
EDITOR:
SHAHUL AMEEN

GUEST EDITORS:
SURESH BADA MATH
VIJAYKUMAR HARBISHETTAR
MAHESH GOWDA
RAMKUMAR GS

TELEPSYCHIATRY:
INDIAN 
PERSPECTIVE

Vol 42  Issue 5S  October 2020

   SUPPLEMENT   ISSUE

V
ol 4

2  Issue 5S  O
ctober 2020

find this journal online 
at http://journals.sagepub.com/home/szj

ISSN 0253–7176



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 iS

EDITOR-IN-CHIEF 

Shahul Ameen
St. Thomas Hospital, 
Kurisummoodu PO, 
PIN - 686 104, Kottayam 
Dt., Kerala, India E-mail: 
editor@ijpm.info

CHIEF ASSOCIATE 
EDITORS

Samir Kumar Praharaj 
Vikas Menon 

CHIEF EDITORIAL 
ADVISORS

Chittaranjan Andrade
MS Reddy

ASSOCIATE EDITORS

Anju Kuruvilla
Indu PV 
Janardhanan N 
Mahesh Gowda 
Rajshekhar Bipeta 
Sai Krishna Tikka 
Sandeep Grover

ASSISTANT EDITORS

Guru S Gowda 
Jayant Mahadevan 
Pooja Patnaik
Sujit Sarkhel
Vijaya Lakshmi 
Vishal Akula 

SECTION EDITORS

Neuropsychiatry 
Jayakumar Menon

Addiction Psychiatry
Sourav Khanra
Arpit Parmar

Schizophrenia
Rishikesh Behere
Shobit Garg

Geriatric Psychiatry
Ravi Philip Rajkumar
S Shaji

Mood Disorders
Muralidharan Kesavan

Child Psychiatry
Preeti Jacob
Rajeev Ranjan

Perinatal Psychiatry 
Balaji Bharadwaj
Sreelaxmi Pingali 

Psychopharmacology 
Sreejayan K 
Varun Mehta

Community Psychiatry 
Anindya Das 
Ramkumar GS

Cyberpsychiatry
Badr Ratnakaran 
Shijo John Joseph

Neuromodulation
G. Venkatasubramanian

Clinical Psychology 
Manjula M
Thomas Kishore

Psychotherapy
Monica Mongia
Prasanta Roy

Psychiatric Social Work
Anekal C Amaresha
Kamlesh Kumar Sahu

EDITORIAL BOARD

Abhishek Ghosh 
Anamika Sahu
Himani Kashyap
Naren P Rao
Parthasarathy R
Siddharth Sarkar
Suhas Ganesh 
Tarun Verma 
Umesh Shreekantiah
Uvais NA  
Venugopal Duddu

NATIONAL ADVISORY 
BOARD

Ajit Avasthi
BN Gangadhar
E Mohandas  
G. Prasad Rao
Gautam Saha
Indla Rama Subba 
Reddy
K Chandrasekhar
K Kuruvilla
KS Shaji

PSVN Sharma
Roy Abraham Kallivayalil
TSS Rao
TV Asokan
YC Janardhan Reddy

INTERNATIONAL 
ADVISORY BOARD

Brendan D Kelly
Dinesh Bhugra
Kyooseob Ha
Lakshmi Yatham
Matcheri Keshavan
Michael Jann
Mohan Issac
Pichet Udomratn
Rajiv Radhakrishnan 
Rajiv Tandon
Roy Chengappa
Russell D’souza
Thambu Maniam

JOURNAL  
OMBUDSMAN

Suresh Bada Math

STATISTICAL CONSULTANT

Binukumar Bhaskarapillai

DESIGN  
CONSULTANT

Abhilash Chacko

COVER IMAGE

Sudheer Uralath

ILLUSTRATION

Aparna GK 
Arunkumar Nagasundaram 
Rahul Rajeev 
Shaji Ankan

DISTINGUISHED  
PAST EDITORS

Abraham Vergese
Palaniappan 
Karri Rama Reddy 
G Prasad Rao 
John Mathai 
E Mohan Das 
TSS Rao 
MS Reddy

President
Dr. P. Kishan

Vice President
Dr. Ramakrishnan

Hon. General 
Secretary (interim)
Dr. Abhay Matkar

Hon. Treasurer
Dr. K. Gangaram

Hon. Editor
Dr. Shahul Ameen

Immediate past 
President & Awards 
Committee
Chairman
Dr. A. Jagadish

Awards Committee
Members
Dr. S Shaji
Dr. V George Reddy

Representatives to 
the National EC
Dr. G. Suresh Kumar
Dr. Abhay Matkar

Constitution 
Committee
Chairman
Dr. S Nambi
Members
Dr. Ramanan Earat
Dr. K Chandrasekhar

Women 
Empowerment 
Committee
Chairwoman
Dr. Sunita Simon
Members
Dr. Radhika Reddy
Dr. Sabitha B

Legal Advisory 
Committee
Chairman
Dr. Ponnudurai R
Members
Dr. Bhagya Rao G
Dr. Abhay Matkar

Spirituality & Yoga
Chairman
Dr. G Prasada Rao
Members
Dr. Mohan Chandran
Dr. Shivarama
Varambally

C.M.E. Committee
Chairman
Dr. K Chandrasekhar
Members
Dr. T S S Rao
Dr. V K Aravind

IPS-SZ Tribunal & 
Ethics Committee
Chairman
Dr. Raghurami Reddy
Members
Dr. E Mohandas
Dr. IRS Reddy

Research Capacity 
Building Committee
Chairman
Dr. M V Ashok
Members
Dr. Rajshekhar B
Dr. N Nageshwar Rao
Dr. P P Kannan
Dr. Indu P V

Community 
Psychiatry
Chairman
Dr. Uday Kumar

Members
Dr. E Mohandas
Dr. IRS Reddy
Dr. K. Ashok Reddy

Suicide Prevention
Chairman
Dr. Lakshmi
Vijayakumar
Members
Dr. Pavitra K S
Dr. Vishal Akula

Website
Chairman
Dr. Mohan SunilKumar

State Executive 
Council Members
Andhra Pradesh
Dr. P. Lokeswara
Reddy
Dr. Vishal Indla
Karnataka
Dr. B. R. Madhukar
Dr. Sunil Kumar G.
Patil
Kerala
Dr. Harish M Tharayil
Dr. Sebind Kumar
Tamil Nadu
Dr. Y. Arul Prakash
Dr. J. Babu Balasingh
Telangana
Dr. Mayurnath Reddy
Dr. Minhaj Nasirabadi

Managed by Journal of Psychological Medicine and Research. SAGE PUBLICATIONS

Volume 42 | SUPPLEMENT ISSUE | October 2020 | www. journals.sagepub.com/home/szj

EXECUTIVE COMMITTEE OF INDIAN PSYCHIATRIC  
SOCIETY, SOUTH ZONAL BRANCH

Official Publication of
Indian Psychiatric Society

South Zonal Branch



indian Journal of Psychological Medicine | Volume 42 | Supplement issue | october 2020iiS



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 iiiS

Please read the manuscript submission 
guidelines, then visit the journal's 
peer-review and submission system 
[https://peerreview. sagepub.com/szj] 
to create account/log in to upload your 
manuscript. Please note that manuscripts 
not conforming to the guidelines may 
be returned. To view the manuscript 
submission guidelines, please visit journals.
sagepub.com/home/szj and click on the 
`Submit Paper' tab.

Abstracting and indexing 
information

Abstracting and Indexing: Please visit 
http://journals.sagepub.com/home/szj and 
click on the ‘More’ button (under ‘About 
this journal’), then click on the Abstracting/
Indexing tab to view a full list of databases 
in which this journal is indexed. This journal 
is included in the following abstracting and 
indexing databases.
•	� Clarivate Analytics: Emerging Sources 

Citation Index (ESCI)
•	 PubMed Central (PMC)
•	 Scopus
•	 UGC-CARE (GROUP II)
•	 Indian Science Abstracts

Annual Subscription

Individual rate (print only) ` 4,180; 
institutional print-only ` 7,150, $883, and 

£477. For orders from Pakistan, Bangladesh, 
Sri Lanka and the Maldives, SAARC rates 
apply: individuals $85; institutional 
rate $125. Prices include postage. Print 
subscriptions are available for institutions 
at a discounted rate.

Orders from the Americas should be sent 
to SAGE Publications Inc, 2455 Teller Road, 
Thousand Oaks, CA 91320, USA (Tel: 00 800 
818 7243/E-mail: journals@sagepub.com).

Orders from the UK, Europe, the Middle East, 
Africa and Australasia should be sent to 
SAGE Publications Ltd, 1 Oliver’s Yard, 55 
City Road, London, EC1Y 1SP, UK (Tel: 0207 
324 8500/ E-mail: subscription@sagepub.
co.uk).

Inquiries from India/South Asia about 
single issue rates, availability of back 
issues, print rates for institutions, and 
permission requests should be sent to 
SAGE Publications India Private Limited, 
B1/I-1, Mohan Cooperative Industrial Area, 
Mathura Road, New Delhi 110 044 (Tel: 91-
11-40539222/Fax: 91-11-40539234/E-mail: 
customerservicejournals@sagepub.in). 
Inquiries from the Americas should be sent 
to the California address (above), while 
those from the UK, Europe, the Middle East, 
Africa and Australasia should be sent to the 
London address (above).

Claims 
Claims for undelivered copies may be made 
no later than three months following the 
month of publication. The publisher will 
supply replacement issues when losses 
have been sustained in transit and when 
reserve stocks permit.

Change of Address: Four weeks’ advance 
notice must be given when notifying 
change of address. Please send the 
old address label to ensure proper 
identification. Please specify the name of 
the journal and send change of address 
notification to the SAGE office through 
which you subscribe to the journal. 

Copyright

Copyright © 2020  Indian Psychiatric 
Society - South Zonal Branch. All rights 
reserved. No portion of the contents may be 
reproduced in any form without permission 
in writing from the publisher.

Printed and published by Vivek Mehra 
on behalf of Indian Psychiatric Society, 
South Zonal Branch at SAGE Publications 
India Pvt Ltd, B-1/I-1 Mohan Cooperative 
Industrial Area, Mathura Road, New Delhi 
110044. Printed at Sai Printo Pack Pvt Ltd, A 
102/4, Sanjay Colony, Okhla Phase II, Okhla 
Industrial Area, New Delhi, Delhi 110020.

General Information

Indian Journal of Psychological Medicine was started in 1978. It is a peer-reviewed, open access journal published by Indian 
Psychiatric Society, South Zonal Branch. The journal publishes articles on psychiatry, psychology and allied disciplines. It is published 
bimonthly in January, March, May, July, September and November.

ISSN: 0253-7176; Online ISSN: 0975- 1564

MANAGED BY JOURNAL OF PSYCHOLOGICAL MEDICINE AND RESEARCH

Official Publication of
Indian Psychiatric Society

South Zonal Branch

RNI No. MAHENG/2011/38799 Editor: Dr. Shahul Ameen



indian Journal of Psychological Medicine | Volume 42 | Supplement issue | october 2020ivS



indian Journal of Psychological Medicine | Volume 42 | Supplement issue | october 2020indian Journal of Psychological Medicine | Volume 42 | Supplement issue | october 2020 vS



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020viS

Telepsychiatry Netiquette: 
Connect, Communicate and 
Consult
Mohan Sunil Kumar, Sharmitha 
Krishnamurthy, Nitya Dhruve, Bettahalasoor 
Somashekar, Mahesh R Gowda
22S

Telepsychiatry and Outpatient 
Department Services
Laxmi Naresh Vadlamani, Virinchi Sharma, 
Amala Emani, Mahesh R Gowda
27S

A Review of Models and 
Efficacy of Telepsychiatry for 
Inpatient Service Delivery: 
Proposing a Model for Indian 
Settings
Abhishek Ghosh, Meha Verma, Shalini Lal
34S

Geriatric Telepsychiatry: 
Promoting Access to Geriatric 
Mental Health Care Beyond 
the Physical Barriers
Palanimuthu Thangaraju Sivakumar, Shiva 
Shanker Reddy Mukku, Nilamadhab Kar, 
Narayana Manjunatha, Vivek Haridas 
Phutane, Preeti Sinha, Channaveerachari 
Naveen Kumar, Suresh Bada Math
41S

Telepsychiatry for Mental 
Health Service Delivery to 
Children and Adolescents
John Vijay Sagar Kommu, Eesha Sharma, 
Ujjwal Ramtekkar
46S

Contents

Telemedicine Practice 
Guidelines and Telepsychiatry 
Operational Guidelines, 
India—A Commentary
Damodharan Dinakaran, Chethan 
Basavarajappa, Narayana Manjunatha, 
Channaveerachari Naveen Kumar, and 
Suresh Bada Math
1S

Setting Up and Providing 
Telepsychiatry Services in India
Furkhan Ali, Vachana Kamila, Mahesh R 
Gowda, Preeti Srinivasa, Guru S Gowda, 
Suresh Bada Math
4S

Economic Perspectives on 
Setting up and Running 
Telepsychiatry Services in 
India
Khushboo Dewani, Chethan Basavarajappa, 
Guru S Gowda, Mahesh Gowda, Preeti 
Srinivasa, Chandrashekar Muthyalappa, 
Channaveerachari N Kumar, Narayana 
Manjunatha, Sandeep Vohra, Suresh B Math
10S

Approach to Informed 
Consent in Telepsychiatric 
Service: Indian Perspective
Guru S Gowda, Arun Enara, Furkhan Ali, 
Mahesh R Gowda, Chethan Basavarajappa, 
Channaveerachari Naveen Kumar, Suresh 
Bada Math
16S

Telepsychiatry and Addiction 
Treatment
Ashwin Mohan, Atul Ambekar
52S

Telerehabilitation in 
Psychiatry
Deepak Jayarajan, Thanapal Sivakumar, John 
B Torous, Jagadisha Thirthalli
57S

Ethical and Legal Aspects of 
Telepsychiatry
Bevinahalli Nanjegowda Raveesh, Ravindra 
Neelakanthappa Munoli
63S

Evolution of Community 
Telepsychiatry in India 
Showcasing the SCARF Model
Hema Tharoor, Rangaswamy Thara
69S

Telepsychiatry and 
Telepsychotherapy: Critical 
Issues Faced by Indian 
Patients and Psychiatrists
Avinash De Sousa, Amresh Shrivastava, 
Bhumika Shah
74S

Prescribing Psychotropics: 
Perspective From Telepsychiatry 
Operational Guidelines 2020
P Lakshmi Nirisha, Barikar C Malathesh, 
Narayana Manjunatha, Channaveerachari 
Naveen Kumar, Suresh Bada Math, Rajendra 
Madegowda Kiragasur
80S

SUPPLEMENT ISSUE:  TELEPSYCHIATRY: INDIAN PERSPECTIVE



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 viiS

Contents

Data Handling for E-Mental 
Health Professionals
Sandeep Grover, Siddharth Sarkar, Rahul 
Gupta
85S

Telepsychiatry and Medical 
Insurance: Comparative 
Perspectives Between India 
and the United States
P Lakshmi Nirisha, Srinagesh Mannekote 
Thippaiah, Rachel E. Fargason, Barikar C 
Malathesh, Narayana Manjunatha, Suresh 
Bada Math, Badari Birur, Channaveerachari 
Naveen Kumar
92S

The Relevance of Telemedicine 
in Continuing Medical 
Education
Samir Kumar Praharaj and Shahul Ameen
97S

Patient’s Perspectives of 
Telepsychiatry: The Past, 
Present and Future
Shalini S Naik, Narayana Manjunatha, 
Channaveerachari Naveen Kumar, Suresh 
Bada Math, Sydney Moirangthem
102S

Hybrid Telepsychiatry: A 
United States Perspective with 
Relevance to India
Srinagesh Mannekote Thippaiah, Vijaykumar 
Harbishettar, Manoj Kumar T, Ananda 
Pandurangi
108S

The Future of Telepsychiatry 
in India
Ferose Azeez Ibrahim, Erika Pahuja, 
Damodharan Dinakaran, Narayana 
Manjunatha, Channaveerachari Naveen 
Kumar, Suresh Bada Math
112S



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 1S
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Damodharan Dinakaran1, Chethan Basavarajappa1, Narayana Manjunatha1, Channaveerachari 
Naveen Kumar1, and Suresh Bada Math1

around 1% of the gross domestic product 
(GDP), telemedicine could be a potential 
option to implement provisions of the 
MHCA.11,12 In this overview, the authors, 
discuss the scope of the Telemedicine prac-
tice guidelines, March 2020 and Telepsychia-
try operational guidelines, May 2020.

Telemedicine Practice 
Guidelines
Board of Governors in supersession of 
the Medical Council of India released the 
Telemedicine practice guidelines for registered 
medical practitioners (RMPs) on March 25, 
2020.1 The guidelines enable the RMPs to 
deliver health care using technology. The 
purpose of the guidelines is to offer clear, 
practical advice to the RMPs about using 
technological advancements in medical 
practice. The guideline is an important 
first step in organizing the telehealth ser-
vices across the nation. Scope, definitions, 
norms, protocols, and framework to imple-
ment telemedicine services are outlined in 
this guide. The roles and responsibilities of 
patients, RMPs, health workers, and tele-
health platforms while administering tele-
medicine services are clearly delineated. 

The guidelines enable RMPs to uti-
lize audio, video, text, apps, email, social 
media, fax, or any other available com-
munication platform to interact with 
other RMPS, health workers, patients, 
and their caregivers. This reduces the 
ambiguity and entitles RMPs to explore 
the innovative digital options to reach 
the stakeholders. For service users, tele-
medicine provides better access to care, 
minimize travel-related expenditure, 
and safety from contagious diseases. 
The guidelines allow both initial and fol-

Telemedicine Practice Guidelines and 
Telepsychiatry Operational Guidelines, 
India—A Commentary

Abstract
Recent advancements in technology, 
access to smartphone, and gains achieved 
in increased internet speed and data 
transfer have expanded the scope of health 
care service delivery through the digital 
platforms. In India, telemedicine services 
remain poorly adopted and integrated due 
to various barriers. The important reasons 
are lack of legal and administrative clarity 
in using technology for service delivery 
and inertia from health service providers 
to adopt newer developments. However, 
during coronavirus disease (COVID-19) 
pandemic, these equations are changing. 
The Telemedicine practice guidelines 
released in March, 2020, and Telepsychiatry 
operational guidelines released in May, 
2020, appear to remove these barriers and 
promote equitable access to health care. In 
this article, the authors discuss the scope of 
these guidelines.

Keywords: Telemedicine, telepsychiatry, 
guidelines, health care, legal

Telemedicine encompasses the de-
livery of health care services using 
information and communication 

technologies.1 This involves collecting 
information from the person, making a 
diagnosis, and managing the illness in 
virtual mode.2 Mental health service de-
livery in India is hampered primarily by 
inadequate human resources and inequi-
table distribution of available resources. 
As capacity building is time-consuming, 
telepsychiatry could be used to address 
the poor accessibility issue efficiently.3 
The call to utilize technology so as to in-
crease the reach of medical services has 
been there since a long time; however, 
many barriers prevented its uptake—

some of these barriers were skepticism 
from clinicians, inadequate data on 
cost-effectiveness, and administrative 
and legal concerns.3,4 Recently, the Medi-
cal Council of India released the Telemed-
icine practice guidelines.1 The Indian Psy-
chiatric Society (IPS) and Telemedicine 
Society of India (TSI) in collaboration 
with the National Institute of Mental 
Health and Neurosciences (NIMHANS) 
released Telepsychiatry operational guide-
lines in May 2020.5 These recent guide-
lines help to remove the administrative 
and legal concerns present in practicing 
telemedicine. Also, available data sug-
gests telepsychiatry is more economical 
than the existing standard in-person 
clinical care,6 and it is acceptable and fea-
sible.7 

In this context, the telemedicine initia-
tive from the government is much appre-
ciated by all the stakeholders. During the 
lockdown phase of the pandemic, most 
services deemed to be nonessential were 
closed and it was a huge challenge even 
to get access to routine health care ser-
vices. The timely release of the guidelines 
helped to dispel the administrative and 
legal concerns among clinicians, and they 
have been able to embrace telemedicine 
like never before. Recent reports show 
that telepsychiatric services are gaining 
popularity and getting implemented 
in many countries.8,9 National Mental 
Health Survey of India (NMHS 2016) 
reported a huge treatment gap ranging 
from 75% to 93%.10 Mental Healthcare Act 
(MHCA 2017) mandated the government 
to ensure every citizen has access to the 
mental health services. In India, with 
the public expenditure on health only 
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low up consultations through telemed-
icine services. Both synchronous and 
asynchronous communication modes 
could be utilized to deliver service. The 
guidelines describe the strengths and 
limitations of different modes of com-
munication. The professional discretion 
of judgment to use the available means 
rests with the RMP. Additionally, practi-
tioners are instructed not to compromise 
on the quality of care. RMPs are expected 
to uphold similar ethical norms and pro-
fessional standards as applicable to the 
routine in-person clinical care.

RMPs are mandated to verify and con-
firm the identity and age of the patient 
before proceeding with the teleconsul-
tation. Types of consent and means of 
availing the consent for online consul-
tation are described. First and follow-up 
consultations are categorized clearly. 
Guidelines for consultation between two 
RMPs, between RMP and health work-
ers, and between RMP and caregiver are 
provided. Drugs are categorized into dif-
ferent lists (List O, A, B, and prohibited) 
for a specific type of consultation. Steps 
to handle emergencies in teleconsulta-
tions are specified. RMPs are directed to 
mandatorily refer the patient for imme-
diate in-person consultations if clinical 
emergency is identified. There is a sepa-
rate section providing guidelines/direc-
tions for the software aggregators and 
telehealth platforms. The guidelines ex-
clude the provisions for remotely assist-
ed surgeries, research, and education of 
health care workers. Also, the guideline 
does not provide for the consultation 
outside the jurisdiction of India through 
telemedicine. A standard format for issu-
ing a prescription is provided.

This guideline reduces ambiguity in 
health care delivery but has certain im-
portant limitations. When a grievance 
arises out of an inter-state telemedicine 
consultation, the legal jurisdiction of the 
trial is unclear. For example, RMP regis-
tered with a particular state medical coun-
cil could treat patients across all the states 
in the country. When grievances arise out 
of such consultations, the patient/caregiv-
er might face hardships in approaching 
the legal system since the jurisdiction is 
not clarified. Provision and management 
of health care is specific to each state, 
and the local regulations might hinder 

the effective translation of telemedicine 
guidelines services. The poor network 
connectivity in many regions of the coun-
try might restrict effective communica-
tion. Video-based consultation is stipu-
lated essential to prescribe certain listed 
drugs, and this may not be feasible at all 
times. For example, benzodiazepines are 
frequently used class of drugs for various 
indications in psychiatry.13 This guideline 
restricts prescribing benzodiazepines fur-
ther, which may be a cause of concern. 
RMPs are likely to face practical chal-
lenges in maintaining the digital trail 
of records, privacy, and confidentiality 
secondary to difficulties in the transition 
from manual to digital records and the 
possibility of data leak from the software 
aggregators. When the role of technolo-
gy platforms (e.g., WhatsApp, zoom, and 
Skype) is unclear, managing the privacy 
and confidentiality of the communica-
tion becomes problematic. Enabling ed-
ucation and research using technology 
would be the ideal next step. Though this 
initial attempt by the governing body has 
certain limitations, it is indeed the essen-
tial step in regulating the telemedicine 
services. This initiative has received wide-
spread appreciation from the service pro-
viders as a friendly and effective strategy 
to provide equitable access to health care.

Telepsychiatry Operational 
Guidelines
In May 2020, IPS and TSI in collabo-
ration with NIMHANS, Bengaluru, 
published the Telepsychiatry operational 
guidelines—2020.5 This is a telepsychia-
try resource guide intended for psychia-
trists practicing in India. The guidelines 
focus primarily on the video-based tele-
psychiatry services, unlike the telemedi-
cine guidelines that included audio and 
text-based consultations as well. The 
guidelines aim to empower psychiatrists 
across the nation to initiate and imple-
ment telepsychiatric services. The guide 
emphasizes that the psychiatrist should 
be observant of the provisions of laws 
(MHCA 2017, especially) pertinent to the 
practice of medicine and mental health. 
Psychiatrists should also uphold profes-
sional clinical standards while practicing 
telepsychiatry, similar to the traditional 
in-person psychiatry practice. 

The guidelines outline the medico-le-
gal issues that may arise during the on-
line consultation and lay specific sug-
gestions to avoid such concerns. The 
guidelines reiterate that the profession-
al should avoid advertisements about 
the practice in social media and online 
platforms. A framework for setting up 
telepsychiatry services with hardware 
and software technology standards is 
outlined. The guide advises choosing 
telemedicine software, which is simple, 
user friendly, and effective. Clear sugges-
tions are provided to maintain the basic 
medical record in either physical or virtu-
al form. In accordance with the existing 
laws, a structured format is provided that 
would help to maintain patient health re-
cords for first and subsequent visits. The 
need to obtain explicit consent from the 
patient before recording the consultation 
is emphasized. Importantly, the step-by-
step operational procedure to be followed 
before, during, and after telepsychiatry 
consultation is elaborated in detail. The 
guidelines also provide a specific format 
for caregiver-initiated consultations. The 
caregiver initiating a psychiatric consul-
tation is common in our country.14 This 
provision in the guidelines would avoid 
unnecessary professional and legal di-
lemmas while rendering the needed ser-
vice and streamlines the provisions of the 
Telemedicine practice guidelines. 

The guidelines specify the clinical 
scenarios where the telepsychiatry con-
sultation needs to be stopped, and the 
concerned person is to be referred for 
in-person assessment and management. 
The role of a psychiatrist during the col-
laborative telepsychiatric consultation be-
tween a psychiatrist and a health worker 
is explained. The importance of availing 
adequate information and arriving at a 
provisional diagnosis before prescribing 
psychotropic medications is reiterated. 
The guidelines classify the available psy-
chotropic medications into groups/List 
O, A, B, and C in accordance with the Tele-
medicine practice guidelines. This simplifies 
and enables the psychiatrist to choose a 
specific drug for the denoted purpose. Te-
lepsychotherapy is also encouraged after 
initial in-person detailed assessment. A 
set of guiding principles are provided for 
practicing telepsychotherapy. Appendices 
to the guidelines contain pro formas for a 
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13. Agarwal SD and Landon BE. Patterns in 
outpatient benzodiazepine prescribing in 
the United States. JAMA Network Open 
2019; 2: e187399.

14. Pavitra KS, Kalmane S, Kumar A, et al. 
Family matters! The caregivers’ perspec-
tive of Mental Healthcare Act 2017. Indian 
J Psychiatry 2019; 61: S832–S837.

new consultation, follow-up visit, neces-
sary consent forms, therapy report form, 
a formal authorization letter from the pa-
tient for caregiver-initiated consultations, 
and standard prescription format.

Future Directions
Innovative application of available tech-
nology in mental health service deliv-
ery might reduce the huge treatment 
gap. Several mental health regulatory 
authorities could be brought online for 
addressing the grievances quickly and ef-
fectively. Such innovations might bring 
in transparency and accountability. The 
inclusion of research and training in the 
guidelines would provide the necessary 
scope to evaluate the telepsychiatry prac-
tice. Perspectives from the service pro-
vider and the user may be assessed for 
better implementation of the guidelines. 
Research in virtual physical examina-
tion, which is currently not in the provi-
sions of the guidelines, may instruct and 
educate the practitioners for future ad-
aptation. Recent developments in wear-
able devices that monitor heart rate and 
rhythm, activity levels, and sleep quality, 
and adherence-monitoring applications 
might be integrated for better clinical 
practice. Telepsychiatry services could be 
used to monitor, mentor, and supervise 
the implementation of national and dis-
trict mental health programs.

Conclusion
The release of the telemedicine and telep-
sychiatry guidelines has come as a timely 
measure during this COVID pandemic 
as it will help to reach the unreached 
during the restrictions. These are not to 
be seen as an alternative to lack of hu-

man resources but an essential first step 
in ensuring the equitable distribution 
of available resources. These guidelines 
might provide impetus in taking health 
service delivery to service user’s doorstep. 
Especially when nonessential out-patient 
services are stopped and transport facili-
ties are curtailed, the guidelines mainly 
help to mitigate the uncertainties in the 
legislation and make the process simpler. 
These guidelines pave the way for provid-
ing a safe, user-friendly, and cost-effective 
framework to improve health care service 
delivery. Psychiatrists are enabled to con-
sult patients across the country, promot-
ing fast and equitable access to all parts 
of the country. The guidelines offer legal 
protection to all the stakeholders and a 
higher likelihood of maintaining patient 
records. Successful translation of the 
guidelines’ vision to clinical practice is 
the essential way forward.
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process of setting up, levels of telemedi-
cine facility, and managing telemedicine 
services with a focus on telepsychiatry, 
the challenges associated with it, and 
possible solutions.

How to Set Up and Run a 
Telepsychiatry Service
An effective teleconsultation requires 
the good functioning of its constituents. 
Ideally, these need to be user friendly and 
should not cause additional financial bur-
den either to the service user or the pro-
vider and meet the standard safety, priva-
cy, and confidentiality of data storage and 
encryption as per the IT Act 2000 and 
TPG 2020. It is, therefore, vital that the 
infrastructure already available on both 
ends be optimized and used for the tele-
services to be successful in the long run.

