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INTRODUCTION

Abstract

Introduction: This article explores one mental health comp-
any’s urgent response to the global COVID-19 pandemic,
and the multifaceted implications of quickly transitioning
to telehealth services.

Objectives: The purpose of this article is to share information
with interdisciplinary professionals about the planning, imple-
mentation, and results of transitioning to telehealth services
during a pandemic.

Procedures: We compiled practice-related data regarding
company attendance rates and customer and employee sat-
isfaction with telehealth. Data include feedback from more
than 40 clinicians and 60 families.

Results: The data suggest there are both benefits and limita-
tions to engaging in telehealth services within a mental health
company. Attendance rates increased dramatically, engage-
ment improved with adolescents but proved challenging with
the younger children. Telehealth helped overcome many typi-
cal barriers to mental health treatment. Concerns remain
regarding confidentiality, assessment of abuse and neglect,
and ability to read nonverbal social cues.

Conclusion: Families and practitioners experienced the conve-
nience and benefits of telehealth but also expressed concerns
over certain limitations. Finding a responsible way to incorpo-
rate telehealth into practice postpandemic is a priority for men-
tal health practitioners, both now and in the immediate future.
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As the Chief Executive Officer and founder of Cooperative Counseling Services (CCS), a child
and adolescent mental health company in New Jersey and an emerging scholar pursuing my
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PhD in Family Science, I am respectfully sharing our company’s experience with our recent and
expedited transition to telehealth services in response to COVID-19 pandemic. Despite the need
to provide essential, uninterrupted mental health care during a global pandemic, we were con-
cerned about providing on-site, in-person clinical services due to the potential impact of
COVID-19 on the health of our clients, their families, and our staff. Providing services through
telehealth seemed our most prudent choice. However, there were several important consider-
ations and challenges, including our lack of experience with telehealth services and existing state
and federal restrictions on the use of telehealth. This Lesson From the Field is based on our
experience transitioning our mental health services to telehealth under extreme circumstances.
Included is our team’s initial response to COVID-19, reflections on the implications of
telehealth on service delivery, and lessons learned from our experiences.

BACKGROUND
Theoretical framework

At CCS, relational developmental systems (RDS) theory informs our conceptualization of our
clients, their families, and how we deliver services. RDS’s emphasis on the mutually influential
relations between the individual, family, and the larger environment exemplifies our approach
to the therapeutic process (Overton, 2013). Understanding the individual in the context of their
environment, their potential for change, and the recognition of the diversity of intraindividual
change and interindividual differences is a fundamental part of our approach to the therapeutic
relationship (Lerner, 2006). Additionally, a bioecological model framework allows us to under-
stand our clients in the context of their proximal processes, the characteristics of their develop-
ing person, within their immediate and remote environmental contexts and the unique time
period within which their proximal processes occur (Bronfenbrenner & Morris, 2006).

Program description

CCS is a privately owned child and adolescent mental health care provider in New Jersey and
provides outpatient mental health services in two urban clinic settings licensed by the New Jer-
sey Department of Health. Outpatient services consist of biopsychosocial clinical intake assess-
ments, individual and family sessions, psychiatric evaluations, and medication management.
CCS also offers intensive in-community (IIC) services for New Jersey’s Children’s System of
Care in an effort to stabilize children in their home environment and decrease hospitalizations
and out-of-home placements. IIC services are conducted primarily in the home and use clinical
strategies to stabilize the child in the home environment. CCS serves children and adolescents
from ages 3 to 21 years in both programs, and our clients present with a wide range of psycho-
social challenges and mental health diagnoses. Currently, CCS is providing clinical services to
approximately 1000 children and adolescents, and their families.

Client demographics

Approximately 15% of New Jersey’s children under 18 years of age live below the poverty level,
and more than 18% report an emotional, behavioral, or developmental condition (Kids Count
Data Center, 2020a, 2020b). Sixteen percent of New Jersey’s children have reported two or
more adverse experiences, including frequent economic hardship, parental divorce or separa-
tion, parental death, parental incarceration, family violence, neighborhood violence, living with
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a mentally ill or suicidal family member, or living with someone who uses substances (Kids
Count Data Center, 2020c). Annually, approximately 77,000 of New Jersey’s children were sub-
ject to a substantiated or indicated maltreatment report (Kids Count Data Center, 2020d).

