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Background

The rapid spread of the Coronavirus disease 2019 (COVID-19) has forced most countries to take drastic public health measures, including the closure of most mental health outpatient services and some inpatient units. This has suddenly created the need to adapt and expand telepsychiatry care across the world. However, not all health care services might be ready to cope with this public health demand. The present study was set to create a practical and clinically useful protocol for telemental health care to be applied in the context of the current COVID-19 pandemic.



Methods

A panel of psychiatrists from 15 different countries [covering all World Health Organization (WHO) regions] was convened. The panel used a combination of reactive Delphi technique and consensus development conference strategies to develop a protocol for the provision of telemental health care during the COVID-19 pandemic.



Results

The proposed protocol describes a semi-structured initial assessment and a series of potential interventions matching mild, moderate, or high-intensity needs of target populations.



Conclusions

Telemedicine has become a pivotal tool in the task of ensuring the continuous provision of mental health care for the population, and the outlined protocol can assist with this task. The strength of this protocol lies in its practicality, clinical usefulness, and wide transferability, resulting from the diversity of the consensus group that developed it. Developed by psychiatrists from around the globe, the proposed protocol may prove helpful for many clinical and cultural contexts, assisting mental health care providers worldwide.
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Introduction

The Coronavirus disease 2019 (COVID-19) pandemic has placed the world in an exceptional situation, forcing communities and governments to make fast decisions. The World Health Organization (WHO) has highlighted the importance of measures aimed at delaying the spread of the virus (1). Among these measures, there are non-pharmaceutical interventions, a critical part of current public health measures addressing the pandemic (2–4). These interventions aim at protecting people by physically distancing those with confirmed and suspected COVID-19 or potentially carrying the virus from the general population (2). Such interventions include physical distancing, quarantining, mandatory or voluntary isolation, closing national borders and other travel-related restrictions, closing schools and workplaces, and canceling social gathering events (2).

The rapid spread of the disease, along with the public health measures taken to reduce its progression, present a challenge to mental health services around the world, both in terms of a potential higher demand and difficulties in providing onsite services (5). In this scenario, telemedicine services provide a vital asset for mental health care (6). Telemedicine is defined as the use of telecommunication technologies to provide remote health care (7). The COVID-19 pandemic has created the need to expand telepsychiatry care; in fact, telepsychiatry use among mental health professionals has increased worldwide (8, 9). Unfortunately, these services are limited in various countries, and not all health care services around the globe might be ready to cope with this public health demand (10). Also, mental health care professionals and service providers may have feelings of apprehension or ill-preparedness when facing the sudden need to set up telepsychiatry services and/or to provide mental health care primarily via this approach (10). At the same time, not all services count with local guidelines for telepsychiatry (11), and available guidelines may not be transferable to different social and cultural contexts. Moreover, not all available guidelines may have contemplated the particular circumstances imposed by the current COVID-19 pandemic. The present project was set to assist with this situation, with the goal of creating a practical and clinically useful protocol for mental health care that would cater to most clinical and cultural contexts, assisting mental health care providers around the world.



Methods

The project sought to take advantage of the knowledge and experience of psychiatrists from a wide range of countries, connected by the Early Career Psychiatrists Section of the World Psychiatric Association (12). A panel of 16 psychiatrists from 15 different countries covering all WHO regions was convened. The study used a combination of a modified Delphi technique, called reactive Delphi, and strategies drawn from the consensus development conference method (13–15) (Tables 1, 2).


Table 1 | Protocol development pathway.




Table 2 | Trigger questions and topics.



All participants were provided with a set of trigger questions and topics via the social network messaging application WhatsApp® and prompted to reply about what was applicable in their countries (Table 2). All answers were collected by the lead (RRam) and co-lead (LO) authors and entered into an Excel spreadsheet. Informed by these answers, RR developed a first draft of the protocol with the support of LO and then shared it with all participants as a Google® document, who were asked to provide feedback using a reactive Delphi Technique (14, 15). All feedback was incorporated into a second draft and then shared and discussed with all participants using the Zoom® platform and strategies drawn from the consensus development conference method (13). The final draft was unanimously accepted by all participants (Table 1). Group discussions were accompanied with a review of the emerging scientific literature about COVID-19 and its impact on mental health, as available in online journals and databases. Also, the answers provided to the trigger questions and topics informed the development of other manuscripts published (11) and to be published in the near future.