The key components that form the ba-
sis of teleconsultation unit are described 
in the following sections.  

Human Resources
Any successful telemedicine services 
would require adequately trained people 
who are well versed in the system. Broad-
ly, they can be divided into the following 
two categories.
1.	 Specialists: They can further be cat-

egorized into medical specialists and 
IT specialists. Medical specialists are 
doctors, nursing staff, and pharma-
cists who deliver healthcare to the 
user. IT specialists are people who 
develop and manage the software, 
servers that host the data, and the se-
curity of the data and hardware nec-
essary for the smooth functioning of 
the telepsychiatry services. The Tele-
medicine Society of India has start-
ed an online training module for 
the registered medical practitioners 
(RMPs) which aims at familiarizing 

Setting Up and Providing Telepsychiatry 
Services in India

Abstract
The exponential growth of technology in 
the past few decades has benefitted the 
healthcare sector. Telemedicine is a newer 
advancement which is making healthcare 
affordable and more accessible to the needy 
in recent times. This article discusses how to 
set up telepsychiatry services, the procedure 
of telepsychiatry consultation, how to record 
and maintain the electronic health records, 
the potential challenges, ethical and legal 
aspects concerning telepsychiatry while 
ensuring the good practice guidelines, 
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the Information Technology Act and the 
telemedicine practice guidelines (TPG) 2020 
issued by the Indian Medical Council.
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In the past few decades,  there has 
been a revolution in the information 
and technology (IT) sector, especially 

in many developed countries, including 
in India. That made affordable smart-
phones and faster, low-cost mobile inter-
net, there has been wider penetration of 
mobile and internet accessibility. Accord-
ing to the Department of Telecommuni-
cations, Ministry of Communications, 
Government of India, there are more than 
636 million internet users. The teledensi-
ty (telephone users per 100 inhabitants) 
has increased from 3.5% in 2001 to 90% 
in 2019.1 This has led to the tremendous 
growth of e-commerce, online education, 
and internet-based businesses.

Further advancement and the ease 
of use of technology has increased its 
usability and acceptance among larger 
populations.2 All these have resulted in 
the amalgamation of the IT sector and 
healthcare, giving rise to telemedicine. 
Telemedicine in the current scenario 
has played a pivotal role in catering to 
physical and mental well-being and has 

reached the majority of our population. 
The World Health Organization (WHO) 
describes telemedicine as, “The delivery 
of health care services, where distance is 
a critical factor, by all health care profes-
sionals using information and commu-
nication technologies for the exchange 
of valid information for the diagnosis, 
treatment and prevention of disease and 
injuries, research and evaluation, and for 
the continuing education of health care 
providers, all in the interests of advanc-
ing the health of individuals and their 
communities.”3

In India, tremendous contributions 
from the Department of Information 
Technology (DIT), Indian Space Research 
Organization, North Eastern Council 
(NEC) Telemedicine Program for the 
North-Eastern States, Karnataka State 
Wide Area Network (KSWAN) have led 
to delivery and advancement of telemedi-
cine health care delivery services. On Mar 
25, 2020, Telemedicine Practice Guide-
lines (TPG, 2020)4 got legal approval and 
came into existence to facilitate the use 
of telemedicine by general practitioners. 
The National Institute of Mental Health 
and Neurosciences (NIMHANS) has also 
issued guidelines for tele-psychotherapy, 
telepsychiatry social work practice, in ad-
dition to telepsychiatry.5–7 Telemedicine 
is a convenient alternative and perhaps 
even ideal in scenarios where there is 
a difficulty for users to avail of quality 
healthcare owing to various constraints 
such as economic, transportation, social, 
or in places with no healthcare facilities. 
Also, India has a problem of wide treat-
ment gap for mental illness, ranging 
between 70% and 92%, as per the esti-
mates of National Mental Health Survey 
(NMHS) conducted in 2015–2016,8 and 
telepsychiatry could help bridge this 
gap. This article attempts to discuss the 
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the doctors to telemedicine, with a 
focus on concepts like tele-triaging, 
legal aspects, and a “Do-It-Yourself” 
approach to setting up a telemedi-
cine practice,9 and this was planned 
in compliance with Telemedicine 
Compliance Guidelines.

2.	 Non-specialists: They are the peo-
ple who replace the role of a tra-
ditional “front-desk receptionist.” 
They are responsible for primarily 
handling managerial issues like 
identification of the patient by veri-
fying their ID (Aadhaar card, driving 
license, voters ID, etc.), the schedule 
and fix the consultation, brief the 
users about the use of the software 
by giving a remote demonstration, 
or sending them pre-recorded video 
demos of the interface. They should 
explain to the clients the “dos” and 
“donts” of teleconsultation for the 
users. They need to take feedback of 
the teleconsultation and resolve any 
queries. They can send reminders 
about the next consultation, with 
the consent of the user, and also 
supervise online fee transactions 
through RTGS, NEFT or other on-
line payment portals. Their role can 
expand to include the responsibility 
to maintain the electronic consul-
tation records. They also need to be 
trained to explain to the user about 
the process of data collection, shar-
ing of data with other service pro-
viders as part of referral care, storage 
of data in local or external servers, 
and the risks of breach of privacy.

Hardware Requirements
Gadgets like smartphone/personal com-
puter/laptop computers are minimum 
requirements for an effective teleconsul-
tation on individual RMP level practice. 
For catering to multi-specialist hospitals, 
there are teleconferencing solution pro-
viders that offer a comprehensive port-
folio including video conferencing sys-
tems, infrastructure, designing, acoustic 
solutions, lighting solutions,  state of the 
art audio and interior designing of the 
studio, and so on.

Physical Infrastructure
Well-lit rooms that have minimal noise 
should be sufficient for conducting a 

teleconsultation session. However, if fea-
sible, sound-proofed places are preferred. 
The consultation room walls should 
preferably be painted with soft colors to 
prevent distracting the users.

Internet
A good internet connection is perhaps 
the most vital component of telemedi-
cine. Service providers should invest in 
having good quality, high-speed broad-
band connections, and, if possible, have 
a separate link for teleconsultation. It is 
sensible to have a backup connection in 
place to avoid any connectivity-related 
issues during the consultation. In India, 
there are many internet service provid-
ers both from government and private 
sectors which offer good-quality, high-
speed broadband internet services at af-
fordable prices.

Power Backup
One of the major issues reported in tele-
medicine consultation is a loss of connec-
tivity, usually because of electricity fail-
ures. An alternative power backup can be 
linked in the form of a UPS or generator 
to avoid this.

Mobile Number/Telephone 
for Telemedicine Services
It is preferable to have an exclusive mo-
bile phone/landline connection and a 
number for managing consultation. 
Multipurpose front-desk or other hos-
pital telephone lines are better avoided. 
These can also be used as a portal to man-
age appointments, exchange lab investi-
gation reports, prescriptions, follow-up 
reminders, etc. via messaging mobile ap-
plications such as WhatsApp.

Email for Telemedicine 
Services
An official hospital/ institute email can 
be set up and be used for all other sup-
port services. These can also be used 
as a portal to manage appointments, 
exchange lab investigation reports, pre-
scriptions, follow-up reminders, etc.

Software
The RMP/polyclinic/organization may 
choose an application that best suits 
their patients’ and doctors’ needs.  An 

ideal application would be something 
that has a minimal cost, with good acces-
sibility, and is secure and user friendly. 
However, any software application being 
used must adhere to the guidelines laid 
down by HIPAA.10 

Electronic Medical Record
According to the “Integrated Care 
Electronic Health Record (EHR),” “an 
Electronic Medical Record (EMR) is a 
repository of information regarding the 
health of a subject of care in comput-
er-processable form that can be stored 
and transmitted securely and is acces-
sible by multiple authorized users.”8,9 
Telemedicine EHR is a framework that 
ensures encoding, storing, and retrieval 
of the medical records that are main-
tained online. EMR is a select category 
of EHR that holds records specific to the 
scope of the medical domain. There are 
various types of EMR: Departmental 
EMR, Inter-Departmental EMR, Hos-
pital EMR, and Inter-Hospital EMR. 
These can include video logs of the con-
sultation, notes by the psychiatrist, per-
sonal details of the user, consent forms, 
etc. Psychiatrists may either choose a 
telemedicine platform that has an in-
tegrated EHR or choose a standalone 
telemedicine solution without EHR and 
can enter all the notes into the patient’s 
physical file directly and have physi-
cal documents (similar to traditional 
in-person documentation). Telepsychia-
try platforms can be used exclusively for 
giving appointment, video conferenc-
ing, and generating and transmitting 
prescriptions. EHRs should not be seen 
as the core of healthcare but rather as an 
augmentation to the telepsychiatry con-
sultation. However, psychiatrists while 
maintaining EHR need to comply with 
the Mental Healthcare Act (MHCA), 
2017, Sec11 25 which stresses on the need 
for preserving basic medical records in 
hard copy and the guidelines framed 
by the Ministry of Health & Family 
Welfare (MoHFW) which notified the 
“EHR Standards for India” in Septem-
ber 2013.12 

In recent times, many governments 
and non-government entities have start-
ed to provide open EHR systems to the 
doctors. The Government of India also 
has a hospital management system with 
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Identification

Identifying the patient and verification 
of the patient’s identity by checking their 
ID document (AADHAR/ driving license, 
voters identity card, etc.): The non-spe-
cialist assistants need to verify and es-
tablish the identity of the service user, 
and this is preferably done via video con-
ference rather than over an audio call, 
to enhance the reliability. However, any 
failure in this step, the vicarious liability 
is cast upon the RMP as per TPG-2020.

Demonstration of Software to Service 
Users (Patients)

The user must be familiarized with the 
consultation platform and the software 
for a seamless consultation. This can 
either be done by sending pre-recorded 
demo videos or done just before the con-
sultation by the support staff.

Disclosure of Data Privacy, Confidenti-
ality, Storage, Record to the Client

According to the TPG, 2020, an RMP 
“should abide by the Indian Medical 
Council (Professional Conduct, Etiquette 
and Ethics) Regulations, 2002 and with 
the relevant provisions of the IT Act, Data 
protection and privacy laws or any appli-
cable rules notified from time to time for 
protecting patient privacy and confiden-
tiality.”4 However, it exonerates the RMP 
of any responsibility for “breach of confi-
dentiality if there is reasonable evidence 
to believe that patient’s privacy and con-
fidentiality has been compromised by a 
technology breach or by a person other 
than RMP. The RMPs should ensure that 
a reasonable degree of care while hiring 
such a service.”4

Explaining Dos and Don’ts During the 
Consultation

The assistant should brief the user about 
proper teleconsultation etiquette, for 
example, wearing decent profession-
al attire, being in a well-lit room with 
minimum noise and interruptions from 
others, having good internet and power 
backup, and a capable camera on their 
gadgets (mobile phone/computer) to en-
sure a seamless consultation from the 
user’s end. The assistants need to seek 
permission to record the consultation 
and brief the user about maintaining 
confidentiality.

EHR services, named “e-hospital” from 
the National Informatics Centre (NIC)13 
and e-manas,14 a platform from National 
Health Mission, Government of Karnata-
ka, provides the EHR, state-wide registry 
of mental health facilities and profession-
als. The MoHFW, Government of India, 
has developed “National Teleconsulta-
tion Service” named e-Sanjeevani, which 
is the first of its kind online OPD service 
offered by a national government to its 
citizens. Safe and structured video-based 
clinical consultations between a doctor in 
a hospital and a patient in the confines of 
his home are offered.15 Various platforms, 
which are mostly offered by private en-
terprises like Practo Pro,16 Ment Doc,17 Te-
leArogya,18 are available for psychiatrists; 
some of them are free for both service 
providers and the users, whereas others 
offer software solutions for a fee. These 
provide software solutions for video con-
sultation, text-based consultation, e-pre-
scription generation, and maintenance 
of health records. Mental health profes-
sionals need to be aware of the user data 
being collected by these platforms and 
understand the extent of control one has 
over the data. Although the platforms 
report that they are comply with the 
guidelines laid down by MHCA, 2017, IT 
Act and HIPAA, it is always prudent for 
a professional to verify the same, before 
associating with any of the platforms.

Levels of Telemedicine 
Facility
A telemedicine/telepsychiatry facility 
can be established in various settings 
based on several factors such as infra-
structure, manpower, budget, and avail-
ability of essential resources. Based on 
these factors, a telemedicine service can 
be of different types.

Stand-Alone Clinic
This setting would be ideal for a practi-
tioner who is a beginner or a standalone 
practitioner or OPD clinic. It requires 
minimal equipment and space in the 
form of a single room with a laptop or 
even a smartphone with a good camera 
and a good network connection will suf-
fice. This will encourage the budding 
RMPs/psychiatrist to reach more peo-
ple and establish a good patient base.

Multi-specialty Facility
It involves setting up a telemedicine 
setup having one or more consultants 
of different or same specialties. The re-
quirements will be similar to that of a 
teleconsultation but in a slightly sophis-
ticated manner. It comprises a consul-
tation chamber specially designed for 
patient interaction along with a team 
trained with the basic technical knowl-
edge required to facilitate a smooth has-
sle-free teleconsultation. 

Institutional Facility
This involves setting up of a teleconsul-
tation in a corporate hospital or a medi-
cal college. This involves a bigger set up 
involving many consultants having mul-
tiple consultation chambers and various 
trained technical staff to manage the 
procedure of the consultation and also to 
maintain the EMRs.

Place of Setup of Telemedi-
cine Consultation Facility 
Existing guidelines do not stipulate the 
site from where the telemedicine facili-
ty needs to locate. Hence it can even be 
set at the home of a practitioner if all the 
general requirements can be satisfied. 
The TPG guidelines do not insist on par-
ticulars of specifications for hardware 
or software, infrastructure building, 
and maintenance. The provider can de-
cide whether it be a separate (dedicated) 
telemedicine facility or an integrated 
one that may be used for other purposes 
too. It also up to the service provider to 
decide on investing in a dedicated com-
prehensive software solution, EHR/EMR 
services, or use one of the freely available 
platforms; each will have its advantages 
and disadvantages. 

The Procedure of 
Telepsychiatry Consultation
Before Consultation 
Fix Up the Schedule with Patients and 
Specialists

The non-specialist assistants can man-
age the appointments, request for prior 
medical records via asynchronous modes 
of telepsychiatry.
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Consultation/Counselling/
Therapy
Consent

Consent is mandatory for any telemedi-
cine consultation. The consent is implied 
when the user initiates a one to one con-
sultation; in all other situations, explicit 
documented consent needs to be taken. 
Proper informed consent requires all nec-
essary information,19 and the patient and 
his family must be made to understand 
the limitations and procedures of the 
consultation, taking extra care to explain 
what data may be collected and how it 
will be stored and used. Consent can be 
recorded in any form, either audio, video 
conference, written form, which is in line 
with IMC TPG. All rules of regular con-
sultation apply to telepsychiatry, and the 
psychiatrist must follow all good prac-
tice guidelines applicable otherwise.

Prescription

Same professional accountability entails 
for prescribing medications via telep-
sychiatry as in the traditional in-person 
consult. It is done based on the profes-
sional discretion of the treating psychi-
atrist. If a medical condition requires 
a particular protocol to be followed to 
diagnose and prescribe as in a case of 
the in-person consult, then the same 
prevailing principle will apply to a tele-
psychiatry consult. It is recommended 
that a detailed evaluation and collection 
of information must be done by the psy-
chiatrist before prescribing medication.4 
If a psychiatrist believes that a physical 
examination is necessary, it would be 
a good practice to request the user to 
get a physical examination done either 
in-person consult with the same doctor 
or a nearby physician before prescribing 
medications online. Prescribing medi-
cations via telepsychiatry also depends 
upon certain criteria such as follows:
1.	 Type of consultation (first/fol-

low-up consult): In situations 
where it is possible, it is preferable 
to have an in-person first consult, 
and later for follow-up, one can 
switch to teleconsultations. Howev-
er, TPG-2020 and Operational Tele-
psychiatry Guidelines (OTG)-2020 
do not prohibit tele-first consult.

2.	 Mode of consultation (text/au-

dio/video): It is not ideal to pre-
scribe medications in a text or audio 
consultation. Prescribing medica-
tions must be done, preferably, after 
a video consultation.

3.	 Categories of the medications:  
The telemedicine guidelines issued in 
March 20204 allowed for e-prescrip-
tion of the drugs in Lists O, A, and B. 
List “C” drugs  have been prohibited 
from prescribing via a teleconsulta-
tion. Also, the psychiatrist has to pre-
scribe medications as per the Drugs 
and Cosmetics Act, 1940 (DC Act) 

4.	 TPG mandates to prescribe medica-
tions with their generic names only 
and prescribe medications to patients 
rather than routing to pharmacies. 

5.	 It is also advisable to prescribe med-
ications to patients rather than rout-
ing to pharmacies. If routed to any 
specific pharmacy, the RMP needs to 
take explicit consent to do so.

Follow-Up Plan/Aftercare Plan

Aftercare plans/follow-up can be made 
during consultation and reminded with 
the users using one of the many asyn-
chronous modes. Telepsychiatry perhaps 
makes following up a user more conve-
nient and effective because of ease of ac-
cessibility, and the hope is that a mental 
health service user will continuously be 
in the care-loop, helping in less relapse 
and hospitalization.

After Consultation
Post-consultation formalities are usual-
ly handled by non-specialist assistants 
as discussed earlier and involve the fol-
lowing:
1.	 Sending e-prescription—e-Pre-

scription can either by handwritten, 
scanned, or printed and digitally 
signed. These can be sent across via 
various asynchronous methods. In 
addition to the usual requirements 
of a good prescription, it is advisable 
to mention the mode of consulta-
tion, that is, video consultation, etc., 
and reason for the teleconsultation.

2.	 Feedback about the consulta-
tion—It is a good practice to collect 
feedback from the users on technol-
ogy use, satisfaction, comfortability 
and so on. Analyzing and address-
ing the issues can improve user sat-

isfaction and the quality of telepsy-
chiatry services. 

3.	 Consultation fee—The users need 
to be assisted regarding various on-
line payment methods, an invoice 
has to be generated, and receipt has 
to be issued. It is important to en-
sure that the payment portals cho-
sen are secure and reliable.

4.	 Documentation—The following 
documents are to be maintained: 
patient records, reports, documents, 
images, diagnostics, data, etc. (dig-
ital or non-digital) utilized in the 
telemedicine consultation should be 
retained by the RMP. Specifically, in 
cases where the prescription is issued 
with the patient, the RMP is required 
to maintain the prescription records, 
as required for in-person consulta-
tion.4,11,20 The RMP is also expected to 
maintain records related to the con-
sultation for a long period in the form 
of EMRs. They are generally done by 
a team that includes a trained techni-
cal staff who maintains the same.4,19

5.	 Referral/other services and in-
vestigation/imaging—Like in an 
in-person consultation, any referrals 
to other specialties, need for involve-
ment of allied services, or the need for 
lab investigations and imaging can 
be handled through asynchronous 
modes of telepsychiatry seamlessly.

Maintaining Standards and 
Quality of Telepsychiatry 
Services
Regular monitoring can help to improve 
the quality of services provided. This is 
possible by obtaining feedback from both 
the person getting consulted and the 
consultant. Rating of consultation can be 
done, and the same must be documented. 
A periodic audit of the teleconsultation 
team is also necessary. All aspects and 
constituents of teleconsultation need to 
be monitored, and any deficiencies need 
to be rectified accordingly.2,21,22

Legal Aspects of the 
Setting of Telepsychiatry 
Practice
With healthcare originally coming un-
der the ambit on consumer protection 
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act, doctors have become “service pro-
viders” and providing healthcare has be-
come a challenging job, with a threat of 
legal issues hanging over their heads at 
all times, the recent amendment to the 
Act in 2019 23 has created more debate 
and ambiguity about the legal interpre-
tation of healthcare services. It would 
be inaccurate to consider the Consumer 
Protection Act, 2019, as medical negli-
gence blind law, but rather it sets the 
tone for ethical and patient-oriented 
medical professionalism and strives to 
curb unfair medical practices.24 As tele-
medicine is a  new practice, it will be in 
the best interest of all parties involved 
that all be aware of the laws and regu-
lations governing its use. The telepsy-
chiatry setup should be compliant with 
the Information Technology Act, 2000,25 

the Information Technology (Interme-
diaries guidelines) Rules, published by 
the Ministry of Communication and In-
formation Technology in 2011,26 and the 
TPG, 2020 issued by the Indian Medical 
Council. Although the MHCA, 2017,11 and 
The Rights of Persons with Disabilities 
Act, 2016,27 does not explicitly lay down 
laws to govern telepsychiatry practice, 
it is important to understand that as 
most of the mental health services come 
under the purview of MHCA 2017, and 
the service provider must run telepsy-
chiatry services in accordance with the 
same. Also, the service provider must 
take care to ensure that the services are 
disabled-friendly. This can be done by en-
suring that the technology is friendly for 
all types of disabilities or by having other 
people assist those in need in a comfort-
able manner. Telepsychiatry service pro-
viders can, therefore, be held liable for 
any misuse or breach of privacy and data 
under any of the laws mentioned above.

Challenges of Running 
Telepsychiatry Services 
Legal and Ethical Issues
Legal and ethical matters such as a duty 
of care, role in emergencies, privacy, and 
confidentiality, the security of data, and 
defining the duties and role of the spe-
cialist consultant at a site distant from 
the patient are a major challenge. This 
crucial ethical issue of duty of care can 
be addressed by consultant services rath-

er than therapist services via telepsychi-
atry. The consultant does not directly 
assume responsibility (which may be dif-
ficult to carry out, e.g., in emergencies), 
but at the same time provides support to 
the primary care professionals present at 
the site of care.28 Also, this arrangement 
might resolve the “tele” versus face-
to-face care debate with the essential 
components of empathy and human in-
teraction not being disrupted by techno-
logical limitations.

Training of the Staff
It is another challenge in the effective 
functioning of telepsychiatry services. 
The staff needs to be formally trained to 
operate devices and the platform used 
for teleconsultation. They should also be 
alert and learn to troubleshoot any issues 
arising before or during a consultation. 

Health Insurance
In 2018, the Insurance Regulatory and 
Development Authority of India (IRDAI) 
issued a directive to health insurance 
providers to include mental illnesses 
in medical insurance policies,29 in ac-
cordance with MHCA, 2017. Ayushman 
Bharat, a landmark initiative from the 
Government of India, providing health 
coverage to its citizens, has accepted 17 
of the 21 proposals from the Indian Psy-
chiatric Society (IPS) and NIMHANS. 
However, private psychiatry has not 
been included in Ayushman Bharath,30 
and there has been a directive to the in-
surance providers by the IRDAI to cover 
expenses incurred from accessing tele-
medicine services.31 

Professional Indemnity 
Insurance
Similarly, many private insurance pro-
viders have started to provide indemnity 
cover for the disputes arising from telep-
sychiatry services for a professional.

Future Direction
Telepsychiatry has tremendous un-
tapped potential. As technology ad-
vances, telepsychiatry services will 
continuously improve itself. Use of asyn-
chronous methods to record detailed 
case history and send across lab investi-
gations, radiographic images etc., will 

familiarize the psychiatrist with the user 
and decrease the consultation time while 
increasing the quality of the care pro-
vided. Perhaps, advances in augmented 
reality and virtual reality would help in 
bridging the empathy gap, which cur-
rently exists, by simulating a real-world 
experience for both the service user and 
the provider.

Conclusion
The technology required to run telep-
sychiatry services is available not just 
in urban but in almost all parts of the 
country. The NMHS (2015–2016)  has 
found that the treatment gap for mental 
illnesses ranges between 70% and 92%.8 
While the lack of human resources is one 
of the biggest reasons for the wide gap; 
studies have shown telepsychiatry con-
sultations could be an alternative and 
innovative approach to bridge this gap 
in low-resource settings.32 Telepsychia-
try services can be set up quickly and do 
not require large financial investment; it 
offers promise as an innovative modality 
to reach out to the vast majority of peo-
ple who are in dire need of good quality 
psychiatry services and mental health-
care. Telepsychiatry helps in realizing 
the vision of the WHO to provide cost-ef-
fective, good quality services to all irre-
spective of their socio-economic status.
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tion also started utilizing telemedicine. 
The Ganiyari model 2012 also used tele-
medicine to cater to rural and tribal areas 
of Bilaspur, Chattisgarh.3 Technology has 
not only been used to provide teleconsul-
tations but also for educating patients 
and the general public, providing infor-
mation about treatments and disease, 
psychological assessments, etc.4

If telemedicine practice was already 
existent, one might ask, then what is 
the requirement of guidelines now? 
The dilemma regarding the legality of 
telemedicine practice was created by a 
verdict on a bail plea “Deepa Sanjeev 
Pawaskar and another vs. The State of 
Maharashtra” given by the High Court 
of Maharashtra (pronounced on July 25, 
2018). In this case, a post-cesarean pa-
tient who presented to the hospital with 
vomiting was re-admitted and treated 
with instructions over the telephone. 
The lady succumbed to death later, and 
negligence was alleged. However, the 
culpable negligence charge held against 
the doctors was not for instructing tele-
phonically, but for issuing the prescrip-
tion without diagnosis.5 Indian Medi-
cal Association East Delhi branch went 
overboard at that time issuing a notice 

economic Perspectives on Setting up and 
Running Telepsychiatry Services in India 

AbStrAct
background: Telemedicine Practice 
Guidelines, 2020 and Telepsychiatry 
Operational Guidelines, 2020 can be 
potential game changers in the practice 
of medicine in India. They provide legal 
grounds for the practice of telemedicine. 
The economics of setting up and running 
telepsychiatry services vis-à-vis in-person 
services in India is discussed in this paper 
to aid the practitioners in understanding the 
costs involved in each of these modalities.

Methods: Costs for various hardware, 
software, real estate, and human resources 
are collated from various sources. 
Telepsychiatry vs. in-person setup is 
compared for the costs involved.

results: Telepsychiatry consultation will 
cost much lesser to that of in-person 
consultation.

conclusions: Telepsychiatry is an 
economically viable option. There are many 
benefits and hurdles in telepsychiatry 
practice. It is a step towards providing 
psychiatric services at the doorstep in 
compliance with the Mental Healthcare 
Act 2017, upholding the rights of persons 
with mental illness. It will benefit the 
practitioner, the patient, and the society.

Keywords: Costs, economics, telemedicine/
telecare, telepsychiatry

Board of Governors, in supersession 
of the Medical Council of India in 
partnership with the National In-

stitution for Transforming India (NITI 
Aayog), released Telemedicine Practice 
Guidelines 2020 (TMPG) on March 25, 
2020—a potential game-changer in the 
practice of medicine in India. The guide-
lines constitute Appendix 5 of the Indian 
Medical Council (Professional Conduct, 
Etiquette, and Ethics) Regulations 2002 
(IMC regulations).1 It was the right time 
to embark upon the rarely charted terri-
tory in view of the current coronavirus 
disease (COVID) pandemic. It will en-
able the registered medical practitioner 
(RMP) to provide healthcare using tele-
medicine. Indian Psychiatric Society and 
Telemedicine Society of India, in collab-
oration with the National Institute of 
Mental Health and Neurosciences (NIM-
HANS), soon brought out Telepsychiatry 
Operational Guidelines 2020 (TPOG) on 
May 26, 2020.2 

Telemedicine practice is not new to 
India as the Indian Space Research Orga-
nization had initiated Telemedicine Pilot 
Project as early as 2001. NIMHANS had 
adopted this initiative in 2005. In the late 
2000s, Schizophrenia Research Founda-
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to doctors that they should not consult 
over phone/WhatsApp as it can be pun-
ishable under Indian Penal Code, section 
304 (punishment for culpable homicide 
not amounting to murder).6 This was but 
a gross misinterpretation of the judg-
ment; nevertheless, the practitioners got 
scared. In this COVID situation, when 
the general medical care has suffered 
due to the travel restrictions and closure 
of healthcare facilities, TMPG has pre-
sented a fresh opportunity to allay fears 
connected with telemedicine practice. 
TMPG, in the section “Telemedicine Ap-
plications” (Section 1.4), says that consul-
tation can be through video, audio, text-
based, or via asynchronous (email/fax), 
while the section “Technology of Telep-
sychiatry” (Section 3) of TPOG describes 
the hardware and software requirements 
for setting up and running telemedicine 
consultations. 

One should also note that the conser-
vative annual estimated cost to imple-
ment Mental Healthcare Act (MHCA) 
2017 would be 94,073 crore rupees if 
used in the traditional way of the brick 
& mortar model.7 We see that India has 
today the world’s cheapest rate of data, 
and India has about 600 million Inter-
net users. If we use telemedicine both 
for logistics and service delivery for 
implementation at center & state gov-
ernment levels, then the cost can be re-
duced drastically with substantial gain 
for people suffering from mental health 
problems. 

The economics of setting up and run-
ning telepsychiatry services vis-à-vis 
in-person services in India is discussed 
in this paper to aid the practitioners in 
understanding the costs involved in 
each of these modalities. The cost cal-
culation of setting up and running te-
lepsychiatry and in-person services was 
attempted to assist the practitioners 
in understanding the costs involved in 
each of these modalities. There is a no-
tion that telepsychiatry practice would 
be a burden on the practitioners and the 
patients economically. Hence, a detailed 
cost calculation is in order. This paper 
discusses only the costs involved in 
technology and real estate and does not 
discuss the consultation costs, which 
are determined by expertise, time du-
ration, and timings of the consultation. 

