites, with the provider
site utilizing high-speed fiber connections and the school site uti-
lizing digital subscriber line (DSL) for connectivity. The conve-
nience of the computer-based system right at their desk is appealing
to many providers, particularly in the event of cancellations. A fax
machine located in the school was used to send completed toileting
accident charts to the therapist.

Abbreviated history

No difficulties were noted in Charlene’s ability to share history
over the videoconferencing system. She reported that Ken’s family
lived with her and that she provided most of the care to Ken and his



(panu1juoo)

‘s3uraes

3500 ur pajnsa1 pue uonerndod 1apIosip Surpaay ornerpad oY YIIm J[QISLAJ SEM DA
‘uonoeysnes [ejuared ySiy pue AJ[IqISes) [BOIUYD9) pajou Apnis

Y} ‘TOOUED IM PIsouSerp PIIYd e YIIm sarfruey o} suoydoapia 10a0 DA Sursn

Anpiqisead DA

Anpqisead DA

syjuowr § 3y

ynok gJ=u
pauodar jou
yInok g=1u

SIOpIOSIP
SuIpa9y oeIpad

I9dued JLneIpad

(8007) 'Te 10 uosme[)

(8007) 'Te 10 quisuog

Su10U12fu0002p1a Juisn uonuadaLjul £30j0ydLsd d1IvIPad

"z se Sumuonouny [[ereao pue ‘swoydwis qHAVY ‘seonoeid
Areurdrosip ur juswoAaoidwl Jo 99139p owes pamoys DA BlA Jururer) juared
"BLIOILIO UOTISSIUIAX
Suneow dnoi3 g ay) ur uey) dnoid DA oy} ul s[enpIAIpul jo judorad 1oy3ry
Apueoyrugis e M ‘sainseowt awodno Arewrd (e uo Jg 03 Jouadns sem DA
'ssensIp juared paseaIdap pue IoIAeyeq PIYo paoxdwur
payodar sarjwe) ‘DA Ioao weidord Sunuared aanisod J o(du], dnoin Suisn
"sout[epng qHAVY
[eUOT)BU 0) 9UAIAYPE papadul WSIUBYIIW AIDAI[P DA Y} 0) JUIAYUI J0JOB) ON
'soouaIoIp dnoi3-usamjeq ou
M ‘SUONIPUO0d YJoq ur uoissaidop 10J juoworordwir Jueoyruis popaIk JUSWILL],
"SSQISIP UMO IToY) UT
juowaaoidwr 11odar jou pip dnoi3 Adeioyjafe) oy ur SI9AISAIRD Inq ‘SUrUONOUNJ
pUE SIOIABYQQ PAR[AI-QHAYV S ULIP[IYD IRy} I0J sawodno s[qeredwod
pautodar suonIpuod Yjoq Ul SISAISaIR)) "aIed 1Y) )M UOT)ORJSIES PUB SUOISSIS
J& Q0uepUAIe J[qeredwod pamoys SUONIPUOD SUTUTR} JOAISAIRD 0M] Y] UT SAI[IUIE]
‘sdnois juounean
UQ9M)aq SOOURIRIJIP OU pue ‘ddouer[e Juar/sideray) pue Aiqeidesoe 10y s3unes
3uons pue si01ABYq o1 Ul sjuawaAoxdw Jueoyiudis a1om 1Y) ‘sdnoid sso1oy

'so139181S

d7d sa DA 1DY

d¢d SA DA
‘[OIUO0D ISIITB A

1S0d-31d DA

Aqisead DA

dzd A DA 1O
AT 'SA DA ‘[en

[eoruro 1931e[ JOo
Apmisqng

d2d sa DA ‘1D

13K 01 =N PIIUD
syjuared gz =u
sieak ['I1=IN
s1eok 91—/ 93y
ymnok [¢g=u
s1eak 9/ =N
Yok g=u
sIedk ¢'6=N
Yok gg=u
sreak ¢'0I=IN
ynok gz =u