This study did not involve the management of sensitive data; all of the authors participated voluntarily, and their contributions reflect their own views and not necessarily those from their institutions. Due to the nature of this study, prior assessment by an Institutional Review Board was not necessary.



Results

The consensus group was composed of 16 participants representing countries from all WHO regions: African Region, Region of the Americas, South-East Asia Region, European Region, Eastern Mediterranean Region, and the Western Pacific Region. These were representatives from lower middle income (Egypt, India, Indonesia, Nigeria, and Tunisia), upper middle income (Brazil, Colombia, Iran, Kosovo, and Lebanon), and high income countries (Italy, New Zealand, Portugal, Spain, and United States of America).


Delivery Platform

There are some contexts where video conferencing is available for specialists and the population. However, while it would be ideal for everybody to have access to the tools and the necessary digital literacy to liaise with mental health providers online, this is not always the case. An actual means available for the wider population and mental health care providers in most contexts involve phone calls (landline or mobile), primarily via telephone hotlines. The following protocol was created with this limitation in mind. Still, whenever possible, video conferencing should also be made available to the public.



Resources Required

We recommend mental health departments to provide an entry point to mental health care via telephone hotlines or helplines. But before making this service widely available, these departments should first organize the necessary resources, including human resources. This organization should include securing the contact information of, and/or an open line of communication with, available hospitals, ambulance services, and any other potentially necessary resource (e.g., hotlines for people experiencing intimate partner violence). Depending on availability, this organization should also include securing up-to-date information about COVID-19, public health measures, essential services, and any financial assistance available to the population in times of quarantine. It should also include setting up a filing system for records, if these were to be used.

The service would require, ideally, a coordination team, a technical support team, and mental health care providers (from here on referred to as providers). The coordination team should be responsible for ensuring resources, both material and human resources, including technical support. In case that not all members of the providers team were mental health specialists, the protocol we are presenting offers a guide for when to refer the call to these specialists. All providers should possess the appropriate and necessary competencies in terms of mental health care. In regard to the provision of telemental health care, it might be necessary to organize brief training at the service, either through professional associations, by inviting national or international consultants, or even through active learning under a self-training scheme. There may be contexts where it would be the same providers who are in charge of coordinating the service. Still, it is advisable for them to organize first the necessary resources, according to the service capabilities.



Care Provision

Providers should be aware that telepsychiatry carries some additional challenges in regard to establishing rapport. This is due to the loss of nonverbal cues during the interaction, the lack of physical closeness, and, in cases where it is conducted via video conferencing, the artificiality of eye contact through a screen (16). Providers should demonstrate a high tone of professionalism in their verbal communication, maintaining an attitude of active, empathic, and non-judgmental listening. They should act as if they were, in fact, face-to-face with the caller, being mindful of their background and self-presentation, and trying to avoid multitasking and getting distracted during the conversation.

When contacted for the first time, providers should conduct an immediate assessment and intervention, tailored to each person’s needs to the best of the provider’s capabilities. Table 3 shows a suggested guideline for conducting this initial assessment. After greeting the caller and introducing themselves, providers would set the frame of the consultation, assuring callers about its confidentiality, and obtain their informed consent. Providers will then ask for a name and contact information, the latter due to the possibility of having the call dropped out in the middle of a conversation; however, providers should be open to the possibility of callers not willing to share that information through telecommunication means. The initial assessment will then move to explore four areas: the caller’s current living conditions, the presence and quality of any psychological distress, COVID-19 diagnosis and misinformation about it, and the caller’s medical history. This assessment could also include the administration of screening scales, such as the Patient Health Questionnaire 9-item Depression scale (PHQ-9) and the 7-item Generalized Anxiety Disorder scale (GAD-7), two validated and widely used depression and anxiety measures (17, 18).


Table 3 | Semi-structured outline of an initial assessment.