The cost of care for the patient, howev-
er, would include both. We discuss the 
setup in terms of a single practitioner, 
group of practitioners sharing the 
premises (polyclinics), and larger insti-
tutes with multiple departments. 

Materials and Methods
Costs for various hardware, software, 
real estate, and human resources are col-
lated from various sources. Telepsychi-
atry vs. in-person setup is compared for 
the costs involved.

Single Practitioner
The costs can be grouped under one-
time investments and recurring costs for 
hardware and software. 
1.	 Hardware
a.	� Dedicated office mobile/landline: 

Will help in better organization and 
management of telepsychiatry ser-
vices. Bharat Sanchar Nigam Limited 
offers a combination of 20 Mbps till 
100 GB with free calling services for 
Rs. 499 with one month Fixed Mobile 
Convergence charges as a security de-
posit, which ranges from Rs. 120 (ru-
ral) to Rs. 160 (urban).8

	� If one wants to buy a smartphone 
which can be used for consultation 
too, it will cost above Rs. 15,000 for 
a 4G enabled smartphone with 6 GB 
random access memory (RAM). The 
cost of the smartphone can vary ac-
cording to the features and brand, 
ranging from Rs. 15,000 to premium 
phones, which may cost around Rs. 
120,000. The cost of a subscriber iden-
tification module (SIM) card is any-
where between Rs. 10 and Rs. 5,000 
(depending on the tariff of the plan 
with which the SIM is free). It costs 
about Rs. 500 for 3 GB per day, which 
is sufficient for a mid-range user (not 
streaming high definition videos).

	� A dedicated email and social media 
profiles are free to open and use. 

	� The same setup is applicable for 
in-person services too. 

b.	� Internet connection: As discussed earli-
er, it would cost about Rs. 500 for 3 GB 
per day Internet, whether it is fiberop-
tic or landline-based or mobile-based. A 
1-hour video call consumes about 200–
300 MB of data.9 A WhatsApp voice call 
consumes about 45–50 MB per hour.10 

A 3 GB per day would be sufficient for 
video consultation for about 10 hours.

	� Having two Internet connections from 
different Internet service providers will 
help in the case of a signal drop. Hence, 
it would cost about Rs. 1,000 per month 
for the Internet. 

	� This is an additional cost for setting up 
telepsychiatry services. Although many 
choose to have an Internet connection 
in their clinics, it is not mandatory and 
hence is considered as an additional 
cost in this paper.

c.	� Wi-Fi router: Having at least a 2.4 
GHz bandwidth Wi-Fi router will 
be beneficial. The router would cost 
about Rs. 2,500 to Rs. 5,000. 

	� This, too, is an additional cost for tele-
psychiatry services.

d.	� Laptop/desktop: A laptop or a desk-
top with a web camera with a good 
graphics card, at least 8 GB RAM with 
an inbuilt operating system, can cost 
Rs. 30,000 to Rs. 50,000. Web cam-
era costs between Rs. 1,500 and Rs. 
40,000 (for conference cameras). A 
web camera with 720p with inbuilt 
mic costing around Rs. 2,500 would 
suffice for a consultation.

	� This is optional equipment. Many 
may choose to have a desktop/laptop 
in their clinics to aid in setting up ap-
pointments, the printing of receipts, 
etc. Hence, practitioners may utilize it 
even in in-person consultations.

e.	� Headphones: An over-the-ear headphone 
with cuff helps in background noise re-
duction and can be used for extended 
periods, unlike in-the-ear earphones. It 
costs about Rs. 3,000 and Rs. 5,000 for a 
headphone with a built-in mic. 

	� This equipment is exclusive for telep-
sychiatry services. 

f.	� Printer/scanner: An all-in-one printer 
will be handy to take printouts of the 
notes and scan the prescriptions. It 
costs around Rs. 5,000 to Rs. 20,000 
(for dual-sided, faster printing capa-
bilities). 

	� This, too, is a piece of optional equip-
ment like laptop/desktop.

g.	� Writing material: A4 white paper costs 
about Rs. 400 to Rs. 500 for 500 sheets. 
A pen costs about Rs. 10 per piece. 

	� Both telepsychiatry and in-person 
consultation will require writing ma-
terial. 
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practitioner from the additional bur-
den of data storage and possibilities 
of data leak connected to it.

	� EHRs are currently not necessary to 
run telepsychiatry. But many prac-
titioners choose it as it will ease the 
processes of registration, tracking of 
follow-ups, etc. A word of caution is 
to be aware of the clause of “advertise-
ment” of IMC regulations.

3.	 Real estate
	 It is difficult to provide an accurate real 

estate cost as the costs vary according 
to the geographical area and com-
mercial value of that area. In a metro-
politan city like Bengaluru, the rental 
prices vary from Rs. 45 to Rs. 125 per 
square foot per month.13 For a chamber 
of size 500 square feet, the costs would 
be about Rs. 22,500 to Rs. 62,500, an 
average of Rs. 50,000 per month.

	 As discussed earlier, a practitioner 
may choose to provide telepsychiatry 
consultations from their homes. In 
such a case, this cost will be exclusive 
to in-person consultations. 

4.	 Human resources
	 Many practitioners hire a receptionist 

to manage their appointments and 
fee collection. On average, the salary 
varies from Rs. 10,000 to Rs. 20,000 
per month. 

	 With booking an appointment 
through text message or email, digi-
tal payments, and EHR available, the 
need of a receptionist comes down 
drastically. Due to this reason, this 
cost can be termed as exclusive to 
in-person consultations.

5.	 Others
a.	� Professional indemnity insurance 

(PII): We are slowly turning into a liti-
gious society. It is better to have a PII. 
Many governments and private insur-
ance companies provide PII. The costs 
will vary depending on the type of 
practice, area of practice, individual vs. 
hospital, etc. The cost of the premium 
may vary from 0.10% to 0.20% of the 
sum insured and Goods and Services 
Tax additionally. For example, for Rs. 
1 crore of insurance, it will cost about 
Rs. 12,000 per annum.14 Whether the 
costs of the premium will increase for 
telemedicine practice needs to be seen.  

b.	� The registration fee for setting up a 
clinic: In the state of Karnataka, ac-

h.	� Telepsychiatry chamber: Lightings—
three warm, white light emitting di-
ode (LED) lights (3,200K–4,000K) for 
three-point lighting to avoid shadows 
can be planned. A 20W smart LED 
Batten would cost about Rs. 2,500. 
A smart LED is beneficial as one can 
change the intensity and color of the 
light, depending on the environmen-
tal conditions. 

Soundproofing: soundproofing a 10 
feet × 10 feet × 12 feet room with foam 
costs about Rs. 200,000. The presence of 
furniture, floor mats, and thick curtains 
over the window also reduces echoing in 
the room. Curtains and floor mats would 
cost about Rs. 1,000 to Rs. 2,000 per 
piece. A computer table with a keyboard 
tray costs about Rs. 5,000 to Rs. 7,500. An 
office chair with good back-support costs 
about Rs. 5,000 to Rs. 10,000. One need 
not invest in soundproofing if it is not 
necessary. 

The consultation chamber in the clin-
ics can be converted to aid in telecon-
sultation. A practitioner may choose 
not to have a consultation chamber at 
all and provide only telepsychiatry con-
sultations from their home. In this case, 
a room with the above specifications 
would help in delivering better telepsy-
chiatry consultation.  
i.	� Electricity: About 250 kWh is utilized 

by desktops with a modem, speakers, 
etc. It costs about Rs. 6 per unit (kWh) 
in India, which works out to Rs. 1,500 
per year or Rs. 125 per month.11

	� This cost will be added to the electric-
ity costs of the clinic. 

j.	� File storage: External hard disks for 
additional storage costs above Rs. 
3,500.

	 This is optional.
	� One needs to remember that most of 

the electronic hardware depreciates 
over time and needs to be replaced 
once in 2–5 years. 

2.	 Software
a.	� Audio-video: Text messages are inte-

grated into the tariffs of mobile phone 
plans. On average, 100 short message 
services (SMS) can be sent per day. 
Other text messaging services like 
WhatsApp are free of cost. Emails may 
consume less than 1 MB per mail. 

	� Voice calls are also integrated into 
the tariffs of mobile phone/landline 

plans. Voice calls over WhatsApp/
Skype/Zoom/Google meet/Facebook 
etc. consume data but are free of cost. 
They have a cap on the number of par-
ticipants, the time of each session, etc. 

	� Software for typing and printing the 
notes and prescriptions would be re-
quired. It costs about Rs. 8,000 for a 
one-time purchase of Microsoft Office 
Home & Student 2019 and Rs. 4,200 
per year for Microsoft 365 Personal. 
A one-time purchase would be suffi-
cient. One may also choose to use free-
ly available software for this purpose.

	� A practitioner may choose to have a 
computer with up to date software 
even in an in-person setup.

b.	� Electronic health record (EHR): EHRs 
should only augment the telepsychia-
try consultation. These are platforms 
that offer facilities for video consulta-
tion, booking of appointments, and 
follow-up reminders for patients. 
Some platforms provide these facili-
ties cost about Rs. 1,000 per month. 
Additional storage and servers may 
cost more. A dedicated server hosting 
in India may cost about Rs. 10,000 
per month.12 Cloud storage ranges 
from Rs. 800 to Rs. 1,500 per year for 
100 GB of storage. Cloud storage hard 
disks of 2 TB capacity cost about Rs. 
20,000. 

	� An electronic medical management 
system can cost anywhere between 
Rs. 1,500,000 and Rs. 20,000,000 (for 
a bigger hospital) as a one-time invest-
ment and recurring costs for mainte-
nance. The cost would depend on the 
features that can be added in the soft-
ware like appointment management, 
prescription dispersal, availability of 
medical records to both clinician and 
patient, reminders to the patient for 
follow-up consultation, etc. At this 
stage, we do not recommend the use 
of costly EHRs for the usage by single 
practitioners.

	� A practitioner can use the above-men-
tioned tools for consultation or use 
old pen and paper methods to re-
cord the details of the consultation, 
update the same in the patient’s file, 
and provide the necessary details as 
per MHCA 2017 to the patient while 
sending the prescription would be 
cost-effective. It will also absolve the 
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cording to Karnataka Private Medical 
Establishments Rules (amendments) 
2018, the registration fee for setting up 
a clinic without additional facilities is 
Rs. 2,500. The registration is valid for 
5 years.15

	� This cost is exclusive for an in-person 
consultation setup.

c.	� Biomedical waste management: Ev-
ery clinic will have to register for 
biomedical waste management and 
manage the waste according to the 
rules of the land. It costs about Rs. 750 
per month for this. 

	� This cost is exclusive for an in-person 
consultation setup.

d.	� Other insurances—fire safety, theft, 
etc.: The cost of this item varies de-
pending on the scale of the clinic, addi-
tional facilities, etc. On average, it costs 
about Rs. 6,000 to Rs. 10,000 p.a. for a 
small-scale clinic

	� This cost is exclusive for an in-person 
consultation setup.

	� A practitioner can choose to use:
1.	 Only a smartphone with Internet 

connectivity; consult audio/visually; 
write the notes and prescription on 
a sheet of paper; transmit it to the 
patient. One-time setup costs would 
be about Rs. 40,000, and recurring 
costs would be around Rs. 1,500 to Rs. 
2,000 per month.

2.	 A laptop/desktop with wired Internet 
connectivity, printer-scanner along 
with the above, would cost about Rs. 
15,000 to set up and about Rs. 2,000 
to Rs. 5,000 per month as recurring 
costs.

3.	 An EHR system with the above with 
an additional cost of Rs. 1,000 per 
month and with server and storage 
facilities for additional costs, as dis-
cussed earlier.

For an easier understanding of the 
costs involved, a table of costs is provid-
ed in Table 1. 

By using basic equipment that is cost-ef-
fective like a non-premium smartphone 
ranging from Rs. 15,000 to Rs. 25,000, a 
headphone worth Rs. 3,000 to Rs. 5,000, 
mobile Internet package of 3 GB per day, 
and additional wired Internet connec-
tion worth Rs. 1,000 per month,  a single 
practitioner may practice telepsychiatry 
from his home. This setup would cost 
about Rs. 30,000 as a one-time invest-

ment and about Rs. 1,500 per month as 
recurring costs with an additional cost of 
Rs. 1,000 per month if EHR is used.

Additionally, PII will be required. For 
a practitioner who sees about four to 
five patients per day or 100 patients in 
a month or 1,000 patients per year, the 
cost of telepsychiatry would be about Rs. 
60 per patient to recover the costs of the 
setup in 1 year. When EHR is used, the 
prices may go up to Rs. 70 per patient.

If the practitioner already has a du-
al-SIM smartphone and wants to use the 
same phone with an extra SIM for con-
sultation, without additional wired In-
ternet facility, the costs would be about 
Rs. 500 to Rs. 1,000 per month plus PII 
costs, translating to Rs. 20 to Rs. 25 per 
patient. If EHR is used, the costs may go 
up to Rs. 30 to Rs. 35 per patient.

These estimates are barring the service 
costs of the consultation. Service costs will 
depend on the field of medicine, the exper-
tise of the consultant, the time required 
for consultation, geographical area, etc. 

A single practitioner can have two 
kinds of telepsychiatry models.
1.	 Hybrid or Blended Model: Herein, a pa-

tient can be seen both by coming to the 
clinic in person and through telepsy-
chiatry as and when required depend-
ing on the patient’s distance from the 
clinic and cost of travel, etc. The cost of 
running a telepsychiatry facility would 
be added to that of running a clinic.

2.	 Standalone Virtual Clinic: Herein, a 
patient can take consultation from 
any place of their choice without visit-
ing the doctor in person.  Only the cost 
of electronic gadgets and the broad-

Table 1.

Cost of Setting Up Telepsychiatry Vis-à-Vis In-Person  
Consultation

Telepsychiatric Services

SN Budget head One-time cost 
(minimum)

Recurring cost (per month)

Required exclusively for teleconsultation

1 Smartphone Rs. 15,000 –

2 Headphone Rs. 3,000 –

3 File storage (optional) Rs. 3,500 –

4 Electricity (additional) – Rs. 125

5 Social media Free Free

6 Video conferencing/audio/text Free Free

Required for both telepsychiatry and in-person consultation

1 Writing material – Rs. 500

2 Infrastructure (lights/table/chair/
floormat/curtain, etc.)

Rs. 20,000 –

3 Indemnity insurance Rs. 12,000 Rs. 12,000 (p.a.)

4 Internet tariff (SIM/landline based) 
(optional)

Rs. 500 Rs. 500

5 Wi-Fi router (optional) Rs. 2,500 –

6 Laptop/desktop (optional) Rs. 30,000 –

7 Printer/scanner (optional) Rs. 5,000 –

8 Software for typing (optional)  Rs. 8,000/free –

9 EHR (optional) – Rs. 1000

Required exclusively for in-person consultation

1 Real estate –  Rs. 50,000

2 Human resources –  Rs. 20,000

3 Registration fee Rs. 2,500 Rs. 2,500 (once in 5 years)

4 Biomedical waste management – Rs. 750

5 Other insurances Rs. 10,000 Rs. 10,000 p.a.

EHR: Electronic Health Record; SIM: subscriber identification module.
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band connection would suffice to run 
telepsychiatry. This is especially a 
boon for young budding psychiatrists 
who can avoid the financial burden of 
a loan at the beginning by utilizing 
telepsychiatry services and can have 
tie-ups with nearby hospital/nursing 
homes for inpatient care if and when-
ever required. Later on, depending on 
their success with a virtual clinic, they 
can either continue with it or convert 
it into a blended model.

Polyclinics
For a polyclinic facility, either each con-
sultant can run their own telepsychia-
try consultation from their chambers, 
the cost of which would be the same as 
mentioned above, or have a dedicated 
telepsychiatry chamber, which all the 
practitioners could use. The requirement 
of bandwidth will vary according to the 
number of persons using the telepsychi-
atry facility at the same time. A general 
polyclinic has 5–10 practitioners. One 
router would work well, even with five 
systems connected to it. Hence, one to 
two Internet connections would suffice. 
A central printer/scanner, if required, 
would be cost-effective. Although the 
real estate values for running a bigger 
space would increase, the costs would 
be shared by all the practitioners, and 
hence, the costs would be similar to a 
single person setup. 

A polyclinic might still want to hire a 
receptionist to maintain the premises 
and records. 

The costs for five practitioners running 
telepsychiatry from their own chambers 
with a shared Internet connection with 
the receptionist, each seeing about 1,000 
patients per year, would come to Rs. 50 per 
patient and Rs. 20 without a receptionist. 

Institutes
A larger institute would require dedicated 
infrastructure with multiple consultation 
rooms, higher bandwidth Internet, and 
each room equipped with desktops with 
a good camera, speakers, and lighting sys-
tem. The electricity required for running 
such a facility would also be higher.

One should also remember that some 
of the costs of setting up the telepsychia-
try practice are the same as setting up an 
in-person practice, for example, having 

a dedicated phone number, furniture, 
writing material, electricity, etc. Many 
prefer to have Internet connectivity, a 
desktop/laptop, and printer-scanner 
in their clinics. In these cases, the addi-
tional costs of setting up telepsychiatry 
consultation would be a rearrangement 
of lights, headphones, and external hard 
disks, if required. 

Results
If we compare the costs of in-person con-
sultation with that of telepsychiatry con-
sultation, telepsychiatry will cost much 
lesser. For a single practitioner, a cham-
ber (Rs. 50,000) and the receptionist (Rs. 
20,000) will cost about Rs. 700 per pa-
tient as opposed to Rs. 60 to Rs. 70 per 
patient in telepsychiatry. 

Discussion
Benefits
We can look at the benefits from three 
angles: that of a practitioner, a patient, 
and society. An in-person consultation is 
staggeringly 10 times costlier than telep-
sychiatry consultation. It is an economi-
cally viable option for the practitioner to 
run telepsychiatry as the costs incurred 
are much lesser and would fall within the 
ambit of rates fixed by the Government 
of Karnataka for outpatient consultation 
(at par with Central Government Health 
Scheme, which is Rs. 135).16

Apart from these direct cost benefits, 
indirect cost savings for the practitioner 
will arise from reduced travel time and 
costs, reduced exposure to air/noise pol-
lution, reduced hassles of facility man-
agement of an in-person clinic, and so on. 

For the patient, the cost of consultation 
may come down as some of the cost-ben-
efit is transferred to them; a reduction in 
travel costs, a reduction in travel costs 
and travel-time, no requirement for the 
patient and their attendant having to 
apply for leave, and taking consultation 
at the comfort of home are some of the 
benefits.

Society stands to benefit by the promise 
of care at doorsteps, better implementa-
tion of MHCA 2017, reduced stigma (as 
the patient does not go to the hospital), 
better follow-up rates, better health trans-
lating to better functioning of the individ-
uals and reduced carbon footprint.

The government of India is pushing 
for the digitization of health records by 
having nationwide EMR systems for the 
hospitals. Currently, the online registra-
tion system is functioning for govern-
ment hospitals to aid in digitizing the 
hospitals.17

Psychosocial support in disaster situ-
ations is another area where telemedi-
cine can have a significant role. It will be 
cost-effective if, in such situations, mul-
tiple teams from different parts of the 
world can simultaneously render service. 

Unlike other branches in the medi-
cal sciences, in psychiatry, the primary 
mode of examination is mental status; 
hence, it stands better poised to provide 
services using telemedicine. Thus, it will 
be a boon to cover the treatment gap for 
mental health in our resource-restricted 
country.  As telepsychiatry services pro-
vide greater anonymity and confidenti-
ality, it will encourage more patients to 
seek treatment within the confines of 
their homes itself. The increased service 
utilization thus arising will improve the 
quality of life of more and more people 
and thus contributing to the cumulative  
productivity at the national level. 

Hurdles
Everything is not rosy, and there are a 
few hurdles too. As the practitioner can 
consult anyone from any part of the 
country, and with the Consumer Protec-
tion Act 2019,18 when the consumer can 
approach the consumer forum at their 
place, the practitioner may have to travel 
to the consumer’s place if required. 

Economic growth surrounding the 
travel of patients, their attendants, and 
practitioners like the cost of travel, food 
for them, recreation, etc., may be lost as 
the consultation can be done from their 
homes. Digital literacy in India is still 
low, and usage of technology by rural 
Indians for availing telepsychiatry is still 
debatable, but the patient can travel to 
the nearest Primary Health Centre where 
the RMP over there can avail telepsychia-
try for the benefit of the patient.

One should remember that one re-
quires 10–15 minutes of additional time 
for documentation while using telepsy-
chiatry.

A practitioner can use free social media 
platforms like Facebook/WhatsApp etc., 
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or use dedicated video platforms like 
Skype/Zoom/Google meet/Microsoft 
Teams, etc. for consultation. While us-
ing a social media platform, one should 
remember that the patient has access to 
this platform all the time and hence can 
seek consultation anytime they wish to. 
It may not be a convenient time for the 
practitioner! This is unlike the appoint-
ment system in in-person consultations, 
where the patient cannot walk-in any 
time into the chamber. The private life of 
the practitioner can get compromised in 
these situations. However, using a dedi-
cated video platform has the advantage 
of being offline during nonconsultation 
hours and can safeguard the practi-
tioner’s private life. Another flip side is 
that the patients may not log in at the 
given time for various reasons. In such 
cases, precious time is lost. Whether this 
lost time is charged a fee is debatable. 

This brings us to another major issue 
with telepsychiatry: payment of the pro-
fessional fee by the patients. Fee can be 
collected either before the consultation 
or after the consultation. In in-person 
consultation, the fee can be calculated 
depending on the time spent on discuss-
ing the case. Many have faced a situation 
where patients have failed to pay the vid-
eo consultation after the consultation. 
Practitioners have felt embarrassed to 
ask for their reasonable fee when there 
is no response from the patient multi-
ple times. Sometimes patients have also 
called the practitioners seeking medical 
advice beyond their appointment and 
have demanded answers “as they have 
paid for it.” One way of handling this 
issue is to collect the fee before consul-
tation and specify the consultation dura-
tion. In case of an extension of the con-
sultation, one may have to book another 
appointment. This is akin to top-up re-
charges. Dedicated video platforms will 
help in this regard. It will also provide 
the fee for the time spent by the practi-
tioner whether the patient was present 
or not. A practitioner can reimburse the 
patient in case of cancellation on case-to-
case basis. An EHR platform can aid in 
appointment management to payment 
options—many payment gateways at-
tract 1%–2% user fees. One can think of 
dedicated chat options to maintain con-
tact after the consultations too.  

The consent and terms and conditions 
to be signed up before a consultation as a 
prerequisite should be in place. Apart from 
providing the usual information as men-
tioned in the TPOG, it can also include 
aspects like the duration of consultation, 
the fee to be paid, contact number for 
emergencies, and contingency measures if 
there is a loss of Internet connectivity. 

Another critical issue is the validation 
of e-prescription by pharmacies. Many 
pharmacies refuse to provide medica-
tions based on the scanned copies of pre-
scriptions and/or e-prescriptions. There 
are also chances of misutilization of the 
prescription by the patients to buy the 
medicines from multiple pharmacies 
as the e-copy cannot be marked after is-
suing medications by the pharmacy. A 
nationwide network of pharmacies and 
tracking systems for the prescriptions 
may solve the issue but is haunted by the 
possibility of a security breach.

Limitation of the Paper
The estimates of the costs are rough esti-
mates as the costs vary from time to time. 
Many practitioners may run both telep-
sychiatry and in-person consultation and 
for the same patients. 

Conclusion
Telemedicine and telepsychiatry prac-
tice could be a game-changer in the way 
consultation is done. Telepsychiatry is 
an economically viable option, at least 
10 times less costly than an in-person 
consultation. There are many benefits 
and hurdles in telepsychiatry practice. It 
is a step towards providing psychiatric 
services at the doorstep in compliance 
with the Mental Healthcare Act 2017, 
upholding the rights of persons with 
mental illness. It will benefit the practi-
tioner, the patient, and the society. The 
government can provide incentives in 
terms of tax benefits etc. to the practi-
tioners and patients to use the telepsy-
chiatry facilities.
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three guiding principles, autonomy, be-
neficence, and justice for participants.5 
Consenting procedure gained relevance 
and has played a vital role in the delivery 
of health care due to the rapidly chang-
ing approach of modern medical practice 
and the transition from a paternalistic 
care model to a collaborative care mod-
el.6 This is also partly due to the evolving 
approach of treating healthcare seekers 
as service users and not just as patients. 
The introduction of newer technologies, 
innovation, data science, and artificial in-
telligence (AI) into modern medical tech-
nology has also brought a change.

The concept of informed consent is 
universally accepted and now consti-
tutes Article 7 of the International Cov-
enant on Civil and Political Rights of 
the United Nations. This also served as 
the basis for the multiple international 
conventions such as the United Nations 
International Covenant on Civil and Po-

Approach to Informed Consent in Telepsychiatric 
Service: Indian Perspective

AbStrAct
Consent is an essential and important 
medico-legal prerequisite for a patient’s 
treatment. This necessitates the service 
provider to participate in the informed 
consent process and discuss the risk-
benefit of the proposed treatment, 
the best available treatment, engage 
in shared decision-making process, 
opportunity to convey their view and 
thereby limit chances of legal liability 
for all parties. The clinician should have 
ample knowledge and skill pertaining to 
the informed consent process and also 
have adequate understanding of medical 
ethics and law. This article provides an 
overview on informed consent pertaining 
to telepsychiatric services in India.

Keywords: Psychiatry, consent, 
telepsychiatry, India

Consent is a process that allows for 
free expression of an informed 
choice by a capable person to par-

ticipate in a treatment or a study.1 The 
motive of consent is to respect a person’s 
autonomy and protect his/her right to 
choose by a rational decision-making 
process.2 Informed consent is a process 
of communication between a patient 
and a doctor. The doctor gives the pa-
tient enough information so that the 
patient can make an informed decision 
regarding the proposed procedure, test, 
examination, or treatment; the patient 
makes an informed decision after rea-
sonably foreseeing the consequences 
of the choice.3 Informed consent is an 
important medical, ethical, and legal 
prerequisite for the treatment of a pa-
tient; failure to do so is an offense and a 
crime.4 The informed consent has a legal 
connotation and focuses on the choice 
or free will of the individual to decide 
on the assumption that the person has 
the capacity to make treatment-related 
decisions. Consent is primarily based on 
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litical Rights, the International Ethical 
Guidelines for Biomedical Research, and 
the Council for the International Orga-
nization for Medical Sciences (CIOMS); 
all have proposed ethical standards for 
informed consent.2 Several medical as-
sociations, organizations, societies, and 
professional bodies have established 
a specific protocol for various invasive 
and non-invasive medical and surgical 
procedures, by examining the law of the 
land and the resolutions adopted by in-
ternational conventions on consent pro-
cedures. Most guidelines recommend 
either implicit or explicit consent for any 
person-to-person medical interaction, 
and the same principles are applicable to 
telemedicine and virtual consultation.7 
Consent in medical practice in general 
and psychiatry, in particular, has an am-
plified legal importance, in patient care, 
treatment, and research. The consent 
process has several unique challenges, 
especially in persons with mental illness, 
since this depends on insight, psychopa-
thology, and possible cognitive deficits, 
which hamper the person’s capacity to 
consent.2 In this regard, Australia, India, 
United Kingdom, and other high-income 
countries have separate laws regulating 
admission, discharge, rehabilitation, and 
capacity assessment.8

Evolution of Consent in 
Telepsychiatry Practice
The concept of telepsychiatry draws its 
roots from “snail mail” correspondence 
therapy; Sigmund Freud correspond-
ed with patients through letters. With 
easy access to a telephone, consultations 
over the telephone were done widely 
in the 1990s and early 2000s. The con-
senting process during the earlier years 
was unclear. Later in 1985, the Ameri-
can Psychiatric Association opined that 
therapy provided almost exclusively by 
telephone was “unusual, inappropriate, 
and not accepted medical practice”.9 As 
informed consent is required before pro-
viding any treatment, some professional 
organizations in the early 2000s  noted 
the need for informed consent to e-ther-
apy and other forms of cyber-medicine 
and telemedicine.10 The consent process 
in multicentric clinical trials using tele-
medicine also presents a unique chal-
lenge. Although the process of obtaining 

informed consent through telemedicine 
has become streamlined, there are still 
many challenges that require further at-
tention from the electronic media.