Ninety-eight percent of CCS clients are Medicaid recipients and are living at or below the
poverty level. More than half of the families served have current or prior Child Protection and
Permanency involvement. The majority of our clients speak English, but approximately 25% of
the families require Spanish- or Portuguese-speaking clinicians. CCS provides weekly individual
and family clinical sessions. When medication is prescribed, in addition to medication manage-
ment sessions, clinical therapy is a recommended component of care. Due to the age of our pop-
ulation CCS underscores the importance of family engagement and family therapy is conducted
in conjunction with individual therapy in most instances.

Many of the children who are referred to CCS for outpatient mental health services have
complex needs that span beyond their individual mental health needs. In addition to living in
poverty, and experiencing maltreatment, subsequent investigations and interventions with Child
Protection and Permanency, some children struggle in school, combat racism, experience anxi-
ety due to the legal status of their family members and have parents with significant mental
health needs. The impact of these additional stressors on their mental health informs CCS’ clini-
cal strategies and interventions throughout treatment.

Community mental health challenges

Families living in poverty have a significantly higher likelihood of experiencing crises, and pov-
erty continues to be the greatest threat to child well-being and the best predictor of abuse and
neglect (Martin & Citrin, 2014). Childhood abuse and neglect influence mental health and the
association with maltreatment is well established and seen for several disorders across the life
course, including childhood behavioral disorders, adult mood and anxiety disorders, and
suicidality (Geoffroy et al., 2016). Many of our families live with toxic stress that can cause last-
ing damage to the developing brain and lead to lifelong problems in learning, behavior, and
physical and mental health (Shonkoff & Bales, 2011).

Mental health treatment is a vital intervention designed to provide support, clinical care and
healing from adverse circumstances and events. However, both community-based therapists
and caregivers identify barriers to engagement such as caregivers’ attitudes and beliefs about
treatment, complex needs of parents and children, caregivers’ feeling blamed or ignored, and
caregiver mental health problems (Haine-Schlagel et al., 2017). Traditionally research focuses
on two areas of client engagement: (a) structural barriers, such as transportation, insurance,
and childcare, and (b) attitudes, beliefs, and perceptions about mental health services (Olin
et al., 2010). Additionally, using an ecological perspective, family contextual factors, such as
parental stress and social support, influence whether families engage in treatment or benefit
from treatment over time (Olin et al., 2010).

The influence of our client’s environmental context on their mental health and their
response to clinical interventions informs our approach to providing mental health treatment.
We attempt to improve family engagement by employing a diverse and clinically astute team
that practices with cultural humility. We also identify barriers to engagement with the family
and work together to alleviate the challenges. This comprehensive approach helped us prepare
and respond to the complexities of planning for the local arrival of a global pandemic.

Considerations and planning for COVID-19 pandemic telehealth transition

In February 2020, as we learned more about the global impact of COVID-19 pandemic and its
impending arrival in the United States, CCS leadership met regularly to strategically plan our
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response to mitigate risk to our employees and clients. We had existing crisis and business inter-
ruption plans, but most of our scenarios dealt with the loss of electricity or Wi-Fi due to our
experiences with Hurricane Sandy in 2012 when we lost power for almost 2 weeks. At the start
of the COVID-19 pandemic, our immediate concern was how to provide needed mental health
services while considering the safety of our employees and our clients. We were also concerned
about our ability to keep the company in a financially viable position with the continuing threat
of reduced revenue and subsequent financial uncertainty. The rates of clients keeping appoint-
ments steadily declined throughout February and the beginning of March as people became
increasingly fearful to leave their homes due to the then unknown risks associated with
COVID-19 virus.

There were competing concerns about providing essential mental health services to our cli-
ents and managing our teams’ anxiety regarding their potential exposure to the virus, and ten-
sions were high among our staff. The week before New Jersey’s stay-at-home order, we began
daily conference calls with all employees to discuss their concerns, our plans, and to provide
direction regarding next steps. Conversations regarding the meaning of “essential” workers
became the norm, and we continued to negotiate and balance the needs of our business, ensur-
ing safe service delivery, and keeping our employees and clients safe. As medical hospitals
worked to flatten the curve of anticipated transmission and hospitalizations due to the COVID
19 virus, we recognized that terminating outpatient and IIC services with our vulnerable popu-
lation would create a strain on acute mental health care services that were already at capacity
and would place our clients at greater risk for mental health crises.