stk 6€°6=(dcd) W

s1reak G1°6
=(Aderoylerel) N
ymok ,e=u

SIBAA [1-§ 98y

yinok g =u
paytodar

jou a3e YINox

daHav

ano
dHav

dadHav

uorssaxdo(q

dHav

SIOPIOSIP OL,

(€107) T8 19 31X

(1102) T8 3@ yo101g
(T107) 'Te 10 9509y
(2107) 'Te 30 uos[oN

(9007) 'Te 10 uos[oN

(S100) T8 19 951

(2107) 'Te 30 oIy

(F100) T8 19 [[omod

[eIo1ABYQq Jo uonejuowa[dwr pejrodal-J[as pue 93pajmouy Iy} Pasealdul sjudled 150d-91d DA syjuared , =u wsnny uewWZ)IOH
s1eak 61—l 93V
“S[[I[S [BIO0S pUB ‘A[ruey ‘Yi[eay JO SBAIe Ul JUSUWIAAJIYOR [ROT PISBAIOUT YINo X 1504-21d DA ymok gp[=u SIOPUQRJJO J[IUdAN( (8002) 'Te 12 x04
sIeok §— 93y
‘paaoxduir Suruonouny [8qo[3 PIIYD paur[oap sasouserp pue swoldwis @O PIYD 1504-21d DA yInok g=1u ano Areg #102) ‘T8 10 Jowo)
Su1ouaafuoooapia 3uisn Kdpiayy jpnprapuy
s3upu1] udisap Apnig 2218 ajdwws uonyvndod &pmig

uondiiosap apdung

ONIONHIFANODOHAIA ONIS) NOILLNHAYALN] ADOTOHOAS OIMLVIAdd ANV AdVIdH], TVAAIAIAN] ‘[ 9714V ],

215



Xopul ssewl Apoq ‘[N UeaW ‘JA {[BLI) PI[[ONUOD PIZIWOPULI ‘[ )Y Iopiosip AyanoeradAyroyop-uonuape ‘QUAYV 998) 01 208} ‘J7 ‘SUIOUAIQJUOI0IPIA DA IOPIOSIP AAIS[NAWOI-9AISSISqO ‘DO

"DA JOAO SIOIAISS QUIDIPAU
dagrs omerpad Areurdiosipinuu Jo AI9AI[OP 9 M PAYsHes AIoA d1om sjuaned
"sdnoi13 om) oy usamIaq Isn onoiquue
SNOUSABIIUL IO S[[ED Jouon1oeld [eIouds ‘saouepualie dIUI[d 0 [e3Idsoy 0) SUoISSIupe
‘s[oA9] uorssaxdop ‘sjeAd] Ajarxue oJ1] Jo Ajrenb ur sooudIOMIIP JUBOYIUSIS ON
*SSO[ JYS1oMm JO/pUe ‘QdUBUIUTBL
JyStom ‘SIOTABYRq YITedy paoidwr 0y po suonelnsuod DA paeadar ‘syuened jo
19sqns © 10, "SIsOuSeIp 0} SUONIPPE/SAZULYD [ENUE)SQNS UI PA[NSAI SUONLI[NSUOD DA
‘Jzd 10 DA AQq pardAr[ep JuswaSeurw
JYS1oM 10J SUOIIBI[NSUOD UdIM]q UONOR)SHEs Judred Ul 9OUAIQNJIP JUBOYIUSIS ON

"UOTJRUWLIOJUL [BOTUI[O J9JeaI3 AJJUBOYIUSIS Ul PA)[nsal
pue ‘ouoyd oy} uey) azowr Appueoyrugis Ajorxue juared paseardap yoeoidde DA UL
"ouIT) UQAIDS
Sursea1oop pue ‘Ajianoe Suisearour ‘uoninnu Juroueyud ul dnoi3 47 oyl uey)
juowaAolduwur a1ow pajensuowap dnoi3 HA oyl ‘udisop pazrwopueiuou e 3uisn

‘sjuaned sso10e SFUIABS 1SOD pue 0udIdYpe paroiduwir ur pajinsar yoeoidde DA ],
‘pajou a1am sdnoild oY) usamlaq 2oUIdYPE Ul
SoouaIaJJIp ON ‘SdNoId SS0IOE SOOURISYJIP JUBOYIUSIS OU Y)IM ‘IOTARYQq [eroosold
PIyo pue Kouonbaiy pue Ajureaes wapqoid [eroosoydAsd ur paaorduwr sdnoid v