However, the technological advance-
ments in the last three decades, such 
as easy access to the internet at remote 
locations and the use of applications 
(e.g., email, teleconsultation, and con-
ferences over the internet) and multi-
media approaches (e.g., digital imagery 
and video), have made the information 
shared during consultation substantial 
enough to ensure a standard of effective 
healthcare delivery across the world. 
Studies on the effectiveness11 acceptabil-
ity, feasibility,12 and satisfaction of tele-
medicine consultation are comparable 
to those conducted in person. In 2009, 
the World Medical Association guided 
the use of telemedicine for the provision 
of health care. In line with this, India, 
Malaysia, France, the United Kingdom, 
South Africa, and the state of California 
of the United States of America allowed 
telemedicine practice with informed 
consent.7,8

In India, the Indian Medical Council 
(IMC) published Telemedicine Practice 
Guidelines (TPG) in 2020, which allow 
for the legal practice of telemedicine.13 
The IMC has adopted the concept of 
telemedicine proposed by the World 
Health Organization14 as “The delivery 
of health care services, where distance 
is a critical factor, by all healthcare 
professionals using information and 
communication technologies for the 
exchange of valid information for the 
diagnosis, treatment and prevention of 
disease and injuries, research and eval-
uation, and for the continuing educa-
tion of healthcare providers, all in the 
interests of advancing the health of in-
dividuals and their communities.” The 
Indian Psychiatry Society, the Telemed-
icine Society of India, and the National 
Institute of Mental Health and Neuro 
Sciences (NIMHANS) have provided op-
erational guidelines for telepsychiatry 
in India to give more clarity and for an 
easier interpretation.15 Similarly, telep-
sychotherapy and telepsychiatric social 
work practice operational guidelines 
were brought out by their respective 
bodies of clinical psychology and psy-
chiatric social work.16,17

Type of Consent and 
Telepsychiatric Consultation
The process of consent will form the ba-
sis of the fiduciary relationship between 
a patient and a doctor.18 Indian Medical 
Council, Professional Conduct, Etiquette 
and Ethics Regulations, 2002 (IMC reg-
ulations) discusses consent for various 
medical and surgical interventions.19 It 
says that the consentee should be suffi-
ciently competent to enter into a contract 
and should, therefore, be at least 18 years 
old, of sound mind, and not excluded 
by any statute. The Mental Healthcare 
Act, 2017 (MHCA) Chapter 1 Section 2(i) 
describes informed consent for a specific 
intervention, to be without any force, un-
due influence, fraud, threat, error, or mis-
appropriation and obtained after provid-
ing adequate information, including the 
risks and benefits of, and alternatives to, 
specific intervention in a language and 
manner comfortable to the patient.20 
Consent is a must for each consultation, 
and it may be implied or explicit based 
on who initiates the consultation. If 
there are any changes in the mode, ap-
proach, or if a new health care worker is 
involved in telepsychiatric services, sepa-
rate explicit consent is required.

Implicit Consent
Implied consent is granted by the per-
son and can be inferred from a person’s 
behavior. In implied consent, clinicians 
can make certain assumptions based on 
human behavior and rational will. The 
treatment is provided in accordance with 
the principle of “best interest.” An exam-
ple of implied consent in a day-to-day 
medical procedure is when a person en-
ters the consultation chamber by his or 
her own volition, and it may be deemed 
that the person has consented to the pos-
sibility of clinical diagnosis to be made. 
Consent to the instruction given by a 
doctor during the clinical examination 
may be inferred from the general sub-
mission of a patient.21,22 As per IMC regu-
lations19 and TPG,13 which allow the legal 
practice of telemedicine in India, one can 
draw a legal interpretation of implicit 
consent in the telepsychiatry practice 
when (a) any person voluntarily initiates 
the telepsychiatric consultation, and (b) 
any person voluntarily initiates email-
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online informed consent form, an au-
tomatic consent form can be produced 
and stored in the patient database. The 
agreed consent form for virtual or telep-
sychiatry can be shared with the patient 
or family treatment in a portable docu-
ment format or Hypertext Markup Lan-
guage (HTML) formats via email or other 
asynchronous modes. The minimum du-
ration of consent storage of consent form 
should be in accordance with the IMC 
regulations.19 Even though consent was 
taken digitally, a copy of the explicit con-
sent form should be kept as a hard copy 
for record and documentation purposes.

According to the TPG, 2020, a reg-
istered medical practitioners (RMP) 
“should abide by the IMC (Professional 
Conduct, Etiquette and Ethics) Regula-
tions, 2002 and with the relevant provi-
sions of the IT Act, data protection and 
privacy laws or any applicable rules no-
tified from time to time for protecting 
patient privacy and confidentiality.”13 
However, it exonerates the RMP of any 
responsibility for “breach of confiden-
tiality if there is reasonable evidence to 
believe that patient’s privacy and confi-
dentiality has been compromised by a 
technology breach or by a person other 
than RMP. The RMPs should ensure that 
a reasonable degree of care while hiring 
such a service.”13

Assessment of Capacity to 
Consent for Telepsychiatric 
Consultation and Treatment
The assessment of capacity is an im-
portant legal component of informed 
consent, especially in psychiatry. Mental 
capacity is considered to be time- and 
task-specific and dynamic. According to 
the MHCA, 2017, capacity is assumed to 
be present in every person, including a 
person with mental illness (PWMI), and 
they can make a valid decision unless 
there are valid reasons to doubt the legal 
assumption.20 The Mental Capacity Act 
of England and Wales of 2005 guidelines 
are more systematic and not based on a 
person’s condition or behavior.25 How-
ever, as per the Indian MHCA, Chapter 
II, and Section 4, capacity needs to be as-
sessed on the following three principles: 
(a) the capacity to understand relevant in-
formation, (b) appreciation of reasonably 

based asynchronous telepsychiatry fol-
low up. Nevertheless, it is prudent to 
conduct an informal capacity assessment 
to know that the patients have the capac-
ity to initiate the consultation.

Explicit Consent
Consent is actively expressed by the per-
son, either orally or in a written form.21,22 
Any consultation initiated by the service 
provider, a specific examination proce-
dure, a major diagnostic procedure, gen-
eral anesthesia, a surgical operation need 
explicit consent. If an invasive examina-
tion or procedure, such as an incision or 
surgery or when sampling of body fluids 
is required, the patient’s written consent 
is ideally needed. There are three special 
circumstances where explicit consent 
may not be necessary: 
1.	 Necessity—Circumstance in which 

serious harm or death is likely to oc-
cur without intervention, and there 
is doubt regarding the capacity of 
the patient (e.g., catatonia, Neuro-
leptic Malignant Syndrome, deliri-
um, drug toxicity). 

2.	 Emergency—If there is a danger to 
the life or danger from the patient ( 
risk to self, risk to other, risk to pub-
lic or personal property as described 
by the Sec 94 of MHCA, 2017). 

3.	 Judicial order to examine and opine 
on the patient.20,21,23

As per IMC regulations19 and TPG, 
which allow the legal practice of tele-
medicine in India,13 the need for explicit 
consent is advised for the following sit-
uations: (a) Sending an email or SMS re-
minder or service provider contacting the 
patients regarding the next follow-up. (b) 
Psychiatrist transmitting the prescription 
directly to a pharmacy, (c) Family mem-
bers participating in the consultation 
process, (d) Individual telepsychotherapy 
or telecounseling, (e) Telefamily therapy, 
(f ) Any new healthcare worker involved 
in the treatment process of the patient,  
(g) Telegroup therapy, (h) Audio or video 
recording of consultation, (i) The second 
opinion from the medical specialist.

How to Record and Store 
Telepsychiatry Consent 
In India, many organizations or insti-
tutes offer a telepsychiatry-based fol-

low-up to previously enrolled and con-
senting patients in the organization. 
The earlier consenting procedure was 
to take an in-person consultation and 
would rely on consent forms, which were 
signed by the patient or the nearest rel-
ative or nominated representative (NR; 
if the patient has lost the capacity and 
nominated the NR as per MHCA, 2017) 
before the initiation of tele follow-up.20 
This strategy would eliminate the inher-
ent disadvantages of securing consent 
while using the virtual medium. It also 
helps streamline patient suitability for 
telemedicine consultation, which can 
make virtual consultations healthier 
and improve clinician satisfaction and 
patient experience. This approach can be 
adopted in providing care to psychiatric 
patients after discharge.24

However, explicit consent can also be 
taken digitally, and TPG has laid out the 
same in India.13 In this context, the cli-
nician can use a virtual or digital forum 
or technology to share the telepsychia-
try consent or specific procedure-related 
information via email or SMS or audio 
message or video message to the client. 
Those who have further doubts can use 
the helpline number or chatbot to dis-
cuss further the procedure or consulta-
tion. Once they have understood the in-
formation, one can check whether they 
received adequate and full information 
about the nature, purpose, rationale of 
telepsychiatric consultations, or the spe-
cific procedures. The risk and benefits in-
volved, the alternative options available, 
the economic implication of decisions, 
all are part of the information to be un-
derstood. However, in-person assistance 
may have to be provided if the online dis-
cussion is found wanting,

After that, if the patient is able to pro-
cess the information and can make deci-
sions rationally, then consent to the pro-
cedure can be taken by sharing one time 
password (OTP) or via e signature, digital 
signature, or by clicking “Yes” in the on-
line informed consent form. Those who 
want to opt-out of the procedure can do 
so by not completing the application or 
not sharing the OTP or e-signature or 
digital signature or by not clicking “Yes” 
in the online informed consent form. 
For those who agree to consent via OTP 
or e-signature or by clicking “Yes” in the 
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foreseeable consequences of a decision, 
and (c) communication of the decision by 
any means. Based on these broad princi-
ples, the expert committee formed by the 
Central Mental Health Authority of India 
has developed the guidance document to 
the practicing medical officers (MOs) and 
mental health professionals (MHPs) to 
assess the capacity. As per the guidance 
document and based on the principles of 
capacity assessment, certain conditions 
where the assessment of capacity done in 
quick time as one of the criteria is obvi-
ously not met are (a) certain occasions of 
violent behavior, (b) excitement, (c) cata-
tonia, (d)  a non-communicative confused 
patient, (e) delirium (when not in a lucid 
period), (f ) substance intoxication, and 
many similar conditions. If not, then the 
MOs or MHPs can go ahead and assess 
the capacity. In this, the MHPs or MOs 
are expected to check for general orien-
tation and the ability to follow verbal 
commands and then be able to appreciate 
his or her mental health condition. If it 
is a PWMI, depending on whether their 
ability to respond to the question correct-
ly, MHPs or MOs proceed with the inter-
view to check whether PWMI can assess 
the risk and benefit and make a decision 
after weighing the consequences. They 
may ask to seek further information if 
they have any doubts or queries before 
making a decision. Based on that, MHPs 
or MOs have to make a binary decision  
that he or she has the capacity for treat-
ment decisions or not. If capacity is lack-
ing, support from his or her NR will assist 
the person in making decisions; how-
ever, if the patient has made an advance 
directive, then the MHP is obligated to 
honour the same. The same principle 
applies to the MHPs or MOs while do-
ing a tele-based capacity assessment for 
participation in telepsychiatry consulta-
tion, therapy, counseling, treatment, and 
discharge.26 The consent may be either 
implied or explicitly based on existing 
guidelines laid down by the IMC regu-
lations,19 and TPG. The consent should 
be taken for the following: (a) consent to 
participate in audio- or video-based tele-
psychiatric services through the online 
open digital platform, (b) consent for te-
lepsychiatry consultation or therapy or 
counseling based on who initiates the te-
lepsychiatry consultation, and (c) consent 

for sharing the e-prescription to the phar-
macy directly. The consent process has to 
be recorded based on the TPG.13

Components of 
Telepsychiatry Consent
1.	 Capacity to consent for telepsychiat-

ric consent procedure.
2.	 Consent for telepsychiatric consul-

tations over the face to face consul-
tation or therapy

•	 Nature, purpose, the rationale behind 
telepsychiatric consultations over the 
face to face consultation or therapy

•	 Information about tele-psychiatric 
consultations, in case of therapy 
(how long, how many session)

•	 Risk and benefit of telepsychiatric 
consultations over direct or in-per-
son or face to face consultation

•	 Reasonable alternatives to the type 
of teleconsultation (video confer-
ence is better than audio)

•	 Economic considerations related 
to teleconsultation over direct or 
in-person or face to face consultation

•	 Limitation about telepsychiatric 
consultations—emergency care.

3.	 Consent to sharing of e-prescription 
to the pharmacy.

Approach to Telepsychiatry 
Consent in Special 
Situations
Adults Lacking Capacity 
In case of adults lacking capacity who are 
not in a position to give consent, MHPs 
need to check for Psychiatric Advance Di-
rective (PADs) or NR.  If he or she has not 
made NR or PADs in the past, immedi-
ate family members can act as NR as per 
MHCA, 2017. Before providing a proxy 
consultation, the clinician has to ascer-
tain following things: (a) documented 
diagnosis of dementia, (b) severity as 
“moderate” or “severe,” (c) loss of capac-
ity to consent by the patient, (d)  a per-
son seeking proxy consultation needs to 
have an authorization letter from the pa-
tient or if the clinician can recognize and 
confirm the identity of the family mem-
ber, an authorization letter will not be 
necessary, and the clinician can proceed 
to provide telepsychiatry follow-up. An 
oral or written consent from the patient’s 

NR has to be taken while delivering te-
lepsychiatric consultation to the patient.

Minor (Children and 
Adolescents)
In the case of minors, who are less than 
18 years of age, parents act as NR. The 
clinician has to ascertain the following 
things: (a) identity document with proof 
of age, which shows the person is less 
than 18 years and (b) documented proof 
that he or she is the parent of the child 
or the clinician can recognize the par-
ents (without a documented proof). The 
oral or written consent from the parents 
needs to be taken while delivering telep-
sychiatric consultation to the patient.

Emergency Care
The telepsychiatric consultation or coun-
seling is not suitable during a psychiatric 
emergency. However, RMP can consult 
psychiatrist or specialist through tech-
nology to provide emergency psychiatry 
care. Legal liability of care lies with the 
RMP, who initiated the consultation 
with the specialist.

Family Member in 
Consultation
To take clear oral or written consent from 
the patient and ask if he or she feels safe 
and comfortable with the presence of fam-
ily members to discuss and share his or her 
disease and confidential information.

Group Therapy
To take clear oral or written consent from 
the patient and ask if he or she feels safe 
and comfortable with the presence of other 
group members to discuss and share his or 
her disease and confidential information.

Family Therapy
It is necessary to take a clear oral or writ-
ten  consent from the patient and family 
members and ascertain if the patient is 
comfortable with having family mem-
bers in the meeting wherein confidential 
details of their illness maybe discussed.

Consultation Through 
Health Care Worker
The health care professional or worker 
can facilitate a telepsychiatric consul-
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tation for a patient with a psychiatrist. 
The health care professional or worker 
should be qualified and designated from 
an organization for providing the telep-
sychiatric services.  Health care profes-
sionals should take an explicit written or 
oral consent from the patients to take a 
history, examine the patient, and convey 
the findings to a psychiatrist.

Telepsychiatry and Consent 
During COVID-19 Pandemic
The restrictions imposed to control 
the pandemic helped to accelerate the 
uptake of telemedicine in India as 
elsewhere. It has also brought its own 
unique challenges. The use of telepsychi-
atry has predictably increased, not only 
for the outpatient consult but is also 
being employed for consultation and 
liaison with other medical specialties. 
China has used online platforms success-
fully for screening and treating mental 
disorders during COVID-19. Technology 
has been used to facilitate emergency 
mental health interventions while offer-
ing access to online psychological thera-
pies such as cognitive-behavioral therapy 
and self-help programs.27 In Karnataka, 
India, in places which are designated as 
COVID-19 treatment facilities, telemedi-
cine modalities are being utilized to offer 
mental health care for needy people who 
are infected with SARS-CoV-2 and iso-
lated. However, a pandemic should not 
preclude the consent process, and service 
providers need to respect the privacy and 
autonomy of the user and adhere to a 
good consenting procedure.

Unique Advantages, 
Challenges, and Legal 
Aspect of Telepsychiatry 
Consent 
An ideal informed consent in a face to 
face or telepsychiatry setting requires 
an array of factors to come together. 
Informed consent has four essential 
elements—capacity, voluntariness, de-
cision-making, and knowledge.28,29 “Ca-
pacity” is the ability of the service user to 
understand the nature of the treatment, 
the consequences of the treatment, or 
not taking it. “Voluntariness” is the will-
ingness to undergo the treatment or re-

fusal of the treatment and is to be free 
of coercion. Coercion is the intentional 
overriding of one person’s known pref-
erences or actions by another person, 
where the person who overrides justi-
fies the action by the goal of benefiting 
or avoiding harm to the person whose 
preferences or actions are overridden.30,31 
Coercion in telepsychiatry would be a 
new challenge for both service users and 
providers. Service providers must guard 
against using implicit or explicit coercive 
practices; they need to empower the user 
to make decisions that are in the best in-
terest of the user. A study has shown that 
although most psychiatrists considered 
coercion as a caring, protective, and safe 
attitude, they did acknowledge its poten-
tial negative impact on patient dignity 
and therapeutic relationships.32 

One way of empowering the user 
is by providing adequate knowledge 
about the treatment, procedure, or oth-
er related aspects. Knowledge includes 
sufficient information given to the pa-
tients to understand the nature and 
consequences of the treatment or the 
lack of it. It usually involves the nature 
of the proposed treatment, the risks and 
benefits of the proposed treatment, and 
the available alternatives. Decision-mak-
ing means the ability to make decisions 
weighing the pros and cons and commu-
nicating the same to the treatment pro-
vider. A legally valid consent will involve 
all these factors.6

Teleconsent differs from tradition-
al informed consent by removing the 
in-person and pen-to-paper signature 
components and instead has a video in-
teraction between the participant and 
the provider followed by authentication 
via OTP or photo-based or handwrit-
ten e-signature or by clicking “Yes” in 
the online informed consent form. The 
teleconsent and other consent modal-
ities are distinct. The standard for the 
consent process, which remains a face-
to-face discussion with the patient, will 
be constrained by the need for travel 
on the part of the patient. Teleconsent 
procedure may require the participants 
to have access to a telephone, fax ma-
chine, or email, scanner, and a printer to 
be able to send and receive the consent 
form, which may not be available among 
rural and disadvantaged communities. 

This also overcomes the transportation 
and technological barriers by minimiz-
ing the requirements to a computer con-
nected to the internet. In India, smart-
phone usage has been on the rise, and 
smartphones often replace the reliance 
on computers. The medium of telecon-
sult relies heavily on a good internet 
connection and often adds its challenges 
to the consenting process. 

Another challenge during the telecon-
sultation process is the requirement for 
sustained attention from the patient,  
provider, or researcher. During a video 
conversation or when digitally sending 
the consent forms, one may argue that 
the participants may not be as cognitive-
ly attentive compared to the traditional 
face-to-face interaction between the two 
parties. This also makes the clinician job 
of confirming the extent of patients’ un-
derstanding challenging.33

The telepsychiatry consultations offer 
the convenience of consulting the pro-
fessional at their convenience. Another 
challenge is the privacy and confidenti-
ality of the consultation; patients and 
clinicians may need time to get used to 
the software, which stores the informa-
tion in the server. There is a chance of 
data leakage due to poor encryption of 
data in the server. There is the potential 
risk of patients bringing in the bias of 
convenience over the inherent weak-
ness of teleconsult, to consent for the 
same. During the consenting process, 
the physician needs to explain the short-
comings, bearing in mind the patient’s 
potential bias toward a teleconsult due 
to the inherent convenience. It is also 
important to ensure that the patient is 
sufficiently comfortable with the new 
medium before introducing the nuances 
of informed consent, even if this involves 
multiple sessions. 

Future Directions and Way 
Forward 
With further advancement in technology, 
in future consent process could partly be 
automatized with the help of AI chatbot. 
A chatbot is an artificial intelligent soft-
ware application that can mimic a human 
conversation via text or text to speech 
methods. The component of providing 
adequate information about the nature, 
purpose,  rationale of the teleconsultation 
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or a specific procedure, risks, and bene-
fits of the same, reasonable alternatives, 
economic implications, and limitations 
could be done by AI, which gives all the 
relevant information to the user. It can 
perhaps even check if the user has un-
derstood the information and help with 
answering any questions regarding the 
same in an FAQ format. The AI program 
can direct the user to a human service pro-
vider if the user wishes to or has queries 
that the software is inept to handle.

Augmented reality (AR) and virtual re-
ality (VR) are already being used in med-
ical education and healthcare.34 Similarly, 
AR and VR applications can be developed, 
which can provide enhanced user experi-
ence and improve the teleconsenting pro-
cess. One of the major drawbacks of tele-
psychiatry consultation has been the loss 
of empathy; perhaps with VR technology, 
one can bring back the empathy compo-
nent to the satisfaction of both the men-
tal health user and the service provider.

Consent for procedures like elec-
tro-convulsive therapy (ECT) can be au-
tomatized, and the AI program can cus-
tomize and provide information like the 
number and frequency of sessions to the 
individual user based on the available 
good practice guidelines and the latest 
evidence. Similarly, consent for capac-
ity assessment and admission can also 
be automated. With the inclusion of AI 
chatbots and related technology into the 
consent process, especially admission, 
ECT, and starting specific medication, 
there could be a significant advantage by 
making it easy, thorough, and seamless. 
This has the potential not just to enhance 
user experience but prevent healthcare 
provider burnout. However, the client 
has to meet the service provider for the 
final consent agreement. The service pro-
vider may keep a signed hard copy of the 
consent form in the client record for re-
cording and documenting purposes.

Conclusion
Telepsychiatry is a growing field, and 
the need to streamline the operational 
guidelines is much needed. The Telepsy-
chiatry Operational Guidelines published 
recently is a step in the right direction. In 
telepsychiatry, consent holds an import-
ant aspect in the delivery of psychiatric 
services as it involves more non-human 

interfaces such as information and tech-
nology. The consent should not only be 
limited to telepsychiatry consultation 
services but also include the explicit 
consent about sharing of prescription 
to the pharmacy and sending a remind-
er for future consultation. There is also 
a need to work further on developing 
implementable record-keeping for tele-
consults in line with the data protection 
laws of the land and compliance with the 
data safeguarding agencies. The stream-
lining of the telepsychiatry consenting 
process will safeguard both the treating 
team and the patient. 
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It also elucidates the challenges faced by 
health professionals, and possible ways 
of maneuvering and circumventing the 
same. Telepsychiatry, a dynamic process 
which is interactive and personalized, 
adds a third dimension to the practice of 
modern medicine. It is here to stay. So, it is 
not a question of “if” instead “how soon” 
we can adapt to and get conversant with 
this revolutionary mode of connection, 
communication, and consultation, which 
will make all the difference.

Telepsychiatry Netiquette: 
Connect, Communicate and Consult

AbStrAct
Globally, telepsychiatry has been around 
since the 1950s. It is in the COVID era that 
it has gained the relevance and much-
needed momentum amongst mental health 
care professionals. Given the restrictions 
imposed by the global lockdown owing to 
the fear of contracting the virus, the ease of 
access and safety offered by telepsychiatry 
makes it both appealing and “the new 
normal.” Despite some hesitation from 

mental health professionals, there is 
adequate research to support the role of 
telehealth services in the management 
of various mental health disorders. As 
with any formal system, the practice of 
telepsychiatry is regulated by professional 
guidelines to show the way forward to both 
health provider and seeker. The manuscript 
examines the ways telepsychiatry 
is redefining our virtual conduct. It 
emphasizes the evolving “netiquette” 
needed to navigate online consultations. 
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The blending of telecommunica-
tion and information technology  
into health care has given us the 

portmanteau words “telemedicine” and 
“telepsychiatry.” Tele, the prefix phrase, 
derives from the Greek meaning “far.” It 
is anchored to the root word that means 
“reaching over a distance, carried out 
between two remote points, performed 
or operating through electronic trans-
missions.” The word “medicine” derives 
from the Latin “mederi,” meaning “heal-
ing.” Telemedicine refers to health care 
delivery, whereby physicians examine 
distant patients through the use of tele-
communications technology.1 “Telepsy-
chiatry” holds a niche in the broader field 
of telemedicine. It is a complex set of 
tele-behavioral-health treatments. Hai-
ley et al. (2008) reviewed 72 papers that 
described 65 clinical studies.2 Findings 
from these studies confirm evidence of 
success with telepsychiatry in the areas 
of child psychiatry, depression, demen-
tia, schizophrenia, suicide prevention, 
posttraumatic stress, panic disorders, 
substance abuse, eating disorders, and 
smoking prevention. The authors con-
clude that the evidence of benefits from 
telepsychiatry applications is encourag-
ing, though still limited. A review of the 
abundant scientific literature supports 
the evidence that accumulating global 
experience in telepsychiatry consulta-
tion is positive and welcoming.3

In India, until early 2020, there was 
no specific legislation or guidelines on 
the practice of medicine through video, 
phone, and internet-based platforms. 
The Board of Governors, under the guid-
ance of the Health Ministry, on March 
25, 2020, formulated an amendment to 
the Indian Medical Council (professional 
conduct, etiquette, and ethics) Regula-
tions, 2002 (“Code of Conduct”). It laid 
the regulatory foundation for the prac-
tice of telemedicine in India.4 In May 
2020, the National Institute of Mental 
Health and Neurosciences, Indian Psy-
chiatric Society, and Telemedicine Society 
of India collaborated. They published an 
operational guideline for psychiatrists to 
practice teleconsultations in compliance 
with Telemedicine Practice Guidelines 2020 
of the Government of India.5

The goals of mental health care profes-
sionals, the service providers, traditionally 
have always been to promote, prevent, di-
agnose, treat, and rehabilitate individuals 
needing care. However, in recent times it is 
the mental health care service seekers who 
are becoming more demanding in terms 
of interaction and participation than ever 
before.6 They have never been more curi-
ous, interested, and responsible for their 
mental health. For the health seeker, the 
right to decide and deny remains para-
mount and the cornerstone of the current 
doctor–patient relationship.7 Health care 
seekers are looking beyond just medical 
care. They want the power, autonomy, 
and dignity related to their health, most 
notable being a possibility to refuse. These 
challenges, combined with the increasing 
need for a collaborative relationship be-
tween the professional and patient, have 
given telepsychiatry wings to fly and play 
a pivotal role in health care delivery. 

The ubiquitous caveats of etiquette 
that apply to online communication 
are similar yet different from those em-
ployed for communicating offline, in 
person, or through audio and video. A 
telepsychiatry consultation, contrary to 
the face to face (f2f) consultation, begins 
much before the actual meeting. The por-
trayal of the professional in terms of af-
filiations and credentials, the multitude 
of services offered can influence health 
seekers’ perception in positive and nega-
tive ways. Prospective health care seekers 
may browse internet portals for physi-
cian ratings and reviews before opting 
for their choice. It sets the precedence to 
getting the first impression of the health 
care provider. Many times, these sites use 
arbitrary methods and are not regulated, 
thereby significantly influencing health 
seekers’ attitudes and beliefs.8 Ergo, the 
need to upskill oneself for a hassle-free 
transition from bedside to website. The 
objective of this manuscript is to appraise 
the evolving “netiquette” required for on-
line consultations. It also highlights the 
challenges to circumvent in the process.

Professional Upskilling 
for Bedside to Website 
Transition: Netiquette of a 
Telepsychiatry Consultation
The key to successful teleconsultation 
is not just the technology, it is also the 
delivery of care. There are potential pre-

requisites from both ends for a fruitful 
consultation. The technology serves the 
purpose of a means to an end. A produc-
tive telepsychiatry consultation is depen-
dent on multiple parameters. It includes 
doctor–patient relationship, patient and 
professional requirements, technologi-
cal requirements, the comfort of using 
technology, positive expectation from 
the mode of communication, and essen-
tial trust in the method of distance com-
munication. Etiquette in technology is a 
relatively modern concept. “Netiquette” 
is a portmanteau, word blend of “net-
work” and “etiquette.”

Creating the “Just Right” 
Netiquette Using the 
Goldilocks Principle
One can decipher the right netiquette us-
ing a metaphor. Here is an excerpt from 
the fairy tale “Goldilocks and the Three 
Bears.” The story where a tired little 
girl named Goldilocks enters the house 
of bears; her attention soon falls on the 
three beds. The first bed that she tries to 
fall asleep on is too firm, the second too 
gentle, and the third just right for her. 
That’s the beginning of the conflict in 
the story.

Goldilocks principle is a cognitive ef-
fect where similar choices tend to grav-
itate toward the more moderate option.  
Setting the telepsychiatry netiquette 
standards too high (too firm) to meet 
the studio norms can have a toll on the 
service provider. The consequent strain 
can interfere with providing optimum 
mental health care, while keeping the 
netiquette standards too low (too gen-
tle) can affect the satisfaction levels of 
the service users, which may lead to a 
decrease in the utilization of the service. 
Hence, there lies the importance of the 
“just right” netiquette that is simple 
and straightforward to follow. It will im-
pact the outcome of the effectiveness of 
the teleconsultation. With heightened 
awareness and practice, the service pro-
vider and service seeker can join together 
in optimum utilization of telepsychiatry 
service. 

Capsuled, in a nutshell, the 13 “just 
right” netiquettes include the following:
1.	 Perform a trial run to ensure famil-

iarity and use of the technology 
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	 d.	� Be supportive. Reassure and al-
ways make it a point to clarify 
specific questions raised. Regu-
larly check to have been under-
stood by asking questions or 
making mini summaries.

11.	 Evidence-based research indicates 
the presence of unique vocal pat-
terns associated with the underlying 
emotions of anger, disgust, fear, hap-
piness, sadness. In a telepsychiatric 
consultation process, with the limita-
tion of being able to notice the finer 
nuances of emotional digressions, it is 
desirable to develop the ability to de-
tect the subtle emotions in the tone. It 
can help the service provider to invest 
a little more time and be more com-
passionate to the anxious patient—
thus influencing and motivating the 
individual to share more details for 
better care of the issue in hand.

12.	 Be thoughtful to use the chat box, 
primarily to communicate misun-
derstood terms or for reclarification 
of an indistinct converse. Use texts 
with emojis when appropriate for 
better empathy and communica-
tion. Nevertheless, be cautious and 
capture the context to avoid mis-
communication.