As a Medicaid provider, our profit margins are low, and our concerns related to financial
well-being for the company were legitimate. We began projections for how long we could main-
tain payroll and how long it would take us to recover and pay back any loans, if required.
Unemployment rates began to skyrocket, and we desperately wanted to keep our team
employed. The situation was dire, so we began to discuss our capability to transition to
telehealth. In the past, we had discussed possibly providing telehealth to help improve engage-
ment and access to care. However, due to restrictive state and federal regulations, we tabled the
discussion as an area to explore for future expansion. Fortunately, we had worked hard over
the years to create a paperless environment, electronic health records, and a robust electronic
policy and procedure manual on a shared HIPAA-compliant Internet network. We met around
the clock to determine how we would transition to provide administrative support to our clients
and staff while moving to remote mental health services through telehealth platforms.

Telehealth regulations pre— and post—-COVID-19 pandemic response

Before COVID-19, CCS did not provide telehealth services. Although New Jersey supported
telehealth initiatives before the pandemic, the emphasis was on the provision of emergency men-
tal health screening for rural areas in hospital-based networks (New Jersey Department of
Health, 2019). Telehealth was highly regulated, had unique billing codes and reimbursement
rates, and was difficult to implement in a community-based mental health clinic. Four days
before Governor Phil Murphy’s order approving telehealth, we ceased on-site mental health ser-
vices in our outpatient clinics due to mounting concerns from our direct service providers. Our
IIC providers reported increased cancellations, but many continued with their scheduled visits
because of overriding concerns for their client’s mental health. School districts were transitioned
to distance learning, and our clients and their families were adapting to new demands for tech-
nology, loss of employment, and fear of the unknown. We called families, cancelled sessions,
and surveyed technology needs. Our management team was investigating HIPAA-compliant
platforms, developing instruction manuals for our clinicians and our clients, and planning for
the transition to a work-from-home environment. Our frontline workers were noticeably
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relieved by this course of action and began rolling up their sleeves to prepare for the transition
to telehealth.

We planned for what we assumed would be a coordinated state and federal response to
waive telehealth restrictions, but we heard very little from our government leaders during this
time. We emailed our state senators, assemblymen and women, and our U.S. representatives
imploring them to take action. Our business was at risk of closing, and we did not want to con-
tribute to the unemployment rates or abandon our employees or clientele. We applied for the
Payroll Protection Program (PPP) but knew PPP money was running out quickly. The mount-
ing risk to our already-vulnerable population was weighing heavily on our hearts and minds.
We understood that increased stress, isolation, and anxiety are triggers for existing trauma and
mental health symptoms and contribute to increases in domestic violence and child maltreat-
ment. Additionally, we were keenly aware that the urban communities were disproportionately
represented in rates of contracting the COVID-19 virus and rates of COVID-19-related deaths.

As we provided resources, inventoried our clients’ technology needs, and developed training
and tips for telehealth, our clinicians kept in touch with their clients and their families by phone.
On March 18, 2020, all employees were transitioned to their homes with laptops, training, and
resources. On March 19, 2020, as anticipated, Governor Murphy signed an executive order to
expand telehealth services in response to COVID-19 pandemic stay-at-home orders. This order
increased flexibility in technological platforms used to deliver services, waived site of service
requirements for telehealth allowing providers to deliver services via telehealth platforms, pro-
vided mechanisms for clients to receive services from any location, and provided reimbursement
for telehealth services at the same rate as face-to-face services. With this executive order, we for-
mally began our telehealth response (New Jersey Department of Human Services, 2020).