'sdnoig oy ueamjaq oouer[[e onnaderoy) Ur PUNOJ 9IoM SIJUAIIJJIP ON

‘sow0o)no Arewtid uo Apueoyrugis 1opj1p jou pip sdnoi3 oy pue
‘Ki1anoe [eo1sAyd pue ‘uoninu ‘0109s 2 [N Ul sjuawaroidur pamoys sdnois yjog

Aqrsead DA
dgd sa
auoydoapA ‘1D¥
150d-01d DA
Aqrsea DA

Quoydoray pue
DA ‘1D¥

d¢d pue
DA s0d4-91d

1504-91d DA
Quoydoray pue

‘dcd DA ‘1O

d7d sa DA 1DY

SHsIA uerdisAyd
d2d sa DA ‘LOY

SIBAA Q-1 98y
@w =Uu

pawodar JoN
ynok 9] =u

SIBAA L1 98y
Yok gg=u
s1eak [1—f 93V
ymok gg=u
sqiuowr €7—0
o8¢ prIyD
syjuared yg=u

SIBA 1=
ok gypg=u
sieak L' ¢1=IN
ymnok g=u

SIK ' ST=IN
(pnox) zg=u
s1eak 6% 1 =N ACd
s1BaA TSI =N DA
ymnok [L=u
s1eak 9'g =N
SIBAA [1—G 93y
yInok gg=u

pIO sIedL ()] O}

s1opostp dag[s

S1s0Iqy J1sAD

£3159q0 dLIIRIPRd
K3159q0 O1IIRIPOq
NN

1By [ejuasuo))

K3159q0 OLIIRIPOq

douaIdype ‘qgl

Asdoride omeipeg

QouaIeype sajeqer(q

K1159q0 OLIRIP]

(8007) 'Te 10 suewIp

(8007) ‘T 12 UoSUDY[IM

(8007) 'Te 30 yjreys

(1107) "Te 1o MAISMA

(8002) 'Ie 10 ueSION

(€1027) 'Te 30 euedry

(€102) T8 19 [owwoy

(2002 ' 10 Jnexdan[n

(£T07) 'Te 10 uewWdAI]

(€100) e 10 siaeq

ssupui |

udisap pnig

az1s ajdups
uondiosap ajdung

uonyvndod

&pmig

(QENNILNOD) T ATAV],

216



CHILD THERAPIES OVER VIDEOCONFERENCING

two younger siblings. Charlene reported that Ken was born full term.
He was delayed in achieving all early developmental milestones and
was later diagnosed with mild to moderate mental retardation by his
school district. Ken was receiving special education services at
school through an IEP. Charlene reported that Ken had had problems
with daytime urine and stool accidents for many years, which she
attributed to the fact that *‘he never fully toilet trained.”” She reported
that there was no family history of constipation.

Initial session

Using videoconferencing protocols, the therapist introduced the
videoconferencing system and confirmed that the caregivers were
comfortable having school personnel present for the sessions. Ken’s
legal guardian signed a release of information to allow the therapist
to communicate with Ken’s school, with some school personnel
engaged in helping Ken and some seeking his transfer to another
school. School personnel could not have participated as closely had
the family travelled to the academic health center. The remainder of
the session was used to build rapport, obtain a history, and provide
patient education. Ken’s cognitive limitations did not present dif-
ficulties to interacting over the videoconferencing system, and he
readily answered questions and engaged with the therapist. The
therapist did rely on his family members and school personnel to
help redirect him when he lost focus and to minimize distractors in
the room during the videoconferencing visit. Similarly, Ken’s elder
guardian quickly accommodated to the videoconferencing setting
with the additional encryption, particularly as she had previously
used publically available online videoconferencing to socially in-
teract with other grandchildren living out of state.

Assessment and case formulation

Ken was having nearly continuous stool accidents during the
daytime and also urine accidents. Many of these accidents were large
enough to soak through his underwear and pants causing Ken’s school
to become concerned that he could contaminate other students. Ken’s
pattern for accidents at school was also occurring at home. Charlene
readily shared her concerns about the previous assessment, particu-
larly a misunderstanding concerning how Ken could have functional
constipation when he is having nearly continuous accidents for stool
and urine. This allowed the therapist to provide additional psycho-
education over videoconferencing and further explain the diagnostic
criteria for functional encopresis and enuresis.