13.	 Termination of the session with 
a thank you note is essential. It is 
usually much appreciated and goes 
a long way toward having a positive 
effect on patient satisfaction.

Mirroring of optimal postures by the 
health care provider and health care 
seeker can enhance rapport building. 
A well-established rapport leads one to 
feel comfortable in one other’s presence, 
thereby leading to accurate disclosure of 
information. Following are three good 
practices intended to supplement the 
mentioned 13 netiquette: 
1.	 Set up an ergonomic consultation 

station as this will help one feel and 
give their best. Let the curve of the 
spine decide the choice of the chair. 
Rest both feet on the floor or foot-
rest. Let the keypad be in level with 
or below the elbows. Elevate the 
laptop to ensure the camera on the 
screen is at eye distance. 

2.	 Do not multitask as this could sub-
sequently lead to multi-slacking. Be 
mindful of the session and avoid an-

in hand. It will aid in minimizing 
technical challenges that can arise 
during the consultation. It is useful 
to have an audio/video quality con-
trol check in advance to every single 
session. Have alternative platforms 
or technology as a standby. It can aid 
in combating untoward glitches that 
can crop up during the consultation. 

2.	 For teleconsultations, scientific ev-
idence mulls the usage of a neutral 
background. It allows the optimum 
viewing of individuals with varied 
complexions.

3.	 Deploy and utilize standard quality 
equipment, latest software, and fast-
er and consistent internet service. 
It shall ensure optimum audio and 
video quality.

4.	 Schedule a time in advance. Fixing 
the duration of the teleconsultation 
and making oneself available at that 
time ensures effective processing of 
the consultation. 

5.	 Proactively communicate untoward 
delays and unavoidable cancella-
tions. Ensure to reschedule again on 
a mutually convenient day and time. 
Being proactive is an opportunity to 
win. Active practices and communica-
tions create opportunities to demon-
strate stakeholder attention, estab-
lish trust, and build connections. It 
can ease anxiety and aid in address-
ing problems before they develop.

6.	 Talking about a mental health issue 
can be nerve-wracking, uncomfort-
able, and embarrassing. Ensure the 
remote setting is safe, secure, and 
confidential as on the lines of a f2f 
session. It will enable the patient to 
feel comfortable and trustworthy to 
seek health care services. 

7.	 Make sure the room is well lit. Con-
versations are more active and less 
anonymous in a brightly lit room. 
Have space devoid of distractions, 
both people and noise. Keep the 
background nonclumsy. A simple, 
clean, and nondistracting back-
ground with proper camera posi-
tioning will foster an environment 
that allows an uninhibited flow of 
information without compromising 
privacy. It is essential to be in con-
trol of what is seen, told, and expe-
rienced during the consultation.

8.	 Ensure to attire professionally al-
ways irrespective of the duration or 
mode of consultation. It can influ-
ence the perceived professionalism. 
Colors, designs, and patterns have 
their connotations, which can have a 
significant influence on people’s im-
pressions and behaviors. Physician’s 
appeal plays an integral part in estab-
lishing faith and confidence as well as 
in perceiving empathy in the relation-
ship between patient and doctor.9

9.	 Always have the health care seeker to 
dial in. It serves as implied consent 
with themselves opting to reach out to 
seek professional help. On beginning 
the consultation, place a warm request 
to the patient to confirm their identity. 
It will make sure that the right patient 
is receiving the consultation. 

10.	 Communicating online has subtle 
differences from talking f2f. Estab-
lish the following ground rules in 
advance to ensure a productive and 
effective online consultation: 

	 a.	� Paralinguistic features like ges-
ture and facial expression are 
absent. They help in communi-
cation and intonation patterns 
to convey the tone of a message. 
Hence, judiciously use nonver-
bal cues to show interest, and 
that you are listening to and 
understanding the other per-
son. Acknowledge and respect 
others’ points of view (even if 
you disagree). Be tolerant and 
forgiving of others’ mistakes.

	 b.	� Set clear boundaries and re-
spect those set by others. Com-
municate, taking turns. Avoid 
stepping on each other feet by 
not having simultaneous talks. 
Be unambiguous, slow, precise, 
and pleasantly loud.

	 c.	� Make an ongoing effort to face 
the camera while communi-
cating. Maintain eye contact 
and practice “civil inattention” 
where necessary. Coined by 
sociologist Erving Goffman,10 
this is the act of consciously ac-
knowledging other’s presence. 
It can have one’s privacy unin-
vaded by making eye contact 
for a fraction of a second before 
averting the attention.
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swering other emails or run errands 
online while still being in the meeting.

3. Turn off the notifications on the 
phone and stop social media for 
blocks of time with an app such as 
Self Control, available on either 
phone or desktop. Make the best out 
of the available online time tracking 
apps such as Toggl (web), the Work 
Break Timer (app), Focus Booster 
(app and web), or Tomato Timer 
(web) for efficient time-keeping. 

Figure 1 illustrates netiquette as a 
mnemonic to provide a concise three-
part framework crafted for a quick recall.

A conversation on mental health is 
more than mere communication. It re-
quires the establishment of rapport, 
trust, therapeutic alliance, and positive 
expectation for optimum outcomes. 
With virtual consultation, the overall 
ability to express, deal, label, and process 
emotions remain a challenge. Hence, for a 
professional, working on active learning 
of communication with texts, messages, 
voice, and video is an advantage. Here are 
some challenges to be mindful of for an 
audio-only and text consultation. 

Audio-Only Consultation
Audio conversations without an accom-
panying video can be challenging. Any 
form of communication consists of visu-

al and aural components, former playing 
a more substantial part. The elimination 
of the visual element forces the listen-
er to “fill in” the gaps. This “filling in” 
occurs by judging the intonations and 
inflections of the aural component. It 
makes the process inherently imperfect 
and thereby likely to result in “lost in 
translation.” It further leads to challeng-
es in communication.

Text Messaging
It is a frequently used and very conve-
nient way to exchange information. 
With a loss of visual and aural compo-
nents, there is an offset in the clarity 
provided by the written testament of 
information. In combination with au-
dio-video messaging, the level of clari-
ty gained is probably at its highest. We 
must be aware of spelling errors, faulty 
grammar, and poor language skills, not 
ignoring the frustration caused by auto-
matic spellchecks that autocorrect words 
arbitrarily and generate amusing and of-
ten disastrous instances often referred to 
as “word salad.”

Shielding Netiquette 
Standards Against becoming 
too Firm or too Gentle
Professional consultation involves pri-
marily human interaction; hence, it can 

go awry due to various reasons. Telep-
sychiatry, with its unique features and 
demands, is also prone to specific chal-
lenges. A nonprofessional setup, appear-
ance, or handling of technology can have 
a significant impact on the outcome of 
the consultation. The individual’s senso-
ry, motor, communication, and cognitive 
deficits can restrict the usage of virtual 
consultation. Thus, it is a good practice 
to assess user feasibility beforehand to 
choose the best mode of communication.

Text, audio and video only convey 
minimal data. Teleconsultation, there-
fore, has the downside of unintentional 
miscommunication. Establishing and 
maintaining trust remains a crucial com-
ponent for a fruitful telepsychiatry con-
sultation. Real-time consultation has a 
clear boundary to mark the end of con-
sultation when the patient walks out of 
the consulting chamber. Telepsychiatry 
consultation has the ease of accessibility 
through instant messages or call. Hence, 
one of the challenges to note is that the 
patient can continue to reach out multi-
ple times after the completion of a sched-
uled appointment to clarify or share more 
information. It may result in resentment 
which may impair the effectiveness of te-
lepsychiatric session(s). Also, patient be-
haviors can turn out challenging during 
a telepsychiatry consultation. Some of 
the problems include self-harm, suicidal 
behavior, abuse, addiction, and disinhi-
bition. Professionals, therefore, need to 
develop their basic strategies in advance 
to deal with the challenging online be-
havior of their patients. Also, ensure that 
there is no compromise on ethics and 
legality. A comprehensive consent form 
detailing the do’s, don’ts, expectations, 
and limitations from the telepsychiatry 
consultation duly explained, discussed, 
and accepted in prior shall be useful 
during times of crisis. It may be helpful 
to obtain personal demographic infor-
mation, alternative numbers of trusted 
family members or friends, particularly 
when working with people who are at 
an imminent risk of suicide or self-harm. 
Having a list of local resources for emer-
gency care hotlines and other crisis inter-
vention setups could be handy.

Telemedicine guidelines recommend 
that the professional decide on the fea-
sibility of initiating and continuing con-

FIGURe 1.

Telepsychiatry Netiquette Simplified 
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sultation. At any point in time, the expert 
can consider termination and recom-
mend in-person consultation for reasons 
of safety and effective care to the patient. 
Keep a list of alternative resources to 
make available to the patient. It will en-
able to provide first aid to the patient un-
til they connect to the required service. 

The remote and virtual presence of the 
patient rules the need to collect data and 
the constant interaction with technology. 
It can make the practitioner less empa-
thetic and more protocol driven, which 
can dilute the human aspect of the con-
sultation. With power comes responsibil-
ity! Telepsychiatry consultation is never 
a more natural alternative, but rather 
another mode of health care service deliv-
ery, suitable in certain circumstances. 

Technical glitches at either end of ser-
vice provider or receiver shall create ob-
stacles for the overall effectiveness of the 
consultation. Being prepared and having 
alternative strategies shall remain key 
to handling these glitches, which could 
be inevitable. Teleconsultation sessions 
can continue to influence interpersonal 
interactions. There is now ease of access 
to one’s personal and social life on multi-
ple platforms. There are digital traces left 
behind. Implicit biases can contribute to 
questions of transference and counter-
transference. To know the real impact, this 
area requires systematic studies. Avoid 
abuse and reduce bias, against any modal-
ity of care. Balancing different patterns of 
health care available for the benefit of the 
community at large shall remain the key.

Conclusion
Te lepsychiatry is an evolving form of 
health care service. It holds on to the ba-

sic principles of autonomy, beneficence, 
confidentiality, nonmaleficence, and 
equality. Telepsychiatry advances are an 
indication of a changing and adapting 
world, needing us to embrace the change 
and uncertainty. It has its potential ef-
fectiveness, possible limitations, and its 
place in the health care ecosystem with 
no compromise in confidentiality, eth-
ics, and legality. A commonly held be-
lief among health professionals is that 
there is no replacement or equivalent to 
in-person consultation, which need not 
be true always. The in-person consulta-
tion has its drawbacks as well. The lack 
of training, experience, and exposure to 
virtual consultation leads to further bar-
riers in many professionals delaying the 
adoption of telepsychiatry consultation. 

Telepsychiatry has the potential to be a 
convenient, customizable tool to bridge 
the gaps in the existing mental health 
care ecosystem. It can benefit all the stake-
holders in the ecosystem, thereby helping 
nations to create robust health care.  With 
more and more consultations going the 
telepsychiatry way, the data generated 
shall provide the fodder for future chang-
es and incorporations. The process of 
telepsychiatry consultation is not an all-
or-nothing affair, where one becomes an 
expert immediately starting to the con-
sultation online, like turning on a light 
switch or vice versa. Instead, it is a gradu-
al and incremental expertise one acquires 
like the dimmer switch, albeit slow and 
steady that dims or brightens the space.
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Treatment Gap
According to the World Health Organi-
zation (WHO),13 nearly 25% of the world 
population will be affected by mental or 
neurological disorders at some point in 
their lives. Around 450 million people 
currently suffer from such conditions, 
placing psychiatric disorders among the 
leading causes of ill health and disabil-
ity worldwide. Though the treatments 
are available, nearly 66% of those with 
known psychiatric disorders rarely seek 
the required treatment from a psychiat-
ric professional.13

The impact and cost of psychiatric 
illnesses on personal, family, social, so-
cietal, individual finances, and overall 
economy of the nation are enormous, 
yet there is a significant gap in the de-
livery of psychiatric healthcare services. 
The global average treatment gap 31.1% 
for schizophrenia and related disorders, 
53.9% for major depressive disorders, 
48.9% for bipolar disorders, and 76.2% 
for alcohol dependence and abuse dis-
orders.14 In India, there was a 85% treat-
ment gap for common mental disorders, 
73.6% for severe mental disorders, 90% 
for substance use disorders, 80% for sui-
cidal risk behavior, and 83% for the over-
all treatment gap, according to National 
Mental Health Survey 2015-2016.15 Apart 
from the huge treatment gap, India has 
also abysmally low psychiatric health-
care professionals per 100,000 popula-
tion who are more concentrated in urban 
areas.16 This skewed distribution of psy-
chiatric healthcare services adds to this 
treatment gap, making it imperative to 
incorporate novel approaches to the de-
livery of psychiatric healthcare services. 
Technological advancements, ease of ac-
cessibility, cost-effectiveness, and overall 
equivalent efficacy would enable the tele-
psychiatry services in the OPD to address 
the enormous treatment gap and be a 

Telepsychiatry and Outpatient Department 
Services

Abstract
The utilization of telemedicine and 
telepsychiatry (TP) services in the 
outpatient department (OPD) has been 
increasing in recent years. The information 
about the technological, administrative, 
and clinical challenges is being addressed 
by the telemedicine and TP guidelines 
published by several individual nations. 
TP aims to address the treatment gaps, 
barriers for utilization, accessibility, 
diagnostic validity, financial implications, 
and individual client preferences. 
Utilization of TP in the OPD varies from 
country to country depending upon their 
healthcare delivery systems. It also varies 
in populations utilizing the TP services—
urban, rural, child and adolescent, geriatric, 
and differently abled. TP services in the 
OPDs are being incorporated differentially 
by government organizations, insurance 
recognized psychiatric healthcare 
organizations, private psychiatric group 
practice deliverers, and individual, 
standalone psychiatric healthcare 
deliverers. TP may not replace the 
traditional in-person consultations 
completely. Covid-19 pandemic has 
hastened its utilization across several 
healthcare delivery systems. Healthcare 
organizations, clinicians, other healthcare 
deliverers, and end users are in the 
process of adapting to the new scenario. 
Incorporation of the big data, machine 
learning, artificial intelligence, virtual 
reality, and other technological advances 
in the psychiatric healthcare delivery 
systems into TP services in the OPDs would 
significantly contribute to the overall 
quality and efficacy of the psychiatric 
healthcare delivery systems in the future. 

Keywords: Telemedicine, telepsychiatry, 
outpatient services, Covid 19

Telemedicine was coined to define 
the medical care practice using in-
teractive audio, visual, and com-

munications systems.1 Telepsychiatry 
uses the information and communica-
tion technologies to provide psychiatric 
healthcare services. Technologies includ-

ing closed circuit television, two-way 
television,2,3 and use of telephone4 have 
been in use in psychiatric healthcare for 
more than 50 years. Technological ad-
vances over the past 20 or more years 
have ushered a new era into psychiatric 
healthcare delivery systems. These ad-
vanced technologies are enabling the 
psychiatric healthcare professionals to 
render their expert services to rural, re-
mote, neglected areas, and underserved 
population groups too. In India, the 
Schizophrenia Research Foundation 
(SCARF), Chennai, pioneered telepsychi-
atry services during the 2004 Tsunami 
by reaching out to the distant and ru-
ral areas.5 National Institute of Mental 
health and Neurosciences (NIMHANS), 
India has initiated telepsychiatry ser-
vices with a hub and a spoke model to 
fulfill the psychiatric healthcare service 
requirements of the distant and rural 
population in Karnataka State, India.6 

Telemedicine and 
Telepsychiatry Practice and 
Operational Guidelines
The regulatory, technological, admin-
istrative, legal, and clinical challenges 
are being addressed by the telemedicine 
guidelines published over the past sev-
eral years by several individual nations 
including UK,7,8 Australia & New Zea-
land,9 and USA.10 In India, Ministry of 
Health and Family Welfare (MoHFW), 
has released Telemedicine Guidelines 
on March 25, 2020.11 Indian Psychiatric 
Society and Telemedicine Society of In-
dia in collaboration with NIMHANS has 
published Telepsychiatry Operational 
Guidelines in May 2020.12 The guidelines 
ensure the psychiatry healthcare delivery 
organizations and psychiatric profession-
als to provide telepsychiatry outpatient 
department (OPD) services the equivalent 
standard of care as in-person care.
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permanent component of the psychiatric 
healthcare delivery systems. 

Benefits of Telepsychiatry 
1.	 Reliability: There are numerous 

accumulated literature to indicate 
the reliability of  videoconferenc-
ing-based telepsychiatry diagnostic 
assessments and comparability of 
clinical outcomes of telepsychiatry in-
terventions to in-person care among 
varied client populations,17,18 ages,19–21 
and  diagnostic groups on a variety 
of measures.22 Reliability of child as-
sessments,23 neuropsychological as-
sessments,24–27 severity of depressive 
disorder,28,29 alcohol use severity,30 
diagnostic accuracy,31,32 competency 
to stand trial,33 psychosis,34 and adult 
autism.35 

2.	 Cost-effectiveness: Telepsychiatry 
was found to be more cost-effective 
than in-person services in the man-
agement of pain and depression36 

and underserved rural populations.37 
In a study in India, the telepsychia-
try services delivered from a tertiary 
psychiatric center to a distant prima-
ry healthcare center has shown to be 
very cost-effective than conventional 
in-person care.38 

3.	 Provider and client satisfaction: 
High level of client satisfaction was 
found in adults with depressive ill-
ness39 and children with depressive 
illness.40 There is increased satisfac-
tion with videoconferencing across 
cultural differences.41 The videocon-
ferencing services were appreciated 
and acceptable in the family members 
of those with child and adolescents 
who have psychiatric illnesses.42

4.	 Outcomes 
	 a.	� Telepsychiatry in various psy-

chiatric illnesses: Telepsychiatry 
consultation and treatment has 
been shown to be effective in clients 
with anorexia nervosa43 and buli-
mia nervosa.44 Telepsychiatry-based 
Cognitive Behavior Therapy (CBT) is 
found effective for panic disorder,45 
social anxiety disorder,46 depressive 
disorders,47 PTSD48 and substance 
abuse disorders,49,50 schizophre-
nia51–53, suicide assessments,54 sui-
cide prevention,55 and obsessive 
compulsive disorder.56  

	 b.	� Telepsychiatry in underserved 
population: Telepsychiatry stud-
ies in persons  with intellectual dis-
ability have shown some evidence 
of cost-effectiveness, improvement 
in client–carer satisfaction, and 
convenience.57 Videoconferencing  
services in children and adolescents 
are equivalent to in-person services 
in diagnosis, satisfaction, clinical 
outcomes, time and cost savings, 
and overall improvement in quality 
of care.58 Videoconferencing is effec-
tive in imparting training skills to 
parents of children with attention 
deficit hyperkinetic disorder.59 

	 c.	� Telepsychiatry in restricted 
access population: Videocon-
ferencing services increase the 
access of psychiatric health ser-
vices in prison inmates, leading 
to high satisfaction among them, 
and saving costs for providers.60–63 
Telepsychiatry is acceptable, effec-
tive, feasible, and above all reliable 
across cultures like American-Indi-
an veterans and hispanic communi-
ties.64–68 Videoconferencing-based 
assessments of mental state and 
cognitive function have shown to be 
as reliable as face-to-face interviews 
in elderly clients, even in those with 
cognitive Impairment.69–71 

	 d.	� Telepsychiatry in underserved 
areas: Telepsychiatry was primar-
ily devised to bridge the unmet 
psychiatric healthcare needs of us-
ers in remote,72,73 rural and difficult 
to access locations.74–76 The telep-
sychiatry services extended to ur-
ban areas too with increasing traf-
fic, commuting distances, costs of 
travel, saving time, etc. and there-
by decreasing healthcare costs and 
accessibility to high-quality care.77 

Barriers to Implementation 
of Telepsychiatry
The scope of telepsychiatry is enormous, 
and its potential appears to be underex-
plored and underutilized. Hence, it has 
not been implemented to its full poten-
tial and extent. Though the clients and 
providers have shown satisfaction with 
telepsychiatry, concerns such as estab-
lishing rapport, privacy, safety, technol-

ogy limitations, infrastructure, financial, 
regulatory, legal, license, credentialing, 
educational, and learning issues have 
created barriers.78 

Challenges from provider’s perspective:
1.	 Institutional: Large and complex 

psychiatric care institutions may not 
provide appropriate technology, tech-
nical support, timely evidence-based 
information, and adequate medical 
records to the providers leading to 
time constraints when integrating 
this information into clinical prac-
tice.79,80 Studies have found that after 
controlling for other barriers, reim-
bursement, regulatory issues, nega-
tive attitudes of practitioners, and im-
plementing institutions are the most 
prominent barriers influencing the 
use of telepsychiatry services.81  

2.	 Licensure: Licensure issues arising 
from cross border and across states 
can be addressed by a national licens-
ing system within a country with ap-
propriate permissions and laws.  

3.	 Infrastructure: Telepsychiatry in-
volves investment associated with 
infrastructure development, mainte-
nance, upgradation of technology and 
devices, technical challenges, regular 
on rolls nonmedical personnel, and 
skills training. In larger institutes, 
these can be a challenge with bureau-
cracy and timely implementation.

4.	 Client privacy and security: Priva-
cy issues related specifically to tele-
psychiatry include the possibility of 
access of medical information to the 
nonmedical staff. Videoconferenc-
ing over public networks creates the 
potential for unauthorized access to 
protected medical information. Regu-
lar upgradation of technological solu-
tions such as encryption and virtual 
private networks, precautions in data 
storage, and retrieval are challenges 
that need to be addressed adequate-
ly. There are several medicolegal and 
ethical issues related to maintaining 
client privacy, confidentiality, and se-
curity of the health data.81  

Challenges from end user and pa-
tients’ perspective:
1.	 Age and disability-related chal-

lenges: Telepsychiatry is a challenge 
in children and elderly patients and 
in those who have decreased mobility, 
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complex social requirements, hearing 
and vision difficulties, and cognitive 
impairment. Learning disabilities 
and level of education in patients also 
pose a challenge. Assistance from a 
third person raises further issues in 
use of the systems. 

2.	 Internet quality issues: Decreased 
speed of net connectivity will result in 
poor video and audio quality during 
consultation. Poor signal from the 
wireless and 3G networks that can be 
affected by the home interior and the 
weather conditions.  

3.	 New technology issues: Difficulty 
navigating or installing the system 
on their computer or smartphones, 
lack of knowledge, unfamiliarity 
with communication systems, and 
some unperceived fears could lead to 
the reluctance to use the technology. 
Incompatibility of newer technology 
on old operating systems would be a 
concern too.

4.	 Training and familiarity: Insuffi-
cient and lack of training and knowl-
edge about the technology and famil-
iarity to ever changing technology 
would be a barrier too.

5.	 Privacy and confidentiality:  If 
the telepsychiatry platforms are not 
Health Insurance Portability and Ac-
countability Act (HIPAA) compliant, 
they would definitely be a matter of 
concern for the patients’ privacy and 
confidentiality. Online consultation 
from homes can be irksome and mat-
ter of distress to those clients who 
have not disclosed their health con-
dition to their family and if the infor-
mation is overheard by their family 
members at home. 

6.	 Location issues: Lack of an assigned 
room for online consultation, overall 
home layout, distractions from the 
neighboring home environment, dis-
turbance by other family members 
who could be doing other home tasks, 
such as washing, cleaning, cook-
ing, watching television, answering 
doorbells, and general conversations 
among family members can affect 
the quality of telepsychiatry consulta-
tions.82

7.	 Socioeconomic status and gender: 
Inability to afford smartphones and 
other communication devices may be 

an issue with some clients and the ease 
of their use may vary with gender.83

Modes of Telepsychiatry
Two modes of delivering telepsychiatry 
have been described.84

Synchronous Telemedicine “pro-
vides live, two-way interactive transmis-
sion between client and provider at dis-
tant locations via telephone, online live 
chats and videoconferencing.” 

Asynchronous Telemedicine “in-
volves transmitting the medical records 
and clinical information in the form of 
data, audio, video clips, or recordings via 
E-mail or Web applications for review by 
a specialist.”85

In synchronous telepsychiatry, data are 
sent without any gaps in transmission 
and its use is advantageous for instan-
taneous and live accessibility of experts 
for all areas where telecommunications 
have been serviced with latest technol-
ogy including 4G and 5G in future with 
adequate bandwidth and speed.86 It is 
expensive to establish the latest technol-
ogy in telecommunications especially 
in bigger governmental institutes, large 
private organizations, rural, remote, and 
inaccessible areas.87

In asynchronous telepsychiatry, since 
medical records, clinical information, 
and laboratory reports are sent as attach-
ments, not much change is required in 
the existing infrastructure and technolo-
gy. Compared to synchronous, asynchro-
nous costs are less.88,89 

Covid-19 Pandemic and the 
Current Scenario
As of second week of August 2020, there 
are 23 million cases of Covid-19 world-
wide and USA, Brazil, and India account 
for 50% of the cases.90 During the past 
several months, the Covid-19 pandem-
ic has brought widespread changes in 
psychiatric healthcare delivery, espe-
cially the transition to telepsychiatry 
services.91 Globally, healthcare systems, 
psychiatric organizations, and individu-
al practitioners are rapidly virtualizing 
their telepsychiatry operations. These ac-
tivities have included the extensive use 
of videoconferencing, either expanding 
or initiating direct practitioner-home 
to client-home services, and partially or 

fully virtualizing administrative opera-
tions too. Implementation has occurred 
at a pace never experienced in telepsy-
chiatry, with many large organizations 
fully virtualizing in a matter of days. 
Rapid virtualization has shown that 
practitioners, clients, organizations, and 
systems can rapidly adapt to telepsychi-
atry, although not without challenges. 
Technical and administrative innova-
tions have motivated the practitioners 
and organizations to configure telep-
sychiatry to current clinical needs and 
environments.92 Telepsychiatry services 
are being implemented across various 
psychiatric healthcare organizations in 
private, government, insurance, urban, 
rural, academic, and educational and re-
search sectors in a varied way. 

In India too, restriction of the move-
ment during lockdowns and the fear 
of infection of Covid-19 have led to the 
initiation and expansion of the telecom-
munication (telemedicine/telepsychia-
try) services, in about one-fourth of the 
government and private medical insti-
tutes. Absence of routine OPD services, 
avoidance of in-person contact, the con-
venience of use, and recent telemedicine 
guidelines from the Government of In-
dia has fueled its growth. Furthermore, 
these services are also being used for pro-
viding psychiatric services to the people 
in quarantine and those with Covid-19 
infection. Expansion of these services 
has possibly brought some respite to 
the needy clients and their family mem-
bers.93

According to the Telecom regulatory 
authority of India press release report 
2020, as of April 30, 2020, there are 
1169.44 million telephone subscribers 
and 676.14 broadband users in India.94 
There is a huge potential to cover the en-
tire population, and telepsychiatry ser-
vices are grossly underutilized.   

In the past 3 years, at NIMHANS, In-
dia, the Telepsychiatry After Care Clinics 
provided 780 teleconsultations for 232 
clients with various psychiatric disor-
ders.95 During the Covid-19 pandemic, 
these services are being reorganized, up-
graded, and enhanced for greater reach.  
Many governmental organizations have 
to cross the decision-making processes in 
bureaucracy, infrastructural, and organi-
zational hurdles in order to implement 
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and realize the full potential of telep-
sychiatry quickly despite the advent of 
Covid-19 pandemic. 

In the private sector, large corpo-
rate hospitals were quick in incorpo-
rating telepsychiatry models as a part 
of their whole telemedicine initiative. 
Availability of resources and quick deci-
sion-making process have enabled these 
private organizations to incorporate all 
modalities of telemedicine and telepsy-
chiatry into their already existing tele-
medicine software. 

Private group practice and stand-
alone practitioners lagged behind in 
implementing telepsychiatry due to is-
sues related to regulations, change of 
technology, payment gateway, upgrada-
tion of existing facilities, communica-
tion devices, and scheduling of appoint-
ments. Once these hurdles were resolved 
to a greater extent, most of them have 
adopted telepsychiatry into their OPDs. 

Many start-ups and private firms have 
joined the bandwagon of providing effi-
cient platforms for telepsychiatry both 
asynchronous and synchronous—audio 
and videoconferencing with clients in 
OPDs. These start-ups are already pro-
viding Telemedicine services of about 
more than 100 million consultations per 
year in India.96 The clients pay their con-
sultation virtually and have a real-time 
consultation. The business opportuni-
ties of the telemedicine industry would 
create more than $5.4 billion by 2025.96 
The practitioners or the healthcare or-
ganizations subscribe to these platforms 
on monthly or yearly basis. 

The release of Telemedicine Practice 
Guidelines by MoHFW, Government of 
India97 on March 25, 2020 came at the 
right time when the Covid-19 pandemic 
was on the rise and OPD practices were 
closed due to lockdowns, and there were 
restrictions of travel and movement. Some 
of the highlights of the guidelines pertain-
ing to the OPD practice are as follows:
1.	 The choice of consulting through 

telemedicine depends on the willing-
ness, consent, appropriateness, and 
adequacy on part of both the clinician 
and the client.  

2.	 The physician can prescribe medicines 
through telemedicine with appropri-
ate diagnosis/provisional diagnosis as 
a part of the professional conduct. 