As an outcome of this initial assessment, callers will then be matched to one of three potential lines of intervention (Table 4). Most people contacting the department will likely match either the first or the second-line interventions (Table 5). First-line interventions aim to provide trustworthy and appropriate information, reduce the distress associated with the pandemic and manage its emotional impact, and assist in the process of complying with public health measures of physical distancing. Providers who are not mental health specialists should be able to provide first-line interventions. Second-line interventions aim at providing the necessary support to people who are facing situations of particular distress or may be more susceptible to the mental health impact of the pandemic. Second-line interventions will require contact with a mental health specialist, whether during the same call or by referral to a scheduled one. Close monitoring via follow up calls and further communication should be scheduled with this population. People experiencing a psychiatric emergency or a situation that places them or others at risk of harm require third-line interventions, which include immediate contact with a mental health specialist or an emergency service.


Table 4 | Target population and matching interventions.




Table 5 | First, second, and third-line interventions.



All interventions should follow the criteria of appropriateness and evidence-based efficacy. It is highly recommended for providers to review and follow, according to the provider’s and service capabilities, the best practice guidelines provided by either local or international entities, e.g., those published by the American Psychiatric Association and the American Telemedicine Association (19), and other researchers (20). Finally, as much as with face-to-face consultations, cultural responsiveness is an essential component of telepsychiatry. All providers should be sensitive to the caller’s cultural identity and cultural conceptualisation of distress, as well as the impact of cultural features on the caller-provider relationship (DSM-5) (21). There is one extra component that needs to be taken into account, that is, the influence of the service user’s cultural background on the use of the provided service (22, 23). Providers should assess callers and communities’ acceptability of this service, adapt and respond to this assessment, and continuously monitor changes.




Discussion

The rapid progression of COVID-19 and the non-pharmacological interventions adopted to reduce the spread of the virus have led to increasing difficulties in the provision of mental health care. As a result, telemedicine has become a pivotal tool in the task of ensuring the continuous provision of mental health care for the population. It is extremely important for mental health services around the globe to prepare and take action (24); the protocol here outlined can assist them with both.

The strength of this protocol lies in its practicality, clinical usefulness, and wide transferability, resulting from the diversity of the consensus group that developed it. Country representatives from a wide range of social, cultural, and economic contexts contributed to the development of this protocol. As such, it represents a valuable tool with a likely wide transferability across different regions and contexts. Nevertheless, it should be acknowledged that there is a potentially high degree of resource allocation needed to apply these recommendations, which may indeed limit its transferability to some contexts. Therefore, further studies are recommended to ensure a match between the here proposed protocol and country/context-specific conditions or to guide all necessary adjustments before it is implemented locally. Moreover, both these studies and/or the implementation of the present protocol in any mental health service should abide by specific local health regulations and the institutions’ ethics committees.

Still, the proposed protocol could help mental health providers to identify and address the mental health impact of physical distancing and misinformation during the COVID-19 pandemic, two key issues highlighted in the literature (25). Furthermore, mental health departments should also acknowledge the impact of physical distancing and provide adequate mental health support (26). This support may prove a valuable resource in assisting people to comply with prescribed physical distancing measures, and thus with the battle against the pandemic (27, 28). The WHO has called people to resort only to official sources when seeking information about COVID-19 (29). Mental health departments should support this call and combat misinformation, but they should also provide people with strategies to avoid a hyperconsumption of information (30, 31). These are all points addressed in the recommended protocol and should be acknowledged when developing local adaptations.

The literature also suggests that it may prove beneficial to develop targeted telepsychiatry interventions for different populations during the pandemic (32). Particular attention should be paid to older adults, children, and those caring for them (33–35). Similarly, healthcare professionals require special consideration (30, 36, 37). The proposed protocol would allow mental health departments to identify and support these and other particularly vulnerable populations, such as those with a pre-existing or emerging mental health disorder (5, 38) and those in situations of domestic or intrafamilial violence, which may dramatically increase during the quarantine (39). It is highly recommended for local adaptions of this protocol also to identify and cater for different populations within each specific context in case these were not contemplated in the present protocol.

As suggested by other authors (6, 26, 40), telemedicine services should be formally provided as a crucial component of the public health response to the ongoing COVID-19 pandemic. The adoption and expansion of telepsychiatry in mental health care would simultaneously improve access to this care and decongest those mental health care services already working at capacity. The proposed protocol can support mental health departments to provide care in non-urgent situations that do not necessarily require a face-to-face interaction, minimizing the risk of contagion between members of the population and the health care workforce. It can also help with redirecting and maximizing the use of available resources, including specialized mental health care professionals. But further research is needed on its use and applicability to local healthcare systems, services, and resources during the pandemic.