Treatment

Treatment followed best practices in functional encopresis and
enuresis management (Felt et al. 2008; Nevéus 2011), with the
individual child as the focus of therapy. As in face-to-face settings,
therapy focused on patient education, dietary management, be-
havioral strategies, and medication management. In addition to
ongoing attention to rapport building strategies, the structured ap-
proach fit well with the school-based videoconferencing setting.
Patient education was initially complicated by videoconferencing.
Instead of the preferred method of drawing a picture to help fam-
ilies understand constipation and soiling, the therapist faxed the
picture to Ken’s school and provided a brief written summary of her
main points. The therapist was able to teach and implement dietary
changes over videoconferencing using handouts and homework as-
signments. Newer videoconferencing systems allow simultaneous
dual stream of video and educational content, which will assist with
this concern in the future.
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Similarly, all behavioral strategies were amenable to video-
conferencing. The therapist taught Ken’s family and school per-
sonnel how to use self-monitoring, goal setting, and contingency
management to shape age-appropriate toileting behavior. Finally,
the therapist worked with the pediatric gastroenterologist to adjust
Ken’s medications (Reiner 2008). Medication changes were
directly communicated with Charlene by telephone after video-
conferencing sessions. This unfortunately created a delay in im-
plementing medication changes, which would not have occurred in
an on-site appointment at which the therapist and the pediatric
gastroenterologist would have been in the same physical location.

Outcome

Ken was seen for six sessions over 8 months. During session six,
Ken’s school returned a stool record that was remarkable for nearly
daily stooling in the toilet, multiple times urinating in the toilet each
day, and only five accidents over a 30 day period. Charlene simi-
larly reported more regular use of the toilet and a decrease in ac-
cidents when Ken was at home. The therapist will continue to work
with Ken, his family, and his school team using videoconferencing
during the next school year to monitor his progress in treatment.

Case Example 3: Urban Example
Presentation

“Alan” was a 17-year-old junior referred to the telemedicine
clinic by his urban high school, a well-established telemedicine site
for over a decade. Alan had recently seen a drop in his grades and
was suspended from school for fighting. He was highly motivated
to seek strategies to assist him in keeping on his academic and
student-athlete track for college. His mother attended the intake
visit in person and because of her work schedule, was available for
subsequent visits by telephone. Despite being geographically close
to the academic health center, the family felt more comfortable
meeting over videoconferencing with the school nurse whom they
had trusted over time and having her support, as they were new to
mental health services. They also faced challenges to coming to the
academic health center, including lack of reliable transportation,
difficulties securing time from work and school/athletics, and
childcare for younger siblings.

Technology and setting

Alan was seen using secure cloud-based videoconferencing
connecting the child psychologist at the academic health center
with the urban school site. The HIPAA-compliant hosting service
provides licenses to the hub and spoke sites, with participants
connected through a virtual meeting room. The school site utilized
an iPad for videoconferencing, using a data plan rather than WiFi
in order to support consistent connectivity. The therapist uti-
lized a computer for videoconferencing, using high speed fiber
connections.

Assessment/intake

The intake session over videoconferencing connected the school
nurse’s office with the therapist at the academic health center. The
session was attended by Alan and his mother, and with their con-
sent, his teacher and the school nurse. Alan and his mother had
completed the intake packet, including history and behavioral
questionnaires, ahead of the session. The school perspective was
especially important, as the school emphasized how much Alan had
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changed from the year before and the current year, including in-
creased irritability and distractibility. Much of the session focused
on constructive communication among the client, parent, and
school that had not taken place previously. In addition, the client
and parent disclosed a significant change in their living environ-
ment, with both now living with a grandparent because of leaving
their home because of interpersonal violence between his mother
and her boyfriend, which Alan had witnessed. Although he did not
meet the full criteria of posttraumatic stress disorder (PTSD),
coping with anxiety symptoms remained a focus of therapy. Based
on interview and intake questionnaires, Alan was diagnosed with a
major depressive disorder. Alan reported that he had had suicidal
ideation in the past, but no current ideation or plan; he readily
agreed to a safety plan over videoconferencing supported by his
mother and school nurse.