3.	 The practice guidelines enlist medica-
tions for common conditions that can 
be prescribed for first consultation 
by any mode (list O). List A includes 
relatively safe medications with less 
potential for abuse, such as antipsy-
chotics, mood stabilizers, antidepres-
sants, phenobarbitone, clobazam, and 
clonazepam that can be prescribed 
after the first video consultation. 
List B includes drugs such as benzo-
diazepines that can be prescribed in 
the first video teleconsultation after 
in-person consultation in the past 6 
months or follow-up video consulta-
tion. Prohibited medications listed in 
the Narcotic Drugs and Psychotropic 
Substances, Act, 1985 and Schedule X 
of Drug and Cosmetic Act, 1940 can-
not be prescribed through telemedi-
cine.98,99

4.	 Practitioners using the telemedicine 
are required to maintain the similar 
professional and ethical norms as ap-
plicable to in-person care including 
care of privacy, confidentiality, and 
data protection.99 

Process of Adoption of 
Telepsychiatry in the OPD
At first all patients who have appoint-
ments in the near future need to be in-
formed over phone or sms by the staff 
of the availability of telepsychiatry ser-
vices. Appointments need to be resched-
uled as per the choice of the clients. Ad-
equate time need to be divided between 
in-person and telepsychiatry services. 
Confirmed appointment timings have 
to be communicated appropriately on to 
the provider as well as the clients. Con-
firmed virtual visits must be noted in 
the patient’s electronic medical record 
(EMR), such that the clinicians could ap-
propriately schedule their time. Telepsy-
chiatry training videos and reading ma-
terials must be made available to all staff. 
A qualified technical point person must 
be assigned to provide software, hard-
ware, and IT support. During the process 
of change, interruptions, missed or late 
appointments, timings miscalculations, 
and even cancelled appointments could 
be experienced. For patients without ac-
cess to a smartphone, computer, laptop 
or tablet or webcam, and regular phone 

calls could be substituted for videocon-
ferencing. Clients and providers may 
encounter difficulties in using telepsy-
chiatry software on personal computers, 
laptops, or tablets. All telepsychiatry 
software programs must be HIPAA com-
pliant. Converting to telepsychiatry may 
appear difficult or challenging initially, 
but is feasible and can be executed with-
out disrupting the regular patient care. 
In fact, UC, Davis Psychiatry Clinic has 
rapidly converted its regular services 
into Virtual Clinic within a week in the 
month of March 2020.100

Telepsychiatry for clients can signifi-
cantly reduce absenteeism from work, 
traveling time, costs, queues, and exhaus-
tive waiting times for in-person consulta-
tions as it enables the clients to consult 
their practitioners with a prior appoint-
ment.101,102 It can also decrease costs of 
establishment, staffing, traveling time, 
and overall healthcare delivery costs to 
the providers and organizations too.103 
Short-term follow-up studies have been 
encouraging towards implementation of 
telepsychiatry in OPD in better manage-
ment of the illnesses and better quality of 
life. Long-term follow-up findings of re-
search are still awaited.  With the advent 
of smartphones, the psychiatric health-
care providers became even more acces-
sible to the potential clients.  From the 
privacy of their homes, telepsychiatry is 
overcoming stigma and noncompliance. 
Telepsychiatry provides choice for the cli-
ents to seek consultation across borders 
and expert second opinions too.104 

Future of Telepsychiatry
Apart from greater utilization of telepsy-
chiatry services across varied population 
and regions, technological advancements 
in the health sector may play a great role in 
delivering quality psychiatric care to the 
clients. Virtual Reality Machine Learning 
(VRML) describes 3-D images and scen-
ery on the Web. VRML would be the key 
technology shaping the future of the te-
lepsychiatry.105 Virtual Reality adaptable 
devices and technology are already mak-
ing inroads as supplementary treatment 
modalities in various psychiatric disorder 
like phobias, anxiety disorders, depres-
sive disorders, ADHD, and even autistic 
spectrum disorders.106 These technologies 
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would be integrated into telepsychiatry 
for enhanced psychiatric care delivery. 

Artificial intelligence and machine 
learning utilize the big data collected 
from various modalities including med-
ical records, wearables, and monitoring 
devices from the clients and analyze the 
data using algorithms. This information 
could revolutionize telepsychiatry in 
providing precise and personalized psy-
chiatric care to the clients.107 

Conclusion
Telepsychiatry in the OPD is now a man-
datory modality as one of the services pro-
vided by the psychiatric health providers 
across the spectrum. The utilization of 
telepsychiatry in the out patients varies 
from zero in some parts of the world to 
nearly 95% across different regions of the 
world with the advent of the Covid-19 
pandemic. Overall most of the evidence 
points to the beneficial aspects of telep-
sychiatry across various disorders, pop-
ulations, and regions. Telepsychiatry 
provides greater end user satisfaction, 
ease of accessibility, costs, reliability, and 
validity on par with face-to-face consulta-
tions. Sometimes, telepsychiatry may be 
the only available modality of psychiatric 
care especially in rural, remote, and inac-
cessible areas of a country. Telepsychiatry 
services in the OPDs would significantly 
contribute to the overall quality and effi-
cacy of the psychiatric healthcare delivery 
systems in the future too. 
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22, 2020, in PubMed, Directory of Open 
Access Journals (DOAJ), and Google 
Scholar (without including any limita-
tions on time). This retrieved 28 articles 
in total, out of which 11 were excluded 
given that 10 of these dealt with “inpa-
tient care planning” or “alternatives of 
inpatient care” or “reduction in number 
of inpatient cases” or “nursing home res-
idents,” and one article was not available. 
No meta-analysis or reviews were found 
specifically addressing TP service in in-
patient settings.

Models of Telepsychiatry for 
Inpatient Care
TP models for outpatient and commu-
nity populations have been adapted for 
inpatient service delivery. These models 
can be, specifically, categorized as fol-
lows: direct care model, teleconsulta-
tion, and collaborative/integrated care. 
Most of these models involve multidisci-
plinary team-based care. In a few of the 
studies, these models have been coupled 
with a “stepped-care  approach.” The tar-
get populations are patients admitted 
in rural psychiatry hospitals, psychiatry 
units for special populations, consulta-
tion–liaison (CL) with medical or surgical 
units, and in an emergency area waiting 
for admission to inpatient care.6–23 

Collaborative Care Model 
(CCM)/Integrated Care 
Model
This model is the most commonly used 
and studied regarding TP service deliv-
ery in inpatient settings. This model fol-
lows a patient-centered approach where 
the TP provider collaborates with the 
primary care provider by supervising the 
onsite service provider regularly (daily 

A Review of Models and Efficacy of 
Telepsychiatry for Inpatient Service Delivery: 
Proposing a Model for Indian Settings

Abstract
Background: The use of telepsychiatry 
(TP) for inpatient service delivery is still 
an emerging field and there is limited 
literature on its practice and evidence. This 
review was conducted with the objectives of 
(a) exploring the models of TP for inpatient 
service delivery, (b) qualitative synthesis of 
the efficacy of TP in inpatient settings, and 
(c) proposing a best-fit model of TP-based 
inpatient care for Indian settings. 

Methods: An electronic database search 
was conducted on July 22, 2020, in PubMed, 
Directory of Open Access Journals, and Google 
Scholar for relevant articles. Seventeen 
articles were included in the review. 

Results: The review revealed three models 
for TP-based inpatient care; direct care 
model, teleconsultation model, and the 
collaborative care model. Preliminary 
evidence suggests that TP is cost-effective 
and reliable, and that patients and service 
providers are highly satisfied with this 
approach. Evidence gaps were seen for 
some diagnostic categories such as 
psychosis and for extremes of age groups. 
Based on the existing models, we propose 
an Indian model for implementing TP in 
inpatient settings. 

Conclusion: Promising initial results and 
the evidence gaps highlight the need for 
further research in this area.

Keywords: Distance education/
telecommunication, health services 
research, literature reviews, telemedicine/
telecare

Key Messages: Telepsychiatry services can 
be provided to remote rural hospitals and 
medico-surgical wards. The direct care model 
can also substitute temporary absence of 
psychiatrist. Telepsychiatry-based inpatient 
care is cost-effective and reliable. 

The National Library of Medicine 
has defined telemedicine as the 
use of electronic communication 

and information technologies to provide 

or support clinical care at a distance.1 The 
WHO’s definition includes preventive 
services and research as well.2 Telemed-
icine, when applied to psychiatric care, 
is telepsychiatry (TP). TP can be synchro-
nous (consisting of live, two-way inter-
active communication between patient 
and provider at distant locations) or asyn-
chronous (involving storing of clinical 
information in multiple formats such as 
audio, video, email, or web applications 
for later access by patient and provider). 
None of these definitions or modalities 
specify the treatment settings. 

Nevertheless, TP has been extensively 
practiced and researched in the context 
of outpatient care.3,4 The scarcity of avail-
able literature regarding inpatient TP 
care is evident in reviews and meta-anal-
ysis. For example, a recent review paper 
on TP outcomes included 134  articles, of 
which only two focused on the inpatient 
delivery of TP services.5 Inpatient TP care 
could significantly expand the scope of 
TP. The use of TP in inpatient settings 
has become particularly relevant during 
the COVID-19 pandemic. In this article, 
we reviewed the available literature re-
garding TP services in inpatient settings. 
The objectives of the review are to (a) con-
duct a qualitative exploration of TP mod-
els implemented in inpatient settings, 
(b) provide a qualitative synthesis of the 
efficacy of TP in inpatient settings, and 
(c) propose a best-fit model for TP-based 
inpatient care in the Indian context.

Search Strategy
Using the following search words: tele-
psychiatry OR “telepsychiatry” OR “vid-
eoconferencing” OR “Telemental health” 
OR “Tele-mental health” OR “Videocon-
ferencing” AND “Psychiatry” OR “Men-
tal health” AND “Inpatient,”  we carried 
out an electronic database search on July 
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to weekly rounds). This model relies on 
a dedicated onsite “care manager.” The 
care manager is a mental health profes-
sional with additional training in TP 
who administers screening tools, coor-
dinates with primary care providers and 
TP providers, and also ensures adequate 
treatment adherence.

Several notable features and modifi-
cations of the CCM have been adopted 
in studies examining the use of TP in 
inpatient settings. These include (a) 
stepped-care, which involves referring 
patients with complex needs to tertiary 
care centers, where the onsite psychi-
atrist is available; (b) hub and spokes, 
which consists of a center with telep-
sychiatrists (hub) providing services to 
multiple centers (spokes); and (c) mul-
tidisciplinary, which involves a team of 
dedicated professionals at the center 
receiving TP services.

TP services provided to a geropsychi-
atric unit operated under a multidis-
ciplinary team (program director, reg-
istered nurses, licensed clinical social 
workers, nurses, certified nurse aides, 
activities coordinator, and a physician’s 
assistant)6 is an example for the CCM 
model. Here, the registered nurse was 
the point of contact for daily psychiatric 
rounds through telemedicine, and she 
did a physical examination of patients, 
recorded orders, and noted medication 
changes.6 In another setting for detained 
patients (a medical center with no psy-
chiatric unit), TP used the CCM model—
the resource person here, however, was a 
mental health professional (social work-
ers or psychologists). TP consultations 
were arranged after the patients were 
“boarding” on the medical wards rather 
than for initial evaluation.7 In the CCM 
model, the overall decision-making is in 
the hands of primary care providers at 
the spokes, working in liaison and super-
vision with the telepsychiatrist. 

Teleconsultation Model 
This model has been used to provide CL 
services using TP for patients admitted 
in medical/surgical units. In this model, 
the TP provider is a CL physician work-
ing at a specialized center, and the medi-
cal/surgical unit requesting consultation 
may comprise one or more mental health 
professionals (trained nurse or psycholo-

gist) and the primary care provider. The 
initial evaluation is done by the telep-
sychiatrist, with or without the support 
from onsite mental health professionals. 
The TP provider consults with the prima-
ry care provider regarding ongoing treat-
ment, and treatment recommendations 
are given to the primary care provider. 
The TP provider does not deliver ongo-
ing care, instead assists the primary care 
provider. Treatment decisions are those 
of the primary treating team, in contrast 
to the CCM above, where the decisions 
are made jointly. Merits of this model 
include higher utilization of resources, 
easy accessibility, and opportunity to 
strengthen the skills of primary care pro-
viders for caring for mental health issues 
in their patients.

TP provided by a university medical 
center to a small academic hospital that 
did not have its own onsite CL psychi-
atry team is an example of this model.8 
A resource nurse at the center receiving 
TP service operated the telemedicine cart 
and maintained records. In another uni-
versity setting providing TP to peripher-
al hospitals, a psychologist was available 
as part of the primary medical/surgical 
team at the periphery, who did the initial 
assessment. 9

Direct Care Model
This model involves a telepsychia-
trist from a specialized center seeing 
patients admitted at another distant 
center for situations where the local 
psychiatrist is not available due to any 
reason (vacations, personal emergency, 
etc.). In this model, the telepsychiatrist 
does the initial evaluation using vid-
eoconferencing and is responsible for 
ongoing sessions and treatment recom-
mendations. The telepsychiatrist may 
coordinate care with primary care pro-
viders, but TP providers hold primary 
responsibility for the care of patients. 
The model has the advantages of easy 
accessibility, ensuring continuity of 
care, and higher quality of care, but falls 
short on comprehensive and collabo-
rative care. Since the burden of care is 
entirely on the TP provider, it does not 
meet the aim of increasing the number 
of patients seen via TP.10

Essential illustrations of these models 
appear in Figures 1–3.

Evidence for Inpatient 
Telepsychiatry (TP)
The available literature on TP in inpatient 
settings comes from high-income coun-
tries such as the United States, Australia, 
and countries from the European Union 
such as Finland. Studies compared either 
face-to-face with the TP consultations or 
were intended to show the effect of TP 
in a pre-post design. Outcomes were fo-
cused on effectiveness, cost-effectiveness, 
satisfaction, and reliability. 

Effectiveness and Cost-
Effectiveness of TP
The effectiveness of TP across studies 
was evaluated by examining clinical out-
comes. A study from Australia showed 
that TP could be an effective medium 
for patients admitted with psychosis. 
This TP service was a direct care model. 
The reduction of symptoms on the brief 
psychiatric rating scale preadmission 
and discharge were significant in the TP 
group.11 Another study from the USA as-
sessed treatment effectiveness with a pa-
tient self-assessment survey and staff’s 
assessment of clinical outcomes. They 
found that direct care TP, as a model of 
service delivery, was effective in both pa-
tient and staff-rated outcomes. Interest-
ingly, patient-rated development of rap-
port and effectiveness of treatment were 
higher than staff ratings.12 Both of these 
studies had a prepost design and did not 
have any comparison group.  

When it comes to literature on cost-ef-
fectiveness, there were very few stud-
ies. Mielonen and colleagues studied 
the delivery of TP via videoconferenc-
ing, which was limited to counseling, 
therapy, consultations, and teaching at 
Finland University Hospital.13 Authors 
found videoconferencing as a relatively 
inexpensive method compared to the 
conventional mode of service delivery. A 
study from forensic settings also showed 
that TP was a cost-effective alternative.14 
Although not as a primary outcome, an-
other study from Australia found that TP 
improved the acceptability of treatment 
by curbing the travel cost.15 In D’Souza’s 
study, although satisfaction and im-
provement of symptoms were primary 
outcomes, the authors found that re-
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jects using a semistructured interview 
alternating interviewer and observer 
configuration. Diagnoses and ratings 
were recorded at the end of the inter-
view. The main instrument used was the 
brief psychiatric rating scale. This study 
compared the agreement between the 
observer and interviewer. The authors 
concluded that diagnosis was reliably 
made using TP.17 Another study that fo-
cused on inpatients with depression also 
found that TP could be reliably used to 
assess patients with the Hamilton de-
pression scale.18 Furthermore, a recent 
study conducted in an inpatient depart-
ment of a university-affiliated hospital 
in Iran evaluated the diagnostic agree-
ment between TP assessment and face-
to-face assessment and revealed that the 
diagnostic agreement between the two 
interviewers was 75%.19

Satisfaction
The majority of studies summarized 
“patients” responses to quantitative 
self-report questionnaires with descrip-
tive statistics for assessing satisfaction. 
A study from Finland found that TP had 
high patient satisfaction when evaluat-
ed on a self-report questionnaire (80% 
considered it to have been useful).15 An-
other study assessed satisfaction on a 
five-point Likert scale and found TP to 
have high patient satisfaction. However, 
the authors found that patients admit-
ted with psychosis reported more diffi-
culty hearing the doctor than patients 
without psychosis. Patients incorporat-
ed virtual teleconferencing into delu-
sions, which may seem to make TP an 
unfavorable mode for treatment for pa-
tients with acute psychosis, who require 
inpatient care.12 Another study from 
California used a direct care model for 
two days, and “patients” feedback was 
collected after every session. Patients ex-
pressed a positive experience with tele-
health and no preference for in-person 
care; moreover, all patients seen by the 
tele-provider preferred the TP approach. 
Other studies, too, showed high patient 
satisfaction for TP in inpatient care.7,11,17–

20 All studies are summarized in Table 1.

TP in Different Age Groups
Most of the studies have assessed inpa-
tient TP in general adult patients, and 

Figure 1.

Model For Inpatient Telepsychiarty (TP) Delivery in Psychiarty 
Units: Collaborative Care Model/ Integrated Care Model

Center without inpatient 
psychiatrist 

on SiteE team: 

• Program director/case 
manager  

• Nurses 
• Psychologists 
• Social workers 
• Physician’s assistant 
• Medical student/ 

residents, etc. 
 

Higher center with 
telepsychiatrist 

• Asynchronous communication 
between team and TP provider 
(pagers, mailing records, etc.) 

• Synchronous communication 
(when needed) 

(VTC): synchronous 
communication 

• Regular supervision by TP provider 
• Ultimate treatment decision and 

record keeping done by PCP
 

Figure 1 illustrates a model where center receiving TP services has a multidisciplinary team; one member of team 
is assigned to be “care manager.” Physical examination and emergency management is done by on-site team 
and request for consultation along with communication of case history is done by asynchronous communication. 
TP provider then assesses patient with collaboration with care manager and addresses the treatment concerns. 
Regular supervision is ensured by TP provider.

Figure 2.

Model for Inpatient Telepsychiatry Delivery in Medical/Surgical 
Units: Extension of Traditional Consultation–Liaison (CL) Model/
Telemedicine-Based Care Model

Center without inhouse CL 
psychiatrist 

Screening by on site mental 
health professional 

Higher center with CL-
psychiatrist 

� Initial assessment done by 
synchronous communication 
(VTC) with resource person 
present 

� Treatment monitoring by PCP 

 

Figure 2 illustrates a model where consultation calls are assessed by an on-site mental health professional and 
screened for need of TP consultation. TP provider is often contacted by asynchronous communication after which 
initial assessment is done by the TP provider in the presence of an on-site resource person and treatment recom-
mendations are made. Primary care provider (PCP) remains in-charge of all treatment decisions.

Abbreviations. CL: consultation–liaison, PCP: primary care physician.

duction in travel costs was a significant 
factor for acceptance by service users of 
treatment via TP.11

Reliability
Several authors have assessed for the 
reliability of TP vis-a-vis conventional 
face-to-face treatment. Reliability was 

evaluated by comparing the scores of 
assessment and the diagnoses made by 
at least two raters—either both done 
using TP or one rater using conven-
tional methods of assessment.16 In a 
study from Australia conducted over 14 
months in a psychiatric inpatient unit, 
specialist psychiatrists interviewed sub-
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there were only a handful of studies in 
extremes of age groups. Studies have 
evaluated this model of service delivery 
in geriatric patients residing in nursing 
homes and have found TP to be reliable 
after comparing assessment scores to 
in-person assessment.21–23 One study 
from Oklahoma assessed the use of TP 
in an inpatient geropsychiatric unit at 
an under-served facility using a multi-

disciplinary treatment team model. The 
authors analyzed patient and family sat-
isfaction survey data for a period ranging 
to 12 months before the inception of tele-
medicine and 12 months after inception. 
Results showed a positive correlation 
between telemedicine and patient/fami-
ly satisfaction.6 Studies for inpatient TP 
delivery for children and adolescents are 
still lacking. 

Opportunities and Proposed 
Model for Inpatient 
Telepsychiatry in India
With over 560 million Internet users, In-
dia is the second-largest online market in 
the world, ranked only behind China. By 
2023, there will be over 650 million Inter-
net users in the country.24 India has a pre-
dominantly rural population, constitut-
ing around 72% of the total. In 2019, rural 
users outnumbered urban Internet users 
by 10%, thereby progressively narrowing 
the digital divide that had existed earli-
er.24 A huge opportunity lies in using TP 
as a primary mode of service delivery in 
remote areas, where specialist psychiatry 
services are not available. The availabili-
ty of psychiatrists (per lakh population) 
as found in the National Mental Health 
Survey states varied from 0.05 in Mad-
hya Pradesh to 1.2 in Kerala, with most 
states even falling short of the require-
ment of at least one psychiatrist per lakh 
population.25 The availability of psychi-
atric social workers, psychologists, and 
psychiatric nurses was more sobering. 
The limited availability of specialist 
mental health human resources has been 

Figure 3.

Direct Care Model

C enterwhere in-house
psychiatristnot available (short 
term) 

T ele-psychiatrist does the  initial evaluation using video-
conferencing  and is responsible for ongoing sessions and 
treatment recommendations 

Centerproviding TP services 

Team on site: 

� Nurses 
� Other mental 

health 
professionals  

Request made via 
asynchronous/synch
ronous communication 

Figure 3 illustrates a direct care model which has been used in situations where an inhouse psychiatrist was 
not available for service delivery for a short period of time. In this model, the on-site team, often consisting of 
residents or medical students do initial physical assessment and ensure patient’s safety, following which request 
is made for TP consultation. TP provider does the initial evaluation and is responsible for ongoing treatment 
recommendations along with training and supervision of the on-site staff.

Table 1. 

Summary of the Evidence of Telepsychiatry-Based Service Delivery for Inpatient Care (N = 17 Studies) 
Author & Year Setting and Popula-

tion Studied
Mode of Telepsychi-

atry Used
Model Outcome As-

sessed
Result/Comments

Baigent et al., 
1997

Adult state hospital 
inpatients

Videoconferencing Compared face to 
face interviews with 
video consultations 

Reliability and 
satisfaction

Reliability: BPRS ratings similar, though 
difficulty with “overall concern” and 

affect. Many patients were satisfied and 
preferred it instead of in-person

Ball et al., 1997 Adult inpatients Videoconferencing Only tele-assess-
ment 

Satisfaction Good satisfaction compared with in-per-
son, telephone, and

hands-free telephone

Montani et al., 
1997

Geriatric inpatients Videoconferencing Psychometric evalu-
ation of face to face 
versus tele-assess-

ment 

Reliability of 
psychometric 

tests

Small differences in mean scores 
between video

and face-to-face administration

Mielonen et al., 
1998

Adult inpatients Videoconferencing Direct care model Satisfaction and 
costs

High patient satisfaction (80% consid-
ered it to have been useful). Savings in 
health care costs, reduction in travel, 
and ease and speed of consultation

Alessi et al., 
1999

Adult forensic inpa-
tients

Videoconferencing Direct care model Cost-effective-
ness

Telepsychiatry is
cost-effective

Ruskin, 2000 Adult inpatients with
depression

Videoconferencing Direct care model Reliability Reliability coefficients similar for
in-person and telepsychiatry

D’Souza, 2000 Acute Psychiatric 
inpatients from 15 

rural hospitals

Videoconferencing Direct care model Satisfaction 
and treatment 

outcome

Significant improvement in the mean
total BPRS scores from initial assess-

ment to follow-up with good inter-rater 
reliability. Reduction in travel costs with 

high patient satisfaction
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Menon et al., 
2001

Elderly patients 
admitted to the acute 

medical unit or the 
geriatric evaluation

and management unit 
of a veterans affairs 

medical center

Videoconferencing Direct care model Reliability 
(scores of 

assessment)

Remote assessment of depression and 
of cognitive status was comparable to 

in-person assessment

Jones et al., 2001 Geriatric psychiatry
inpatients

Videoconferencing Psychometric evalu-
ation of face-to-face 
versus tele-assess-

ment

Reliability for 
diagnosing 
depression

Good agreement between a face-to-
face observer and the telemedicine 

interviewer 

Holden & Dew, 
2008 

Community-based 
inpatient setting 

(gero-psychiatric unit)

Videoconferencing Collaborative care 
model 

Patient/family 
satisfaction 12 
months prior 

to inception of 
telemedicine 

and 12 months 
post that

Positive correlation was found between 
telemedicine and patient/family satis-
faction with perception of benefit from 

treatment

Grady et al., 2011 Rural inpatient psy-
chiatric unit 

Teleconferencing 
(VTC)

Direct care model Psychiatrist’s 
efficiency  and 

consistency

Patients with psychosis reported more 
difficulty hearing the doctor than with-

out psychosis.
Patients rated development of rapport 
and effectiveness of treatment higher 

than staff ratings. 
Telepsychiatry services were  more 

effective with higher functioning 
patients.

Devido et al., 
2015

Psychiatric inpatients 
in a general hospital 

Videoconferencing Teleconsultation 
model 

Asses model 
of inpatient 

consultation–li-
aison psychiatry 

services

Telemedicine is a viable model for in-
patient consultation–liaison psychiatry 

services to hospitals without onsite 
psychiatry resources and represents a 

viable alternative model of service
delivery

Graziane et al., 
2017

Psychiatric inpatients 
in a general

Videoconferencing Teleconsultation 
model

Common con-
sultation ques-
tions, patterns 
of diagnosis, 

and recommen-
dations

Most common diagnosis was delirium 
followed by dementia.

Investigations were recommended and 
medications were started or changed

Evangelatos et 
al., 2018

Case series involving 
12 inpatients (24 

visits)

Videoconferencing Direct care model No differences between telehealth and 
non-telehealth patients in use of emer-

gency medications,
codes, and length of stay.

Patients expressed positive experience 
with telehealth and no preference for 
in-person care; high preference for TP 

for maintaining continuity

Kimmel &Toor, 
2018

Initial and follow-up
consults of inpatients 

in medical ward

Videoconferencing 
and phone calls

Collaborative care 
model 

To develop the 
first US program 

covering the 
consult service 
to patients in 
the medical 

wards of unaffil-
iated, rural
hospitals

Benefits noted by consultants, patients, 
and community hospital medical staff

Kimmel et al., 
2019

Inpatient and outpa-
tient

services in a critical 
access hospital

Videoconferencing Collaborative care 
model

To develop 
service delivery 

model

Telepsychiatry was useful for support-
ing inpatient care at critical access hos-
pital by regular access to psychiatrists

Mazhari et al., 
2019

Adult inpatients Videoconferencing Compared face-to-
face interviews with 
video consultations

Reliability 
(diagnostic 

agreement) and 
satisfaction

Diagnostic agreement between the two 
interviewers was

75% and was acceptable by majority of 
patients

Abbreviation. BPRS: Brief Psychiatric Rating Scale.
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one of the barriers in providing essential 
mental health care to all. Limited avail-
ability contributed to the treatment gap 
of around 85% for mental disorders. The 
use of TP could expand access to a larg-
er, difficult-to-reach population. TP may 
also provide training opportunities for 
health care staff working in inpatient 
wards to address the basic mental health 
needs of their patients. 

All of the models we reviewed were 
developed and studied predominantly 
in a Western context. Thus, given the dif-
ferences in infrastructure and human re-
source capacity, these models need to be 
adapted for consideration in the Indian 
setting. Therefore, we propose a model 
for inpatient TP delivery in an Indian set-
ting, as illustrated in Figure 4. The mod-
el would be based on the CCM working 
on the principles of the “hub and spokes” 
model.  The hubs could be tertiary care 
centers like government medical col-
leges with psychiatrists, which would 
deliver TP services to one or more spokes 
such as community health care centers 
and district hospitals (where psychia-
trists are not available for inpatient care). 
This model would require building in-
frastructure, including installation of de-
livery systems, ensuring adequate inter-
net connectivity. The peripheral centers 
would need to have a team dedicated 
for TP, preferably multidisciplinary com-
prising (a) one medical officer, (b) a nurse 
for clinical assessment and day-to-day 
clinical care, (c) technician with training 
in operating and smooth functioning of 
the delivery system, and (d) other mental 
health professional staff such as psychol-
ogists and social workers. However, the 
existing pool of human resources in the 
country might not always allow such 
a resource-intensive plan. Hence, the 
system should be flexible in accordance 
with localized contexts. The “hub” will 
involve in the capacity building of the 
existing human resources.

An induction and experiential training 
would be required for all the staff at the 
remote sites. Having adequate technical 
infrastructure and training have been doc-
umented as necessary requisites for opti-
mizing the successful implementation of 
TP.3 The TP service provider and centers re-
ceiving services should aim to build a prop-
er working and professional relationship. 

The primary team of medical profes-
sionals would initially assess admitted 
patients. TP providers could have access 
to the clinical assessments and medical re-
cords of admitted patients through asyn-
chronous communication so that they 
could review it before the scheduled vid-
eoconferencing-based inpatient rounds. 
The “hub” could hold regular rounds 
with each center; the frequency could be 
dictated by the case-load of the particular 
remote site. The TP providers would plan 
the ongoing treatment in collaboration 
with the primary team. The care managers 
would be responsible for its timely imple-
mentation, and the nursing professionals 
would carry it out at the ground level. 
Teams of all the remote sites could attend 
rounds to encourage vicarious learning 
and discussion, and ongoing training and 
capacity building should be supported.