TRANSITION TO TELEHEALTH: PRACTICAL AND CLINICAL
OBSERVATIONS

Procedures

As a practice, the executive leadership at CCS routinely generates and evaluates data regarding
our service delivery. We compile and examine scheduled and attendance rates weekly; we
collect customer satisfaction surveys and report on the results quarterly, and we communicate
through various channels with our service providers weekly and monthly. In response to
COVID-19 and our expedited transition to telehealth we continued our usual collection and
assessment of data and solicited additional information as well. We dedicated more time to
hearing from our clinicians and their managers through conference calls and virtual team meet-
ings. Initially we met daily, then weekly as we addressed staff and client challenges and adjusted
to the new telehealth format. After a couple of months, we resumed our typical business com-
munications structure of weekly manager-employee meetings and quarterly meetings with exec-
utive leadership. The solicitation and compilation of data before and throughout our transition
to telehealth informed our decision-making and these lessons from the field.

Observations

After months of providing telehealth, we have worked through many of the initial challenges;
and, overall, our clients, their families, and our staff are highly satisfied with the transition.
Through company-wide conference calls, team meetings, clinical supervision, individual and
group discussions, and a response to an invitation for employees and clients to provide feed-
back, we have learned a great deal about our expedited transition to telehealth. Within the first
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2 weeks of providing telehealth services, our clinicians, administrative staff, and management per-
sonnel engaged families on the phone to troubleshoot, provide resources and walk-through down-
loading applications or software to engage in telehealth services. Most families expressed gratitude
and were eager to begin services, very few declined services altogether. Many of the families over-
came technology issues, yet for some, concerns remained in relation to spotty-coverage, last-minute
cancelations, lack of privacy, limited cameras, and general confusion regarding technology.

Client observations

Graduate school interns reached out to clients 6 months after the initiation of telehealth to ask
about their satisfaction with telehealth services. This was a practice-based, quality assurance ini-
tiative; it was not conducted as a research study. Fifty calls were completed, and of those, all
50 indicated that they were satisfied with the telehealth transition. Eight caregivers (16%) of the
50 commented that they look forward to returning to the office setting when it was safe but
were grateful for telehealth at this time. Twenty-one caregivers (42%) specifically commented
that they preferred telehealth and hoped that it would continue after the pandemic ends. Rea-
sons for their preference included underlying health concerns, not wasting time in traffic, and
increased time at home for doing homework, caring for siblings, and cooking dinner.

Psychiatric team’s observations

Our advanced practice nurse (APN) psychiatric team is responsible for conducting psychiatric eval-
uations, prescribing medication when indicated, and providing routine medication management
appointments when medication is prescribed. Members of this team have expressed gratitude for
the move to telehealth; however, they reported several ways telehealth was lacking functionality
compared with in-person visits. For example, APNs missed the observations of nonverbal cues, eye
contact, body language, and facial expressions. They suggested the sessions lacked intimacy, and
they were concerned about clients who presented at appointments with higher acuity because it was
difficult to triage and determine the need for psychiatric screening or higher level of care through
telehealth, especially for new clients where rapport had not been established. The APNs identified
observing clients in their own environment as a strength; it also was a limitation if, for example,
adolescents were in bed and not fully dressed for their session. Additionally, the APNs worried if
their psychiatric evaluations and medication management appointments would run longer because
the next patient was waiting virtually and not in a waiting room.

The APNs and clinicians unanimously reported that clients who struggled with school pho-
bia, anxiety, and/or refusal before the pandemic were doing much better because they were no
longer under pressure to attend school in person. However, there was a realistic concern about
acclimating these children back to school when it was deemed appropriate. Attempts were made
to engage the youth and the parents in proactive dialogue regarding the school-based issues, but
many families had minimized the issues now that their children were not in school. Addition-
ally, clinicians identified concerns regarding the educational impact for those students who were
now engaging in distance-learning because some of the youth had impaired cognition or a his-
tory of difficulty keeping up academically for various contextual reasons.

Clinical team’s observations

The clinical team was responsible for conducting biopsychosocial intake evaluations, develop-
ing treatment plans with the client and family, and implementing those plans by providing
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weekly individual and family therapy sessions. The clinical team reported that telehealth with
adolescents had proven more effective and they felt that the adolescents were “in their element”
and more engaged in sessions. Some clinicians claimed that although some youth were shy on
camera, many participated more actively, and some youth had opened up more through mes-
saging features in the telehealth sessions. Many clinicians provided examples of adolescents dis-
closing or more actively discussing traumatic histories through telehealth, and there were
examples of youth exploring sexual identity issues more freely than in person. The clinicians
attributed this newfound candor with the adolescents’ feeling of safety behind the virtual setting
and becoming less guarded and self-conscious as they might in-person sessions.