The mental health impact of the COVID-19 pandemic has forced mental health services around the world to adapt. The adoption of this protocol can complement existing guidelines during the pandemic in those contexts where telepsychiatry was well established already, but most importantly, it can also provide a starting point to those where telepsychiatry has played a marginal role until now. These are particularly difficult moments in time. However, they also offer the opportunity to advance the way in which mental health services worldwide support the population, and this protocol also highlights the importance of acknowledging and harvesting the knowledge and expertise of early career psychiatrists around the globe in that task.
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e there any protocols o gides beng used n your county?

Lovel oftraining regarting toepsychiaty befo and afer the pandenic

Rl of early career psychatss in teepsychaty

Ay suggestions on what shouid be something to consider when draftng recommendations?
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Frsting nferventons: Peopie wih mid-tensty neds.

Peopie vith no known psychiatic or physical condiion showing signs of psychologiea disress due to uncerianty or misormaton. fnandl concems, of physica
ditancing and sefsoton.

Secondt-ine ierventons: People ith moderat-iensiy needs.

Thictine

Healh care workers and people providing essental senvios.
Pecpie wih a siable psychiatric or genera macical conditon o those caring for them, incuEng pacple with chiorsc heath conditons, neurodavelopmenta
disorers o ntallectual isabites, or lder aculs i noed of constant homo-based assitance.

Peopie vith COVID-19 in forced se-solation duo 10 asymplomatic condton or mid ke symptoms, or peopl beng reated for o recoverg fiom COVID-10)
s wet s those caring for them,inouing heathcare workers o ther professionsis. Pariular attetion $hould be pad 0 those with comorbid mental heath
diorders.

ine nterventons: Peop with highvinensiy needs.

Peopie who present ith worsening or ncontroled peychological andior psychiatic symplomatoiogy.

People grving the oss of someone dus 1o COVID-19.

Psychiatic emargenes, includng but not kited 10 suicde ideation, suicds atompt, and alcohol andlor other substance oxCaton or severs wihdrawal
smptoms.

Peopl a fisk o satham behaviors, harn to ofhers, o har from hrs, nching vitims of any type of volence.





OEBPS/Images/table3.jpg
Good Maring/AfleenoonNig.

Wekoamo t (nam of hotine o department, f appicad

My pamo s ... | am a menta heaticare providermental heatih specist speciy) and 1 beong o stiutor)

Gonkd 1 gt your namo and your contact fomation, piease?

i name), | need t ask you some auestons f beterdetermine o |can hep you. Shouk | roceed?

Explore currentfing conditions

Presenco or absenco ofsocal neworks, support esoutces, and chalenges

Expiora onginess and the indicals subjectie experenca ofphysical disancing, presance and qualtyof socl support i the house, whather the parson s caring or
pecpe at home and f thy aro and fesuppored i tht cae, Examples of Questions:

- Wiho kes with you a s moment?

 Howw i yourr8at0shp with your amiyipecpie you 1o ing wih?

Do you have chicken o seio Gizens hing a home?

- Ao you carng for somoono @ o ) homo?

Tye of vork and working COncHons, whether WOkd o ot SConOTC Stuation. Examples of Quesions:

-What s you job?

- Areyou curenty working?

- At you woring on essental sevioes?

- Ao you a heancare professiona’?

I anyone urrerly ving ith you  heahcare professonal o working on essentl senvios?

- Ao you curenty ocig fnancia ssuss dve 1 tho COVID-19 pardomc?

Disoornection rom revious hobis,isur cthvs, ind c0png Siralegies

Explore hobbie, presenco or absance, and previusl Used coring ialegies such as physica acthites, eating outsde, socal gaherngs. Exampes o questons:
-0 y0u uso 0 60 forwaks or [0 the gym?

- Did you use 0 e for your garden? Ave you sl dong 12

- At you sl a0 cha with you fends over he phone?

Explore psychological distress and coping strategies

Exploe speclcstuatons, though', and emotons relaled fo any perceled psychoogcal dsiress. Exampes of questors:

- At you Gurent experecing any GSressig emotion, sensation,or fesng? How long have you been feeg that way? How often? How song s 7
I there any speciic stuaton viorsering hat feing?

- What 60 you normaly do when you ol thatway?