Challenges for Inpatient TP 
Model in Indian Setting
There could be structural, systemic, and 
attitudinal barriers to implement this 
model.3,4 Lack of existing infrastructure 
and problems with internet bandwidth 

are structural barriers.  There is a short-
age of mental health professionals. And 
there is limited experience with TP (or 
telemedicine in general) for existing pro-
fessionals. These can act as systemic bar-
riers. There is also a lack of governance 
for developing TP initiatives. The legal 
aspect of TP remains another roadblock. 
Other challenges include issues of feasi-
bility and concerns of the medical staff 
regarding providing treatment via TP to 
certain types of populations like patients 
with psychotic illnesses. The problems of 
privacy, the possibility of stigmatizing, 
and marginalizing by the health care 
system also may interfere.3 Research also 
shows that patients may also have con-
cerns about TP, such as loss of human 
contact, limited technological compe-
tencies or skills, concerns about privacy, 
quality of audio and video transmission, 
and reliability of videoconferencing for 
diagnostic assessment. Therefore , con-
cerns of patients about TP require fur-
ther consideration.26 It is important to 
note that telemedicine guidelines focus 
on outpatient care, and health insurance 
may cover out-patient-based telemedi-
cine consultations only. 

Figure 4.

Proposed Model for Inpatient Telepsychiatry Delivery in India 
(Public Sector)

Hub:  

Tertiary center with psychiatrists  

(government medical colleges, central 
institutes) 

  
  

Synchronous 
communication 
Multidisciplinary 
team  

Spoke 
Spoke  

Asynchronous 
communication CHC hospitals with 

psychiatry beds but with 
unavailability of full 
time psychiatrist 
 

CHC hospitals with 
psychiatry beds but with 
unavailability of full 
time psychiatrist 
 

 

Closed system: can be connected to each other for the 
purpose of training of staff

Figure 4 illustrates the proposed model where tertiary centers would provide TP services to one or more 
peripheral centers. The peripheral centers would have an onsite team, including one trained care manager. Care 
manager would request appointments, send medical records and relevant physical findings using asynchronous 
communication and then higher centers would use synchronous communication to assess patient in presence of 
care manager and discuss treatment plan. Regular supervision would be ensured. Multiple attached centers will 
have provision to attend rounds for the purpose of learning.

Abbreviation: CHC, Community health center 
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Conclusion
TP is an evolving field that shows great po-
tential to address the mental health needs 
of a large number of people who other-
wise do not have access to mental health 
services. The available literature, in the 
context of inpatient settings, has shown 
TP to be a widely accepted, cost-effective, 
reliable, and effective mode of treatment. 
This mode of service delivery warrants 
further research and consideration for In-
dian inpatient psychiatric settings.
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services are still limited to urban metros 
and cities. Low awareness and priority 
for mental health, scarcity of trained hu-
man resources, lack of age-friendly trans-
port and health systems, stigma, finan-
cial constraints, and declining support 
from the family caregivers are important 
challenges related to geriatric mental 
health care.7–9

Need for Geriatric 
Telepsychiatry
Specialized human resources for geriatric 
mental health care are inadequate, even 
in developed countries. India has a wider 
gap in the availability of general as well 
as geriatric mental health professionals 
that is difficult to be filled soon.10,11 Public 
mental health initiatives like the District 
Mental Health Program and an increase 
in the number of medical college hospi-
tals12,13 are helpful to address this treat-
ment gap. Still, they are inadequate to 
meet the need for specialized geriatric 
mental health services.14 Geriatric tele-
psychiatry provides the opportunity for 
extending the geriatric mental health 
services to those who are difficult to 
reach in-person as well as for improving 
the continuity of care in general. 

Geriatric Telepsychiatry in 
the Global Context
General and geriatric telepsychiatry is 
relatively well established in developed 
countries. Several studies have looked at 
the feasibility, acceptability, effectiveness, 
and comparability of geriatric telepsy-
chiatry to traditional in-person service. 
A retrospective study on 100 telepsychi-
atry consultations between 2002 and 

Geriatric Telepsychiatry: Promoting Access 
to Geriatric Mental Health Care Beyond the 
Physical Barriers

Abstract
Psychiatric illnesses are an important 
contributor of morbidity and mortality 
in older adults. There is increase in older 
adults with psychiatric disorders paralleling 
their growth in absolute numbers. This 
leads to challenges in mental health care 
and service delivery. Several barriers that 
exists in our community hinder older 
adults from receiving mental health care. 
Additionally, lack of adequate human 
resources in geriatric mental health care 
compounds the problem. Telemedicine, 
though not new in other fields of medicine, 
is relatively new in the practice of 
psychiatry in India. This is probably due 
to lack of clear guidelines and regulations 
regarding the same in India. There is a 
recent increase in teleconsultations in India 
similar to other developed countries due 
to ongoing COVID-19 pandemic. The recent 
telepsychiatry operational guidelines 
have made telepsychiatry a legitimate and 
official practice in India. Challenges specific 
to older adults in the form of low digital 
literacy, sensory issues, and cognitive 
impairment can be overcome by adopting 
telepsychiatry services in coming years. 
Concerns related to security and safety of 
telepsychiatry require further evaluation.

Keywords: Telepsychiatry, older adults, 
mental health care, operational guidelines

An increase in the older adult pop-
ulation is a global phenomenon 
occurring more rapidly in low- 

and middle-income countries like India. 
The proportion of older adults (age 60 
years and above) in India has increased 
from 5.2% in 1950 to 11.6% (103 million) 
in 2011.1 It is expected to grow to 19% 
(340 million) in 2050.2 An increase in 
the prevalence and care requirements 
of geriatric mental health problems 
needs urgent attention. Trained human 

resources available for geriatric mental 
health care are grossly inadequate in 
India. Implementation of innovations 
such as geriatric telepsychiatry can help 
to address this challenge. This article at-
tempts to summarize the issues related 
to geriatric telepsychiatry in the Indian 
and global context.

Public Health Importance of 
Mental Health Problems in 
Older Adults
There is high prevalence of mental 
health problems such as depression, 
anxiety, dementia, substance abuse, and 
suicidal risk, with significant morbidity 
and risk for mortality in older adults. 
Several epidemiological studies,3,4 Na-
tional Mental Health Survey (NMHS), 
2016,5 and Dementia India Report, 2010,6 
have reported the prevalence, treatment 
gap, and burden of geriatric mental 
health disorders. Of older adults, 10% 
to 15% have mental disorders (including 
dementia), and an additional 5% to 10% 
have sub-syndromal symptoms, with an 
estimated treatment gap of nearly 90%. 
This has adverse consequences on the 
physical health, life expectancy, quality 
of life, family, and finances with signifi-
cant public health implications.

Challenges in Geriatric 
Mental Health Care Services
Statutory provisions from the “Mental 
Health Care Act (MHCA), 2017” and “The 
Maintenance and Welfare of Parents and 
Senior Citizens Act, 2007” mandate pro-
vision of geriatric mental health services. 
However, the majority of older adults re-
side in rural areas (70%), and psychiatry 
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2009 from Canada reported a high level 
of satisfaction and usefulness among 
specialists and patients.15 Another retro-
spective study on 134 community-based 
telepsychiatry consultations from Aus-
tralia reported its use as an adjunct to an 
in-person consultation.16 A recent system-
atic review of studies on geriatric telep-
sychiatry for diagnostic and cognitive as-
sessments reported its applicability and 
acceptance despite barriers.17

Experience of Geriatric 
Telepsychiatry in the United 
Kingdom and Australia
Most of the initial assessments are done 
through in-person consultations at the 
clinic or home, with many later interac-
tions happening over the phone. Recent 
times have seen an increase in the usage 
of videoconference-based consultation. 
Although the use of newer technologies 
by older people is comparatively lesser 
than the younger generation, most of 
them are able to use mobile phones. The 
older adults who live in care and nursing 
homes receive help from the staff to use 
modern gadgets to communicate with 
their family and clinicians. The use of 
telepsychiatry has gone up in the con-
text of COVID-19-related restrictions in 
personal meetings for older adults. It has 
been observed that geriatric telepsychia-
try is feasible and reliable. Common ex-
amples include remote ward reviews and 
nursing home consultation, which can 
be adequately interactive. Telepsychiatry 
is also used for assessments, interven-
tions, and monitoring. Assessments for 
depression, cognitive testing, especially 
memory assessments, dementia diagno-
sis through telephone and video confer-
ence have been feasible and comparable 
to face-to-face assessment and interven-
tion.18,19 Interventions can include coun-
seling, psychoeducation, cognitive-be-
havioral and other psychotherapies, 
group therapy, and occupational thera-
py. Extending the use of telepsychiatry 
is seen in research for data collection and 
follow-ups. There are many safe, interac-
tive video-calling options through the 
National Health Service in the UK, which 
is being used by the general practitioners 
(GPs), consultants, and nurses. There are 
many positive points of practice of tele-

psychiatry for older adults. It connects 
clinicians and patients straight away, 
without necessitating the travel, which 
avoids unnecessary risks for the elderly 
with mobility or frailty issues. Multidis-
ciplinary professionals and family can 
collaborate to overcome physical barri-
ers. Telepsychiatry encourages clinician–
patient relationships through the use of  
“virtual space” in the consultation.20 Po-
tential for reduction of health care costs 
in telepsychiatry requires further evalua-
tion.17 However, there are many concerns 
as well with telepsychiatry practice. Pri-
marily, the limitations in physical exam-
ination and compromise in the “being 
there” element, and the ability of older 
adults to use modern technologies and 
ensuring privacy during the consulta-
tion are essential concerns.21 There are 
also medical insurance and medicolegal 
issues. Considering recent experiences, 
health care for the elderly may go toward 
a hybrid model. Traditional in-person 
consultation and telepsychiatry (phone/
online) combination (a hybrid model) 
will be more frequently practiced reap-
ing the benefit from both models of care. 
This will be especially beneficial for older 
frail persons.20

Geriatric telepsychiatry has been uti-
lized for many years for service provi-
sion to older people in rural and regional 
Australia, given the large area managed 
by the publically funded Older Persons 
Mental Health Services. The systematic 
review about telepsychiatry concluded 
that it could be an effective and reason-
able alternative in achieving similar 
health outcomes as compared to face-
to-face consultations, especially when 
face-to-face consultations were not possi-
ble.22,23 The Federal Government of Aus-
tralia provided a rebate for the Medicare 
Benefits Schedule for geriatric telepsy-
chiatry to encourage its use.

Telepsychiatry is used effectively to 
conduct family meetings where fami-
ly members live in distant places. Also, 
it is utilized to hold multidisciplinary 
meetings with GPs, specialists (neurol-
ogists, cardiologists, endocrinologists, 
geriatricians, etc.), and mental health 
professionals (e.g., psychologists, social 
workers, occupational therapists, etc.). 
Geriatric telepsychiatry helps in provid-
ing the coordinated, practical, and best 

possible management to older people in 
the current COVID-19 scenario. 

It is essential to understand the local 
and cultural factors in considering tele-
psychiatry in older people. In Australia, 
whenever possible, it is encouraged to 
have a locally-based health care profes-
sional present during the telepsychiatry 
session. This helps in the psychiatric as-
sessment as well as the immediate provi-
sion of a management plan.24 It is helpful 
to provide training to locally-based health 
care professionals regarding the use of 
telehealth technology. The Royal Aus-
tralasian College of Physicians (RACP) 
developed the “The RACP Introduction 
to Telehealth” online training module for 
health care professionals to obtain skills 
required to use telehealth effectively.

Geriatric Telepsychiatry in 
the Indian Context
Telemedicine and telepsychiatry have 
been tried in India for many decades, 
however, with limited impact. The past 
decade has witnessed a rapid growth of 
digital and telecommunication services, 
which has given a flip to telemedicine. 
Telepsychiatry services, including geri-
atric telepsychiatry, are increasingly 
being used in institutions like the Na-
tional Institute of Mental Health and 
Neurosciences (NIMHANS). Telepsychi-
atry services were provided directly to 
patients and caregivers, outpatients at 
district hospitals, and inmates of institu-
tional care such as prisons and destitute 
homes. The feasibility, utility, and ac-
ceptability of telepsychiatry services has 
been demonstrated in recent studies.25–27 
Psychiatry, neurology, and neurosurgery 
specialists provided tele-neuropsychia-
try consultation through Specialist-Doc-
tor-Patient model as part of the state-run 
program for the two central prisons from 
July 1, 2014, to June 30, 2016. A retrospec-
tive file review was done of the tele-neu-
ropsychiatry case records at Tele-Medi-
cine Centre, Located at Tertiary Neuro 
Psychiatric centre of South India. A total 
of 53 patients were provided tele-neuro-
psychiatric consultation over 2-year pe-
riod. Of these, 48 (90.6%) Telepsychiatry 
services have been used to provide col-
laborative care with primary care physi-
cians for the care of persons with mental 
illness, including older adults.28,29
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with the National Institute for Trans-
forming India (NITI) Aayog on March 25, 
2020.33 This has given the much-awaited 
regulatory approval and framework for 
the telemedicine practice in India. 

The recently released Operational Guide-
lines on Telepsychiatry by the NIMHANS, 
Bengaluru, India, in association with the 
Indian Psychiatric Society and Telemedi-
cine Society of India, has contributed to 
a paradigm shift in the practice of telep-
sychiatry.

The guidelines have classified telecon-
sultation based on the mode of commu-
nication as video-based, audio-based, 
and text-based. The consultations can 
have synchronous (direct interaction) or 
asynchronous (e.g., E-mail) components. 
Depending on the purpose of consul-
tation, it is classified as the first contact 
consultation and follow-up consulta-
tion. Teleconsultation is categorized de-
pending on the individuals involved as 
a patient to specialist/registered medical 
practitioner (RMP), caregiver to special-
ist/RMP, specialist to RMP, and health 
worker to specialist/RMP.33 

The context of the COVID-19 pandem-
ic has necessitated a rapid expansion of 
the general and geriatric telepsychiatry 
services, including the urgent release of 
practice guidelines. 

In view of excess risk for complications 
related to COVID-19 in older adults, rou-
tine in-person visits for health care were 
avoided by many patients and family 
members themselves. Mental health 
professionals also discouraged in-person 
visits for these patients and initiated the 
active use of telepsychiatry services to 
provide mental health care.

Special Issues in Geriatric 
Telepsychiatry
Many issues of geriatric telepsychia-
try are common to that of telepsychia-
try for general adults. These issues are 
highlighted in the relevant articles pub-
lished as part of this supplement. In this 
section, we discuss a few issues that are 
more commonly associated with geriat-
ric telepsychiatry services.

Sensory Impairment
Visual and hearing impairment are 
more commonly seen in older adults. 

A telepsychiatric after care (TAC) clinic at 
Telemedicine Centre of NIMHANS, Ben-
galuru, India, has been successfully con-
ducting video consultations for follow-ups 
of psychiatric patients, including the geri-
atric population from the year 2017. A file 
review of 669 video consultations provided 
to 213 patients in the first three years (2017–
2019) from telemedicine center of a tertiary 
care academic hospital reported the socio-
demography, clinical profile, tele aftercare 
consultations details and outcome. This 
first large-scale study reports TAC as a 
useful alternative method that can supple-
ment in-person follow-up.30

In view of limitations of physical ex-
amination in teleconsultations, Telemed-
icine Centre, NIMHANS, Bengaluru, In-
dia, designed a clinician-centric concept 
of “virtual physical examination” (VPE) 
exclusively for video consultations where 
a physician can conduct inspection sec-
tion of systemic physical examination rea-
sonably well.31,32 The validation exercise of 
this VPE is undergoing at this center. This 
validation could be planned exclusively 
for geriatric psychiatry in future studies.  

Experience of Geriatric 
Telepsychiatry at NIMHANS
Geriatric clinic and services at NIMHANS 
have used telemedicine to promote fol-
low-up and continuity of care for persons 
with dementia and other psychiatric dis-
orders in older adults. This has enabled 
periodic review and management of 
patients from long distances across the 
country. The experience of conducting 
videoconference-based follow-up consul-
tations for 30 older adults demonstrates 
the feasibility of this model in the Indian 
setting (Mukku et al., 2020 under review). 
The presence of family caregivers facili-
tated the effective implementation of te-
lepsychiatry services, even for those with 
cognitive impairment. These consulta-
tions were implemented using videocon-
ference platforms after written informed 
consent from the patient or caregivers 
(if the patient did not have the capacity 
to consent). The telemedicine unit coor-
dinated the administrative aspects and 
training or orientation of users for the 
videoconference platform. However, geri-
atric telepsychiatry services were used 
only for the follow-up consultations after 
detailed in-person evaluation.

The prescriptions were sent to the pa-
tients or their family caregivers by email or 
smartphone applications like WhatsApp. 
However, this service was used selectively 
in a limited number of patients in view of 
the lack of systematic guidelines and regu-
latory approval until recently.

In addition to this, geriatric telepsy-
chiatry consultations were done between 
psychiatrists and social workers who did 
home or institutional visits.

The development of a dedicated elec-
tronic record system (GERISOFT) facili-
tated telepsychiatry consultations with-
out dependence on the physical medical 
records. Integrating secure asynchro-
nous transfer of clinical details and in-
vestigation results to electronic records 
will be helpful in geriatric telepsychiatry.

Geriatric telepsychiatry consultations 
were also provided for collaborative care 
management of patients with Alzheimer’s 
dementia by primary care physicians as 
part of a structured online training pro-
gram. After initial training for evaluation 
and management of Alzheimer’s demen-
tia, primary care physicians presented the 
clinical details of patients with dementia 
to an expert geriatric psychiatrist. The pri-
mary care physicians continued the eval-
uation and management of the patient 
based on the guidance from the expert.

Group intervention for caregivers of 
persons with dementia play a vital role 
in the management of dementia for pro-
moting the understanding of the diag-
nosis and the management of behavior-
al and psychological symptoms. In view 
of the difficulty in the physical participa-
tion of many caregivers due to logistic 
constraints, online group intervention 
through video conference was initiat ed. 
This received an excellent response from 
the caregivers. Systematic development 
of the module for online support group 
intervention for caregivers of persons 
with dementia has been undertaken 
as part of an ongoing doctoral research 
program. 

Telemedicine and Telepsychi-
atry Guidelines—a Paradigm 
Shift 
The Board of Governors of Medical Coun-
cil of India released the telemedicine prac-
tice guidelines prepared in partnership 
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Geriatric telepsychiatry services require 
consideration of these special needs and 
enable inclusive services as much as pos-
sible. Support from a health worker or 
family caregiver and adaptation of the 
communication strategies and acoustic 
settings of the teleconsultation room to 
accommodate the unique needs of this 
population would be helpful. Given the 
hearing and visual challenges in the geri-
atric population, it is essential to utilize 
strategies to enhance the audio and vid-
eo quality of telepsychiatry.34

Cognitive Impairment
Older adults have a high prevalence of 
cognitive impairment, including de-
mentia. Those diagnosed with other 
psychiatric illnesses such as depression 
and psychosis have increased risk for 
cognitive impairment. The ability for ac-
tive participation in the teleconsultation 
may be influenced by cognitive status. 
There are potential advantages and dis-
advantages of telepsychiatry in this pop-
ulation. Older adults living alone with 
initial stages of cognitive impairment 
will have more challenges in seeking tra-
ditional in-person consultations. Some 
of them may either require additional 
support or may be unable to learn the 
process for telepsychiatry consultation 
independently. Geriatric telepsychiatry 
may also offer the opportunity to partic-
ipate in cognitive assessment from the 
patient’s natural environment that is 
likely to be less anxiety-provoking than 
traditional consultation rooms. Several 
studies have demonstrated the feasibili-
ty of online cognitive assessment as well 
as interventions for caregivers of persons 
with dementia. 

Older Adults Living in 
Institutions
Older adults living in residential care 
institutions have increased vulnerabili-
ty for mental health issues and have in-
creased need for preventive, promotive 
as well as therapeutic mental health 
services. Despite this, many such institu-
tions may not have provisions for mental 
health care services, and promoting geri-
atric telepsychiatry can be an effective 
strategy to address this need. This can 
also promote the cost-effectiveness of 

these services. The feasibility of telemed-
icine-assisted dementia care residential 
services has also been demonstrated 
globally as well as in India.

Asynchronous Technology-
Assisted Caregiver 
Intervention for Dementia
The World Health Organization has 
developed an i-support intervention 
for dementia caregivers. The feasibility 
and effectiveness of this intervention 
have been studied in India in collabo-
ration with NIMHANS.35 Video-based 
asynchronous interventions might have 
greater acceptability and utility than 
the text-based interventions in low- and 
middle-income countries like India.

Tele-Assisted 
Nonpharmacological 
Interventions
Nonpharmacological interventions such 
as psychotherapy and family therapy; 
dietary and lifestyle interventions such 
as yoga, physical exercise; and noninva-
sive brain stimulation (transcranial di-
rect current stimulation), and long-term 
multi-domain interventions play an im-
portant role in the preventive, promo-
tive, and adjuvant treatment of geriatric 
mental health conditions. Many of these 
interventions can be delivered as tele-as-
sisted interventions for effective utiliza-
tion in older adults having barriers to 
traditional in-person interventions.

Legal Issues
Many older adults with dementia have 
impaired cognitive capacity and high 
vulnerability for being victims of abuse. 
There are important legal issues related 
to dementia. Providers, as well as users, 
might have concerns about ensuring 
confidentiality and privacy in geriatric 
telepsychiatry consultations. The prac-
tice guidelines for telemedicine in India 
are more flexible and facilitate the users 
and providers to have a liberal choice of 
technologies without the restrictions 
for ensuring confidentiality and priva-
cy. This has the advantage of promoting 
the use of telemedicine in the context of 
limited resources in India. But there is a 
need to improve the safety measures in 

the future to ensure the successful imple-
mentation of telemedicine services in the 
long term. The restrictions in prescribing 
anti-dementia drugs in the first consult 
(on telemedicine) is a concern that needs 
to be addressed. However, they are al-
lowed in a telepsychiatry follow-up con-
sultation. The mandatory requirement 
of the presence of the patient during the 
first consult is essential in the practice 
guidelines for telepsychiatry; however, 
during a follow-up consultation patient 
may or may not be present for consulta-
tion. Every such follow-up consultation 
(in absentia of the patient) should be ac-
companied by a recently issued formal 
authorization letter by the patient. How-
ever, a psychiatrist can provide telepsy-
chiatry follow-up consult without an au-
thorization letter also if (a) a psychiatrist 
has documented the diagnosis of demen-
tia, (b) the patient is in the “‘moderate” or 
“severe,” stage (c) patient lacks the capac-
ity to consent, and (d) psychiatrist is able 
to recognize the family member. This is 
left to the professional discretion of the 
psychiatrist. Many caregivers may have 
great difficulty in convincing the patient 
with dementia to cooperate for an initial 
evaluation in the hospital, and they may 
benefit from guidance through telepsy-
chiatry. However, such patients can ben-
efit from health care providers visiting 
the patient’s home and switching to te-
lepsychiatry consult assisted by a health 
care worker. Assessing and issuing med-
ical certificates is another concern; how-
ever, operational guidelines state that 
one should not issue certificates during 
teleconsultation. 

Conclusion
Effective utilization of geriatric telep-
sychiatry has significant advantages in 
promoting geriatric mental health care. 
There is a need for adequate training and 
promoting awareness among the multi-
disciplinary mental health professionals 
as well as the potential target users to en-
sure effective implementation of geriat-
ric telepsychiatry. Given the multiple ad-
vantages of geriatric telepsychiatry, it is 
essential to encourage the locally-based 
health care professionals to initiate tele-
psychiatry services. A few concerns and 
challenges related to implementation 
require further evaluation by relevant 
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experts in the field to facilitate further 
adaptation of the guidelines as needed 
for the future. 

Declaration of Conflicting Interests
The authors declared no potential conflicts of 
interest with respect to the research, authorship, 
and/or publication of this article.

Funding
The authors received no financial support for the 
research, authorship, and/or publication of this 
article.

References
1.	 Ministry of Statistics and Program Imple-

mentation, Government of India. Elderly 
in India: Profile and Program, http://mospi.
nic.in/sites/default/files/publication_re-
ports/ElderlyinIndia_2016.pdf (2016).

2.	 United Nations Population Fun. “Caring 
for Our Elders”: Early responses India ageing 
report. New Delhi [cited 2020 Jul 19], www.
invertedcommas.org (2017)

3.	 Tiwari SC, Srivastava G, Tripathi RK, et 
al. Prevalence of psychiatric morbidity 
amongst the community dwelling rural 
older adults in northern India. Indian J 
Med Res 2013; 138(4): 504–514.

4.	 Tiwari SC, Tripathi RK, Kumar A, et al. 
Prevalence of psychiatric morbidity among 
urban elderlies: Lucknow elderly study. 
Indian J Psychiatry 2014; 56(2): 154–160.

5.	 Gururaj G, Varghese M, Benegal V, et 
al. National Mental Health Survey of India, 
2015–16: prevalence, patterns and outcomes. 
Bengaluru: NIMHANS, 2016.

6.	 Shaji KS, Jotheeswaran AT, Girish N, et 
al. Alzheimer’s & Related Disorders Society 
of India. The Dementia India Report—preva-
lence, impact, costs and services for Dementia: 
Executive summary. New Delhi [cited 2019 
Jul 2], http://ardsi.org/downloads/Execu-
tiveSummary.pdf  (2010).

7.	 Brenes GA, Danhauer SC, Lyles MF, et al. 
Barriers to mental health treatment in 
rural older adults. Am J Geriatr Psychiatry 
2015; 23(11): 1172–1178.

8.	 Gilmer TP, Ojeda VD, Fuentes D, et al. Ac-
cess to public mental health services among 
older adults with severe mental illness. Int J 
Geriatr Psychiatry 2009; 24(3): 313–318.

9.	 Ferguson TB. The Institute of Medicine 
committee report “Best Care at Lower 
Cost.” Circ Cardiovasc Qual Outcomes 
2012; 5(6): e93–94.

10.	 Garg K, Kumar CN, and Chandra PS. 
Number of psychiatrists in India: baby 
steps forward, but a long way to go. Indi-
an J Psychiatry. 2019; 61: p104–105.

11.	 Math S, Gowda G, Basavaraju V, et al. Cost 
estimation for the implementation of the 

Mental Health Care Act 2017. Indian J 
Psychiatry 2019; 61(10): S650–659.

12.	 Manjunatha N, Singh G, and Chaturvedi 
SK. Manochaitanya program for better 
utilization of primary health centres. 
Indian J Med Res 2017; 145(2): 163–165.

13.	 Sidana A. Community psychiatry in India: 
where we stand? J Ment Heal Hum Behav 
2018; 23(1): 4.

14.	 Prakash O and Kukreti P. State of geriatric 
mental health in India. Curr Transl Geri-
atr Exp Gerontol Rep 2013; 2(1): 1–6.

15.	 Conn DK, Madan R, Lam J, et al. Program 
evaluation of a telepsychiatry service for 
older adults connecting a university-affil-
iated geriatric center to a rural psycho-
geriatric outreach service in Northwest 
Ontario, Canada. Int Psychogeriatrics 
2013; 25(11): 1795–1800.

16.	 Dham P, Gupta N, Alexander J, et al. 
Community based telepsychiatry service 
for older adults residing in a rural and 
remote region: utilization pattern and 
satisfaction among stakeholders. BMC 
Psychiatry 2018; 18(1): 316.

17.	 Gentry MT, Lapid MI, and Rummans 
TA. Geriatric telepsychiatry: systematic 
review and policy considerations. Am J 
Geriatr Psychiatry 2019; 27(2): 109–127.

18.	 Brown JM, Wiggins J, Dawson K, et al. 
Test your memory (TYM) and test your 
memory for mild cognitive impair-
ment (TYM-MCI): a review and update 
including results of using the TYM test 
in a general neurology clinic and using a 
telephone version of the TYM test. Diag-
nostics 2019; 9(3): 116.

19.	 Castanho TC, Amorim L, Zihl J, et al. Tele-
phone-based screening tools for mild cog-
nitive impairment and dementia in aging 
studies: a review of validated instruments. 
Front Aging Neurosci 2014; 6: 16.

20.	 Yellowlees P, Richard Chan S, and Burke 
Parish M. The hybrid doctor–patient 
relationship in the age of technology-te-
lepsychiatry consultations and the use 
of virtual space. Int Rev Psychiatry 2015; 
27(6): 476–489.

21.	 Rout N. Risks to the elderly during the 
coronavirus (COVID-19) pandemic 2019–
2020. J Geriatr Care Res 2020; 7(1): 27–28.

22.	 García-Lizana F and Muñoz-Mayorga I. 
What about telepsychiatry? A systematic 
review. Prim Care Companion J Clin Psy-
chiatry 2010; 12(2): PCC.09m00831.

23.	 Antonacci DJ, Bloch RM, Saeed SA, et al. 
Empirical evidence on the use and effec-
tiveness of telepsychiatry via videocon-
ferencing: implications for forensic and 
correctional psychiatry. Behav Sci Law 
2008; 26(3): 253–269.