Unfortunately, the team expressed difficulty engaging with children under age 10 years through
telehealth, especially those with attention or hyperactivity symptoms. Yet some outpatient clinicians
highlighted the fact that they were able to see behaviors at home through telehealth that they were
unable to see in the office. Many of these younger children were referred to CCS due to their inabil-
ity to control their anger, an increase in frequency and duration of temper tantrums, lack of frustra-
tion tolerance, and oppositional defiance. However, in the office setting, most children behaved well,
enjoyed the one-on-one attention and therapeutic games, and often did not display these behaviors.

There was consensus among the clinical team regarding the increased presentation of symp-
toms of anxiety and depression. Additionally, there was a surge of grief work due to loss of
extended family members and loved ones. Some clinicians identified a unique, troubling aspect
of working within this context because it was not common for them to simultaneously experi-
ence the same stressors or stress response as their clients, yet many of them endured similar anx-
iety, loss, and fear. The clinical team was encouraged to discuss this parallel process in clinical
supervision and during their multidisciplinary team meetings.

Various perspectives were shared by the clinical team regarding the content of sessions and
the general perception of whether children and families were making progress in treatment
throughout this time period—or were they maintaining the status quo, which, during the pan-
demic, we perceived as an accomplishment. Some clinicians reported that the clients and fami-
lies had an increase in “crisis-of-the-week” sessions and the clinicians struggled to address
treatment goals in lieu of COVID-19 pandemic-related issues. Others reported that because
families were home, fewer crises were reported, which allowed for greater concentration on
treatment goals. Finally, some clients and families expressed frustration during sessions as they
reported nothing new to discuss due to being in the same uneventful routine.

Regarding the frequency, duration, and content of sessions, most clinicians indicated that
they “checked in” more frequently and provided shorter sessions, multiple times a week, in con-
trast to weekly 1-h sessions. Most clinicians reported a successful learning curve for embracing
technology within their sessions, which included sharing screens and online activities, which
replaced in-office therapeutic games, handouts, and activities. Additionally, the clinicians
suggested that they were more responsive to their clients’ scheduling needs because they had
greater flexibility in their schedule as both they and their clients were home. However, this led
to discussions regarding boundaries and our concern about the difficulties of turning off their
workday and structuring their time. Most staff reported adjusting well after a few weeks and
learned how to balance their work and home life while working from home.

The physical space and number of people living in the client’s home presented challenges to
some clinicians. Although most clinicians generally reported greater privacy, some worried that
there was no quiet place to conduct a session, as siblings wandered in and out of the room and
there were generally more distractions. Family involvement in sessions increased for the most
part because most parents were home due to pandemic restrictions and were eager to engage in
sessions. On the other hand, some caregivers were working (in or out of the home), cooking, or
caring for siblings and struggled to participate in sessions. The IIC clinicians who typically work in
the homes expressed greater difficulty engaging the entire family unit as they were used to inter-
acting with all family members while they were visiting in-person in the home environment.
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Business operations observations

CCS’s leadership team measures and manages our scheduled and rates of attendance for sched-
uled appointments for our outpatient clinics through both a clinical and business operations
lens. Examining engagement numbers allows us to respond to barriers to treatment to ensure
our clients receive and benefit from mutually agreed-on clinical services. Analyzing scheduled
and attendance rates from a business perspective allows us to better manage financial projec-
tions. Our attendance rates for our outpatient programs have increased through the pandemic
and the implementation of telehealth services. Our average attendance rate for January 2019
through September 2019 was 74%. The average attendance rates in months with only telehealth
services, attendance rates increased to 89% (see Figures 1 and 2). There were fewer cancellations
because there were fewer scheduling conflicts (e.g., school or sports conflicts), and rescheduling
cancelled appointments within the same week was easier because the clinician and family had
more flexibility using telehealth.
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Our IIC clinicians reported more availability to add clients to their caseload because they
did not have to account for travel time to and from the client’s homes. Additionally, the IIC cli-
nicians were experiencing fewer families not attending scheduled appointments at their own
homes because they had to remain home due to the pandemic and stay-at-home-orders. Our
clinical and management teams remained available for our clientele because we are keenly
aware of the detrimental impact of stress on our population.