Treatment

Individual therapy with Alan focused on reinforcing and re-
engaging his many natural coping skills, as well as building addi-
tional cognitive-behavior therapy (CBT) skills (Nelson et al. 2006).
The videoconferencing sessions allowed interaction between Alan
and school personnel, which assisted with reinforcing his good
choices to walk away from potential fights and identifying a “‘cool
down”’ place with the safety office, a community leader whom Alan
greatly admired. Anger management strategies were easily im-
plemented over videoconferencing, including Alan’s increasing
identification of early warning signs that he was getting angry, and
using calm down approaches such as deep breathing and adaptive
self-talk. Thought monitoring sheets were faxed so that homework
could be discussed in session. Alan was very goal driven, repeating
frequently that ‘“‘school is money,” meaning that doing well in
classes and school athletics was his path to college and a future legal
career. He utilized exercise and his coach’s support as key coping
strategies. He readily applied cognitive-behavioral skills to look at
situations in more adaptive ways, in order to achieve his goals.

Outcome

After a trusted therapeutic relationship was established, Alan
talked about the range of important topics over videoconferencing,
including dating and sexuality; worries about his family’s safety
and becoming homeless; and worries about college success. It was
very important for the therapist to consider the cultural context of
Alan’s community and culture, with the African American church
and Alan’s faith being very important to his coping with day-to-day
stressors, especially stressors that were beyond his immediate
control. Later therapy provided anticipatory guidance and support
around internal and external pressures as Alan looked toward a full
athletic scholarship as his family’s first person to attend college.

Summary from Cases

These case studies illustrate how telemental health services can
reduce barriers to treatment and can approximate, or even exceed,
face-to-face care in underserved rural and urban sites. Whereas
most elements of a visit are the same as those for in-person care,
videoconferencing offers both unique advantages and challenges
compared with in-person care. In these cases, the therapist was
able to ascertain adequate information at the initial visit to assist
with a diagnosis and treatment plan. The client and family
member quickly acclimated to the therapy environment and good
rapport was established. From the therapists’ perspectives, a
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major advantage of the videoconferencing system for individual
therapy was the increased communication with a range of team
participants, including extended family, primary care personnel,
and school personnel, and the opportunity for input during as-
sessment, treatment, and treatment maintenance. Adherence to
regular follow-up visits was likely enhanced with the convenience
of videoconferencing. However, creativity and planning ahead
was required in order to share materials and to modify patient
education strategies for videoconferencing.

Another advantage was healthcare trainee participation at the
academic health center. In the first case, a graduate psychology
student assisted throughout the assessment and treatment, and in the
second case, a pediatrics resident observed the evaluation. Neither
trainee had had prior exposure to working with rural populations,
and the telemental health experience helped build outreach com-
petencies and, it is hoped, interest in working with underserved
families in the future (Nelson et al. 2011). Finally, these clinics
utilize the videoconferencing setup not only to provide therapy
services, but also to support staff education about child behavioral
health topics. “‘Lunch-and-learn”” and other brief distance educa-
tion offerings have helped the videoconferencing services grow
quickly by helping personnel identify behavioral concerns and
develop a positive professional relationship with the therapists.

Conclusions

Because of the widening access gap between the need for indi-
vidual and pediatric psychology services and child specialist avail-
ability, telemental health options are more needed than ever.
Although the limited studies to date are encouraging, research is
needed to better understand the unique advantages and disadvantages
of services using videoconferencing. Research is especially needed
in looking at adult models of care for children, including telemental
health services in unsupervised settings such as the home (Luxton
et al. 2012). Emerging guidelines inform ethical best practices in
providing therapy using videoconferencing, with continued empha-
sis on care based on patient and parents’ preferences, developmental
and diagnostic considerations, personnel, and other resources at the
remote site, and therapist comfort (Myers et al. 2008).

Clinical Significance

As demonstrated by the evidence tables and case examples,
telemental health has great potential to increase access to evidence-
based therapy for children and adolescents living in underserved
communities.
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