Exploro COVID-19 diagnosis and misinformation about COVID-18.

Expio whehr he person o Someons c0se 1 e pérson is @ confined or probab Case of COVID-19 e the measures adopte. Expo knowecge 8bout e
s, transmision, 1S of COVID-19, and nchicialand pubkc bk measures used t bate the pandemc Exampio of questons:

 lyou weo teste, o you suspec you Wouk! v fght now igh chances o est posi o COVD-197 Wry?

- Where 0o you sek for formation about the vius and COVD-197

- Havo you boan tested for COVI-19? Ave you i isoaon e 1o COVID-19 posiity?

Do you have someone at homo iniscaton due o COVID-19 posiy?

Medica history.

Explore any previous or urent psychiaric Giagnoss,as ol any comorbid physical condiion. Examples of questns:

Do you have any Gagnoss o  psyhiatc ormental heath conon,inckxdng substance and behaoral a0dctons?

Do you have any famly members vith a psychiatic dagnosss?

Do you have any general messal condiion, such as iabetes, asira, hypertension, other cvonic or Onciogcal deases?

Do you uss any substance (nckuing akoonoland 106acoo)? [Explre petten o use]

- At you taking any ecication o naturl supplement? A you olonin any psychologica treament?

Scales

Expio he presence orabsence ofpsychiatic symplomatoiogy v el etabished and vaidated scals, such a5 GAD-7 and PHQ'S.

Note: Poopl maichng tho bolow conitons at the moment o the callshouk b furher 50556 by the mental heath specsst o reered (0 an emorgency senvice
Wiin the samo cal and as s00n as possbl:

whis experincng a poychiaic amergency (6. 68 pOYChoss o suiciaiy o

- 62 0 worsering psychaogial andlor psychialic symplomaloogy,or

forbeng na siuaton that places them or others a sk of ha, or

 caing on bl of someonein any of these siatins.

Providers il flo the Gepartment’s pre-estabished uideines for reteras and all other neoessary immediate actions, such as Confacting emergency Sevices.
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First-line: Fst-ino intenventons incude

. Proving approprate information about COVID-19 and publc heath measures. Recommending trusted Sources, Yot recommending not 1o get overoaded o
bsessad wih information beyond what s neocd o know n ordo t stay sale and avoid the spread of h faction.

+ Vaidating and nomalzing the emotonal esponse {0 the general Stuaion, specic Grcumsiances, o physcal dstancig and saltsolation, Explaning that wory, 1o
a cerain extent, s anommal coping mechanism.

Ofring srategies to stay physicaly, mentay, and socialy healiny, coping with th sirss and boredom produced by physica distancing and sefisoation:

Healhy da routings, incuing eatng and sieeping habi, and eisure actte.

Pysical exrcse

Adice ragarding how to improve socal interactons. wih the peoplo g with them (1 appicae) and maintanng o eniching group and 006-0000 506

onnections via phone cals, instant messagg, or ideo Cal,

. Tranng and practcing rexation and mindiuinoss techriques. For senice Users wihout previous experonce n those lechniques, 1aning could bo ofered during
the allor by efering to onine resources and apps.

+ Proving nformation aboutany firancal assistance avalab 10 the pogsaton i tmes o quasantis.

. Scheduing a folow up cal.

Second-fine: Secondino interventions includo (besices those previousy mentoned i the frst-ne)
Proviing sirateges 0 cope with the fear of nfection o spreading e vius to famsy, fiands, and colbagues.

Proviing acional ackico for 5o 0 thoso carog for thers. carng or tho carer,

Eimphasizing the nood 0 contino with any prescribad psychiatic o gencral mecical eatmant or o ConINUe 10 rovid 0 those under tei case.

Note: Seconcine intrventons shoukd aays be assisted by a mental health speciast, whether i the same cal o via & scheduled al 10 0, and folow up cals

- Contacting emexgency servioes (p0ice or an ambulancel

- Refaring cases 10 a specialzed mental Nealin care rovide wihoutsing contact wih then.

. Contacting acaler's support person to assistor asking the caler [0 put 0ne 0n the cal.

+  Proving emotonal support 0 the person caing on behaf of someone wih Nghvitensiy nesds, whi simutaneously contacting the polce or ambxiancs, o
efering the caler toa speciaized mental health car provider.