TRANSITION TO TELEHEALTH: LESSONS LEARNED

There are lessons learned from the initiation of telehealth that may be useful for the provision
of community-based mental health services moving forward during and after the pandemic.
Community-based needs assessments historically highlight transportation as a primary barrier
to mental health treatment for families (Syed et al., 2013) in New Jersey. Whether in an urban
or rural area, the ability to easily access mental health services remains a challenge. Many of
our outpatient clients’ families have expressed relief over no longer needing to use public trans-
portation, unreliable medical transport, or drive-share services. The families report saving time
and money and no longer worrying about childcare for their other children during sessions.
Additionally, many families claim they are saving money because they do not need to eat out
on the nights they have therapy.

Regarding I1C services, before the COVID-19 pandemic, there were difficulties securing cli-
nicians to deliver in-home services in many of the urban and rural communities. Locating a
bilingual clinician or a clinician with a specific specialty for a challenging geographic location
was problematic. Telehealth offers a larger network of clinicians to clients and families whose
mental health may be decompensating while they wait for a clinician to be located who can pro-
vide the needed service in their location. We recognize the potential dangers of convenience out-
weighing the therapeutic indications; however, if we do not consider these realistic barriers to
treatment, children and adolescents may not receive services at all. As with telemedicine, it
seems that despite opportunities for improved access to care, telehealth has not been widely
explored or implemented (Barney et al., 2020).

Cautions of telemedicine include challenges in reading nonverbal cues through telemedi-
cine platforms. The inability to read these cues may lead to serious implications that may
influence proper diagnosing; decrease our ability to recognize important signs and symptoms
of abuse, neglect, and domestic violence; and depersonalize a field in which engagement and
therapeutic rapport is vital to the process of healing. However, the increased openness, can-
dor, and disclosures by our adolescent clients suggests that there may be more ways to con-
nect with a human being than face-to-face in an office setting. Perhaps a hybrid telehealth
option will become the preferred therapeutic modality for clients. The provision of mental
health services must be considered when the medical field inevitably evaluates the potential
risks and benefits to continuing to provide telehealth and its impact on the quality of patient
care (Wood et al., 2020).

Our clinical team’s prior discomfort and mistrust of technology may have thwarted our
exploration of this platform. Before the COVID-19 pandemic response, most of our team
expressed reservations about telehealth and were uncomfortable with the idea of providing ser-
vices electronically. Since providing telehealth over an extended period of time, the entire team
has gained an appreciation for the benefits of telehealth for certain populations and recognize
the hidden value in this electronic intervention. Examining CCS’s experiences implementing
telehealth during a global pandemic aligns with RDS’s recognition that the goal of developmen-
tal theories should be to reduce or eliminate the challenges to healthy, positive development fac-
ing diverse children, families, and communities in the 21st century (Lerner et al., 2015).
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Our team supports advocacy for incorporating telehealth into our future practice. We have
provided many examples that support using telehealth in the future, including a family waiting
at home for a medical transport that does not show; the family could go back inside and con-
duct a session through telehealth instead of missing a week of care. Or telehealth may benefit a
family who cannot obtain childcare for siblings or a bilingual family that needs to travel over
an hour each way to find a clinician who speaks their native language. Telehealth may also help
clinicians with different abilities or chronic illnesses. Through the use of telehealth, clinicians
with physical challenges may see clients from the convenience of their own home. Telehealth
will help make us more responsive, inclusive service providers.

However, there is also a need for caution and ensuring the responsible use of telehealth.
Unfortunately, the lack of on-site oversight and the loosening of requirements for signatures
regarding service delivery and consent may lead to increased fraud and misuse. At CCS, we
have amplified our quality assurance measures and are increasing our outreach to families to
verify satisfaction with services. The medical and mental health field has experienced the bene-
fits and limitations of telehealth, and there is no denying it is here to stay. Further research and
attention should be given to its ability to address health inequities, and guidelines must be
developed for proper decision-making and use of this technology (Evans et al., 2020). Perhaps
now telehealth will become an accepted modality for clients who have stabilized or experience
barriers to traditional on-site, in-person service delivery.
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