24.	 The Royal Australian and New Zealand 
College of Psychiatrists. Professional 

practice standards and guides for telepsychia-
try [Internet] [cited 2020 Jul 23], https://
www.ranzcp.org/files/resources/prac-
tice-resources/ranzcp-professional-prac-
tice-standards-and-guides.aspx (2013).

25.	 Agarwal PP, Manjunatha N, Gowda GS, 
et al. Collaborative tele-neuropsychiatry 
consultation services for patients in cen-
tral prisons. J Neurosci Rural Pract 2019; 
10(1): 101–105.

26.	 Gowda GS, Kulkarni K, Bagewadi V, et al. 
A study on collaborative telepsychiatric 
consultations to outpatients of district 
hospitals of Karnataka, India. Asian J 
Psychiatr 2018; 37: 161–166.

27.	 Das S, Manjunatha N, Kumar CN, et al. 
Tele-psychiatric after care clinic for the conti-
nuity of care: a pilot study from an academic 
hospital. Asian J Psychiatr 2019; 48: 101886.

28.	 Dinakaran D, Manjunatha N, Kumar CN, 
et al. The rationale and guiding principles 
to design a psychiatric curriculum for 
primary care doctors of India. Natl Med J 
India 2020; In Press. 

29.	 Pahuja E, Santhosh KT, Fareeduzzafar 
Manjunatha N, et al. An impact of a digi-
tally driven Primary Care Psychiatry Pro-
gram on integration of psychiatric care in 
general practice of primary care doctors. 
Indian J Psychiatry 2020; In Press. 

30.	 Math SB, Nagendrappa S, Mukku SSR, 
et al. Videoconsultations from an Indian 
academic hospital: first 3 years of experi-
ences from telepsychiatric after care clinic. 
Natl Med J India 2020; In Press. 

31.	 Thirthalli J, Manjunatha N, and Math 
SB. Unmask the mind! Importance of 
videoconsultations in psychiatry during 
COVID-19 pandemic. Schizophr Res 2020; 
S0920–9964(20)30357–1.

32.	 Manjunatha N and Kumar CN MS. Virtu-
al physical examination in videoconsul-
tations: a valid inspection component of 
physical examination? Natl Med J India 
2020; In Press. 

33.	 Math SB, Manjunatha N, Kumar CN, et al. 
National Institute of Mental health and Neuro-
sciences; Bengaluru I. Telepsychiatry operational 
guidelines—2020. Bengaluru: NIMHANS [cit-
ed 2020 Jul 10], https://www.researchgate.
net/publication/341650070_Telepsychia-
try_Operational_Guidelines_2020 (2020).

34.	 The Royal Australian and New Zealand 
College of Psychiatrists. Technical specifi-
cations for telepsychiatry [cited 2020 Jul 23], 
https://www.ranzcp.org/files/resources/
practice-resources/ranzcp-telepsychia-
try-technical-specifications.aspx (2020).

35.	 Mehta KM, Gallagher-Thompson D, Var-
ghese M, et al. I Support, an online train-
ing and support program for caregivers 
of people with dementia: study protocol 
for a randomized controlled trial in India. 
Trials May 8, 2018; 19(1): 271.



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 202046S

Viewpoints

John Vijay Sagar Kommu1, Eesha Sharma1, Ujjwal Ramtekkar2

ic use by primary, secondary, and tertiary 
health care systems; and emergency ver-
sus routine outpatient care—achieved 
utilizing either a synchronous (real-time) 
or an asynchronous (store and forward) 
format. Synchronous, two-way, interac-
tive telecommunication format is com-
monly used, often in the form of video 
teleconferencing (VTC).

This article gives a perspective on the 
use of telepsychiatry in child and adoles-
cent mental health care. We discuss the 
need, scope, operationalization issues, 
and challenges in telepsychiatry, as well 
as give an overview of national and inter-
national guidelines and current practice 
of child and adolescent telepsychiatry.

Need for Pediatric 
Telepsychiatry 
Globally increased burden of child psy-
chiatric disorders, shortage of child psy-
chiatrists, inequitable distribution of ex-
isting resources, the “aging-out effect” of 
the workforce, and insufficient funding 
have led to increased use of telepsychi-
atry for children.8,9 Gloff et al.10 listed 
convenience, decreased cost, reduced 
stigma, and better coordination with 
multiple stakeholders as significant fac-

Telepsychiatry for Mental Health Service 
Delivery to Children and Adolescents

AbStrAct
Children constitute 40% of India’s 
population. Large number of children 
with psychiatric disorders and 
neurodevelopmental conditions are 
unable to access mental health services 
due to factors such as unavailability of 
these services in smaller urban and rural 
centres  and lack of training for primary 
care providers. Given the relatively 
easy access to video conferencing 
technology, feasibility and acceptability of 
Telepsychiatry, there is an urgent need to 
invest resources and strengthen the use 
of Telepsychiatry for child and adolescent 
mental health training and serviced 
delivery .  This viewpoint article discusses 
the need,scope,experiences and challenges 
related to use of Telepsychiatry in the area 
of child mental health.
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Telecommunications technology in 
the area of health is almost a cen-
tury old, with the famous “Radio 

doctor” influencing people’s health and 
health care way back in America of the 
1920s!1 However, it mostly lay dormant, 
an interesting application at best, with 
use limited to sharing diagnostic test 
and radiological images, for the better 
part of the 20th century. The internet 

boom and rapid expansion of audio-vid-
eo conferencing software triggered tech-
nological advancements in professional 
connectivity.2 Also, shortage of trained 
health workforce and services infrastruc-
ture, especially in rural and remote areas, 
has mandated a need for telemedicine.3 

Telemedicine is, 
Delivery of health care services, where 

distance is a critical factor, by all health 
care professionals using information and 
communications technologies for the ex-
change of valid information for the diag-
nosis, treatment, and prevention of disease 
and injuries, research and evaluation, and 
the continuing education of health care 
workers, with the aim of advancing the 
health of individuals and communities.4

Terms “telepsychiatry” and “telemen-
tal health” refer to psychiatric and broad-
er mental health services, respectively.5 
Telepsychiatry for adults was first used 
at the Nebraska Psychiatry Centre in 1957 
and in 1974 for children by the Mount Si-
nai School of Medicine, United States of 
America (USA).6,7 Telepsychiatry could 
have myriad objectives—direct telecon-
sultations versus training and capacity 
building; individual versus group service 
delivery; use by private practitioners for 
a small group of clients versus systemat-
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tors for the preference of telepsychiatry 
by children and their families. The prev-
alence of psychiatric disorders in chil-
dren ranges from 6% to 15%.11 The num-
ber of psychiatrists delivering child and 
adolescent mental health care in India is 
1 per 4–5 million children, with most of 
them working in cities, making access 
to mental health care difficult to a large 
number of children.12 Given the limited 
feasibility of reducing the resource gap 
and the increased access to technology 
across the country, telepsychiatry ap-
pears an ideal resource for the provision 
of mental health care for children.13

Scope of Pediatric 
Telepsychiatry 
International literature on telepsychia-
try spans preclinical assessment, clinical 
evaluation, and follow-up care.14,15 With 
adequate technological support in place, 
and consent and cooperation of the 
psychiatrist and patient, most aspects 
of psychiatric assessment and care are 
amenable for inclusion in a telepsychi-
atric framework, with adequate address-
ing of potential barriers and challenges.

Of substantial interest to practi-
tioners and policymakers is the use of 
telecommunication technology in the 
training of care providers at the prima-
ry and secondary care levels, to upscale 
specialty services like child mental 
health. Training and mentoring pro-
grams exemplified by the  Extension 
for Community Healthcare Outcomes 
(ECHO) model16 have demonstrated ef-
ficient and practical skill development 
in the identification and management 
of complex disorders like autism at the 
primary care level. Skill enhancement of 
primary care providers is exemplified by 
actual practice change in terms of more 
appropriate prescribing of psychotropic 
medications by primary care providers.17 
Psychiatric conditions in children are 
challenging and confusing experiences 
for families. Inadequate first-level re-
sponses, mostly stemming from a lack 
of training, are common. The use of te-
lepsychiatry to spread awareness in this 
manner can be a powerful tool in chang-
ing this scenario.

Telepsychiatry is widely used in the cor-
rectional settings in developed countries 
with several advantages, such as elimi-

nating the need for travel, coordination 
with onsite staff, and timely evaluation 
and treatment.18–21 There are some chal-
lenges when working with this vulner-
able population. There is a risk of a dual 
agency to both the juvenile justice facil-
ity and the patient. The telepsychiatrist 
must have adequate knowledge of the 
juvenile justice system, train correctional 
facility staff about mental health issues 
in juveniles, and ensure their privacy.21

In the Indian context, telepsychiatry 
can play a vital role in fulfilling the obli-
gations mandated by the Juvenile Justice 
Act,22 2015, and the Protection of Chil-
dren from Sexual Offences (POCSO) Act,23 
2012, through the following activities: 
•	 Teleconsultation for children and 

adolescents in child care institutions 
(CCIs).

•	 Teleconsultation for preliminary as-
sessment as mandated by Section 15 
of the JJ Act, 2015.

•	 Training staff of CCIs in the basic 
concepts of child development, 
child and adolescent mental health, 
and child protection.

•	 Training judiciary, members of the 
Child Welfare Committee, and Juve-
nile Justice Boards (JJBs) on child de-
velopment and child and adolescent 
mental health issues.

•	 Online education of children in CCIs 
on child safety, child development, 
child mental health, and life skills.

•	 Telepsychotherapy support to chil-
dren who need psychosocial support 
in the aftermath of sexual abuse.

Operationalizing Pediatric 
Telepsychiatry 
Operationalizing telepsychiatry for 
regular practice calls for attention to 
administrative, technological, and clin-
ical issues. A needs assessment must 
precede operationalization.24 Best prac-
tices in videoconferencing25 recommend 
drafting a program overview, identi-
fying services to be delivered via tele-
psychiatry, identifying the target pa-
tient population and clinicians to be 
involved in the program, requirements 
vis-à-vis space, training, technological 
support, staff, standard operating pro-
cedures (SOPs), regulatory and mon-
itoring processes, and sustainability. 
The choice of the videoconferencing 

application must be made after appro-
priate verification of quality, reliability, 
security parameters, and backup pro-
cesses. Technological equipment has to 
be well supported by trained staff with 
relevant clinical competencies in tele-
psychiatry. The Indian Telemedicine 
Guidelines recommend mandatory 
training for all practitioners intending 
to provide online consultation within 
three years of the notification.26 Be-
sides clinical competencies, adherence 
to standards of care, liaison with local 
clinics, and SOPs are vital.27

Patient selection for telepsychiatry 
depends on the current abilities of the 
patient—Can he/she function well, even 
in unsupervised settings? Can he/she 
independently operate the videoconfer-
encing tool? Can he/she independently 
ensure privacy and safety? Is there a his-
tory of aggression, self-harm, noncooper-
ation with the service providers? These 
requirements are secured in the case of 
children by the caregiver who would 
assist in supervising and operating the 
VTC tool. Additional requirements for 
children and adolescents include devel-
opmental status and child-friendly spac-
es from where the child could join the 
call. There must be established liaison 
with the local health care system in case 
of any emergency. Although  the Indian 
telemedicine guidelines, 26 2020, propose 
that there is no need for parental consent 
for the age group above 16 years, it is pru-
dent to obtain permission from the par-
ent for anyone below the age of 18 years, 
given the existing definition of “minor” 
in the Mental Health Care Act, 2017.28

The multifaceted nature of child men-
tal health problems optimally requires 
collaborative interventions (individual 
therapy/medication management for 
the child, family-based/parenting inter-
ventions, liaising with the school, and 
liaising with social services) by a multi-
disciplinary team. Typically a multidis-
ciplinary team, simultaneously or se-
quentially, completes the evaluation and 
intervention processes. In a telepsychiat-
ric setup, mode, and timeline of engage-
ment with the child and family need to be 
devised in a manner that minimizes the 
repetition of information and confusion 
about multiple online appointments and 
maximizes care and comfort to the child.
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tionally make it a requirement to have 
an active license in the state where the 
patient is located, thus requiring multi-
ple state-specific licenses in many cases. 
Permitting telepractice across states, 
even with a unitary license from the state 
of residence, is being actively explored 
recently. However, the variability in the 
regulations and malpractice coverage 
across the states act as barriers. At this 
time, there is no requirement for formal 
training in telepsychiatry for a psychia-
trist to deliver care using this modality. 
Necessitating formal training before 

Guidelines for Pediatric 
Telepsychiatry 
Several professional organizations have 
formulated guidelines for pediatric tele-
psychiatry. Table 1 summarizes the vital 
elements of these guidelines.

Experiences and Evidence-
Base for Pediatric 
Telepsychiatry 
Experiences and Evidence-
Base in the International 
Context
Despite well-established child psychia-
try programs, the increasing demands 
of pediatric mental health needs have 
not been adequately met by the pediat-
ric psychiatry workforce in the USA. The 
use of telepsychiatry has been crucial in 
mitigating access to mental health care, 
especially when geography and social 
determinants such as poverty, socioeco-
nomic disparities, and lack of insurance 
coverage pose additional barriers. Over 
the last 50 years, the practice of pediatric 
telepsychiatry has evolved significantly. 
Besides synchronous and asynchronous 
delivery formats, in some cases, addi-
tional digital tools to collect structured 
data using mHealth (mobile health) have 
also been integrated into the overall vir-
tual delivery of care. In order to provide a 
clinical and evidence-based framework, 
the American Academy of Child and Ad-
olescent Psychiatry (AACAP) has created 
guidelines (refer to Table 1) and more 
recently video toolkits for the clinicians 
interested or actively engaged at differ-
ent levels of Telepsychiatry.32 The feasi-
bility of pediatric telepsychiatry is well 
established across a variety of psychiatric 
disorders in the form of diagnostic reli-
ability.24 Besides, the clinical outcomes of 
treatment interventions provided using 
telepsychiatry in children are compara-
ble to traditional, in-person care.33 Teen-
agers spend much time in the online 
and digital world for their social connec-
tions, entertainment, self-expression, 
and in many places for education. Using 
the same framework for accessing health 
care has been advantageous for this pop-
ulation to engage reliably in their mental 
health services. 

Although the evidence of clinical effec-
tiveness is recognized, factors such as 
legal regulations, licensure, reimburse-
ments, and insurance coverage influence 
the actual implementation and utiliza-
tion of telepsychiatry in the USA. All 50 
states in the USA have established reg-
ulatory telehealth guidelines and sup-
porting infrastructure at varying levels. 
Just like the licensure requirements for 
the practice of medicine, a telepsychi-
atrist in the USA is required to have an 
active medical license in the state where 
they are located. Most of the states addi-

Table 1.

Key Elements of Children and Adolescents in Telepsychiatry 
Guidelines

S. No. Name of the Guideline Key Elements 

1 RANZCP professional prac-
tice standards and guides 
for telepsychiatry29

1.	 Parents to be informed as per legal requirement
2.	 Physical requirements—large room, simple toys, 

table for children, etc.
3.	 Technical requirements—camera with zoom function

2  ATA practice guidelines 
for telemental health with 
children and adolescents30

1.	 Needs assessment and standard operating proce-
dures

2.	 Legal and regulatory issues
3.	 General telemental health practices
	 a.	 Telemental health space
	 b.	 Telepresenter
	 c.	 Patient appropriateness
	 d.	 Working with diverse youth and families
	 e.	 Consult request data
	 f.	 Clinical findings and reports
4.	 Technology considerations 
5.	 Telemental health interventions
	 a.	 Evaluation and psychological testing
	 a.	 Pharmacotherapy
	 a.	 Psychotherapies
	 a.	 Case management
6.	 Additional considerations
	 a.	 Ethical issues
	 a.	 Competencies
	 a.	 Clinical supervision
	 a.	 Future directions

3 AACAP clinical update: te-
lepsychiatry with children 
and adolescents31

1.	 Legal, regulatory, and ethical issues
2.	 Needs assessment and model of care
3.	 Appropriateness of potential sites and patients
4.	 Sustainability issues
5.	 Creating a therapeutic virtual space
6.	 Telepsychiatry evidence base
7.	 Adaptation to nonclinical settings
8.	 Training in telepsychiatry

4 Best practices in videocon-
ferencing-based telemen-
tal health by ATA and APA25

1.	� Modifications as per the developmental status of 
children.

2.	 Adaptation to nonclinical settings
3.	 Physical requirements
4.	 Telepresenter

5 Telemedicine guidelines 
by the national medical 
council, India26

1.	� Presence of caregiver mandatory for teleconsulta-
tion with minors (those whose age is below 16 years)

2.	� No mention of any other specific issues related to 
children

Abbreviations. RANZCP: Royal Australia New Zealand College of Psychiatry, ATA: American Telemedicine Associ-
ation, AACAP: American Academy of Child and Adolescent Psychiatry, APA: American Psychological Association.
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permitting online practice can be viewed 
as creating an additional barrier. Never-
theless, it is felt that proper training will 
help to address the novel components in 
telepsychiatry, like doing a physical or 
mental status examination via digital in-
teraction. Financial considerations have 
also been important in the practice of 
telepsychiatry. Most health care expendi-
ture is through commercial and govern-
ment-funded health insurance programs 
that are administered through managed 
care entities. Similar to the regulations, 
the coverage of telehealth as part of the 
insurance benefit is a significant factor 
for providing and accessing telepsychia-
try care. 

Despite technological advances, there 
is a significant digital divide between ur-
ban and rural areas across many regions 
in the USA. The broadband internet con-
nection and high-speed phone data ser-
vices are still not available in many areas 
resulting in the population being unable 
to access telehealth. Even if there is con-
nectivity, the affordability to pay for the 
services and devices will limit the ability 
of many underserved and less privileged 
families. There are several programs 
through community and government 
partnerships for digital connectivity to 
bridge this gap.34

In order to address the fundamental 
issue of workforce shortage and overall 
sustainability of mental health delivery, 
telepsychiatry is now being utilized for dif-
ferent models of workforce development 
such as collaborative and integrated care, 
peer-to-peer consultation, school-based 
telepsychiatry, and learning collabora-
tives using “hub and spoke” models. 

Before Coronavirus disease-2019 
(COVID-19) there was significant vari-
ability in the state-specific rules about 
the type of services provided (outpatient 
care), technology requirements (legacy 
systems), site or location of service (clin-
ical setup), and the type of providers 
(only psychiatrists and psychologists) 
who could engage in the use of telepsy-
chiatry for treating children. Depending 
on the state, it was also mandated to 
have an in-person visit before initiating 
medication management. There were 
also federal restrictions on prescribing 
controlled substances such as stimulants 
used for attention deficit hyperactivi-

ty disorder and benzodiazepines based 
only on telepsychiatry visits. The rules 
of confidentiality and patient privacy, 
as described in the Health Insurance 
Portability and Accountability Act (HI-
PAA) for health care, also applied to any 
care delivered using telehealth, thus 
limiting the use of commonly available 
technology. These different rules were 
often considered restrictive for the rapid 
adoption and scalability of telepsychia-
try. The regulatory flexibility by tempo-
rarily waiving of these rules during the 
declared COVID-19-related emergency 
demonstrated that telepsychiatry is not 
only scalable quickly but also one of the 
most important modality for continuity 
of care for the most vulnerable patients 
during the pandemic. Whether the regu-
latory changes will continue is yet to be 
determined, but the continued expan-
sion of telepsychiatry is certain.35

Experiences and Evidence-
Base in the Indian Context
Pediatric telepsychiatry has been more 
recent, with evidence-base being very 
limited in the Indian context. Following 
are the experiences in the Indian context:
•	 Malhotra et al.36 developed the Clin-

ical Decision Support System for 
the diagnostic evaluation of chil-
dren. This team proposed the term 
“tele-enabling model” for their nov-
el model of service delivery.37

•	 Balasinorwala et al.38 reported the 
feasibility of telepsychiatry service 
in the asynchronous mode. A total 
of 16 patients (17 % ) of those who 
availed the service were children.

•	 The Virtual Knowledge Network 
(VKN) at the National Institute of 
Mental Health and Neurosciences 
(NIMHANS), Bengaluru, has been 
using a similar approach for train-
ing primary care providers.39 The 
first certificate course in child and 
adolescent psychiatry focusing on 
neurodevelopmental disorders 
(NDDs) was launched in June 2019 
and is now nearing completion. 
As part of this course, child mental 
health professionals at NIMHANS 
carried out an introductory train-
ing in various aspects of NDDs, for 
about 38 primary care physicians in 

the state of Chhattisgarh. Case pre-
sentations by the trainees replaced 
didactics to facilitate self-learning 
and real-time application of the 
knowledge gained. Such programs 
do not aim to develop expertise; in-
stead, the goal is to develop skills for 
early identification of child psychi-
atric disorders, initiate a first-level 
response, and organize appropriate 
multidisciplinary referrals. Screen-
ing done by primary care physicians 
helps to provide timely intervention 
to the needy. 

•	 Several children and adolescents 
require psychotropic medication 
alongside psychosocial interven-
tions for adequate management 
of their behavioral/emotional con-
cerns. As per the Indian telemedicine 
guidelines, 2020, except methylphe-
nidate which comes under schedule 
X class of drugs, other psychotropic 
medications can be prescribed to 
children through a teleconsultation 
by a qualified psychiatrist.26 At least 
in the initial few weeks of starting 
medication, children/adolescents 
need to be monitored, vis-à-vis specif-
ic side effects that may become par-
ticularly worrisome in some cases in 
this population such as behavioral 
activation with selective serotonin 
reuptake inhibitors, hepatic com-
plications with atomoxetine, and 
blood pressure changes with cloni-
dine, besides adequate parental su-
pervision for the administration of 
medication. A liaison with an acces-
sible medical setup must be ensured 
for timely monitoring. 

Challenges in Pediatric 
Telepsychiatry
A detailed history and mental status 
examination are perhaps the best tools 
available for psychiatric diagnostics.40 
During the examination, a psychiatrist 
not only listens to the verbal responses 
from a patient but also observes general 
appearance and behavior, facial expres-
sions, nonverbal gestures, and psycho-
motor activity. Mediation by a telecom-
munication channel (videoconferencing) 
restricts the psychiatrist’s observational 
field to verbal responses and, to some ex-
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tent, facial expression. Clinical challeng-
es in telepsychiatry perhaps emerge from 
this fundamental structural limitation, 
besides technological barriers that may 
exist for both the patients and the service 
providers. The provision of psychiatric 
care via telecommunication technology 
typically arises in atypical circumstances, 
such as the current COVID-19 pandemic 
that has unprecedentedly reduced outpa-
tient attendance across medical services 
in the country. This often results in in-
adequate preparation for a reasonable 
delivery setup, vis-à-vis the large pop-
ulation to be catered. We discuss here 
technological and clinical barriers in the 
practice of telepsychiatry, with a specific 
focus on issues of children. 

Technological Barriers
Unlike an informal video call, videocon-
ferencing for clinical purposes requires 
attention to the knowhow of various 
app functions (e.g., operating audio-vid-
eo settings, and lighting, room arrange-
ment).41,25,35 Issues with gaze angle, 
distortion in the on-screen display, and 
transmission delay can impede free com-
munication flow between the psychia-
trist and the patient.41 The psychiatrist 
also needs to adjust to appropriate “web-
side manners,” by voice and expression 
modulation.35 Inadequate technical sup-
port and a lack/limited availability of te-
lepsychiatry competencies are frequently 
perceived barriers by clinicians.41,42,43 The 
Indian telemedicine guidelines allow 
practice using modalities like telephone, 
video-calling, and even via texting.26 

Children and adolescents may show 
more interest in these varied modali-
ties.44,45 However, like that in in-person 
consultations, constant adult support 
and supervision will be required right 
from scheduling an appointment, to the 
call setup, to ensuring regularly sched-
uled contact with the service provider.

Clinical Challenges
During telepsychiatric consultations, 
clinicians tend to perceive a lower qual-
ity of rapport, satisfaction, alliance, and 
comfort than patients.46 Perhaps for 
patients and families, the benefits of 
telepsychiatry—lower travel expense, 
getting help from the comfort of their 
homes, reduced waiting time since on-

line appointments can be scheduled 
with better time regulations, not having 
to miss school in order to travel for the 
consultation outweigh any possible re-
duction in clinical care quality. Children 
with conditions like autism spectrum 
disorder, posttraumatic stress disorder, 
or social anxiety disorder, may show 
better comfort during teleconsultation 
than when in in-person consultation.47 
Besides psychiatry has long moved from 
“praecox” diagnoses to using structured 
assessment instruments that can very 
well be administered over telecommu-
nication. However, clinicians sense the 
lack of gestalt from an in-person con-
sultation, especially in therapeutic set-
tings. Patients need to be periodically 
assessed for the suitability for continu-
ing telepsychiatric care.48 The evidence 
base to inform telepsychiatric practice 
is still evolving, and clinicians must rely 
mostly on their best judgment to dic-
tate the appropriateness and sufficien-
cy in a particular case.26 A significant 
impetus for a governmental interest 
in nurturing telemedicine is to expand 
health care accessibility in remote and 
rural areas. In psychiatric practice, per-
haps more than in other medical fields, 
because of the heavy reliance on verbal 
information, clinical challenges ampli-
fy when psychiatrists are called upon 
to see children and adolescents, elderly 
patients, and patients in geographical-
ly and culturally distant areas that may 
have varied colloquial expressions and 
idioms of distress.49 Issues of privacy, 
safety, confidentiality, and boundaries, 
for both the clinician and the patient, 
require specific attention in telepsychi-
atry. These are pertinent issues for ad-
olescents, especially, who may be wary 
of their family members’ involvement 
with or access to a telecommunication 
exchange with the psychiatrist. These 
issues also gain prominence in the dis-
closure of abuse and therapeutic work 
thereof. Telepsychiatry is not just about 
using any internet-enabled device. It 
is crucial to ensure that the device is 
being used from a secure physical and 
web location, unlikely to be disturbed 
or accessed by others. Definite plans for 
session structure, consent/assent pro-
cedures that cover disclosure of abuse, 
SOPs for reporting and continuity of 

care (especially choosing between con-
tinued telepsychiatry or a shift to in-per-
son care), could be essential aids for the 
child and adolescent psychiatrist when 
it comes to dealing with sensitive issues 
like child sexual abuse. In such scenari-
os, it would also be important to adhere 
to a multidisciplinary approach in order 
to have ready access to collaboration 
with clinical psychological, social work, 
legal, and other services.

The ease and pace offered by technol-
ogy come with the flipside issues of so-
cial isolation and technology burnout, 
especially for clinicians who may have 
to spend substantial working hours over 
the internet depending upon their telep-
sychiatric engagements. This may add to 
reluctance in the psychiatrist to engage 
in this new modality of care. Clinical 
scenarios, such as aggression, self-harm, 
intense affective, or psychotic states, are 
not amenable for telepsychiatric care. 
Health-facility based care for these has to 
be stated a priori to every patient seeking 
telepsychiatric care. Assessments in child 
and adolescent psychiatry are typically 
multisession, multi-informant, and mul-
tiformat.50 The diagnosis of behavioral 
and emotional issues in children and 
adolescents typically crystallize out of a 
series of meetings with the young person 
and significant others where a psychia-
trist spends time trying to understand 
and decode the multiple influences in a 
child’s life and the likely clinical conse-
quences. Can a telecommunication plat-
form duplicate this process? Depending 
upon the age of a child, a psychiatrist 
uses multiple techniques—play-based, 
projective, joint activities—to develop 
rapport and facilitate an expression of 
emotional distress. With the limitations 
in the field of view and modalities of en-
gagement, creative solutions need to be 
devised to replicate these processes via 
telecommunication.
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3. It involves the use of various types 
of ICT.

4. Its goal is to improve health out-
comes at the level of individual pa-
tients and/or communities.

Telemedicine offers the potential for 
enhancing treatment and recovery of 
people who suffer from substance use 
disorders (SUD). The use of telemedicine 
in this field is still limited but growing 
and is the need of the hour. 

The coronavirus disease (COVID-19) 
pandemic has spurred professional bod-
ies, administrations, and jurisdictions to 
adopt newer technologies for delivering 
health care services. However, with re-
gard to the treatment of People Who Use 
Drugs (PWUD), the pandemic and the 
techniques that could be used to address 
the challenges present unique problems. 

Telepsychiatry and Addiction Treatment

 AbStrAct
The need and the importance of 
telemedicine has been brought to the 
forefront during the ongoing pandemic 
of COVID-19. It has created another 
viable option for treatment delivery 
while reducing risks. However, there are 
major concerns regarding the delivery of 
services for treatment of substance use 
disorders using telepsychiatry. We discuss 
the various concerns and opportunities, 
the different international practices, and 
the Indian guidelines. We believe that 
there needs to be a balance between 
access to treatment and medication with 
reasonable checks and call for more patient 
and provider friendly practices. We also 
propose certain modifications in the Indian 
Telepsychiatry Guidelines.

Keyword: Addiction, drugs and society, 
psychiatry, telemedicine/telecare

The World Health Organisation 
(WHO) defines telemedicine as  
The delivery of health care ser-

vices, where distance is a critical factor, by 
all health care professionals using infor-
mation and communication technologies 
for the exchange of valid information for 
the diagnosis, treatment, and prevention 
of disease and injuries, research and eval-
uation, and for the continuing education 
of health care providers, all in the inter-
ests of advancing the health of individu-
als and their communities.1

Four elements are germane to tele-
medicine:
1. Its purpose is to provide clinical sup-

port and education.
2. It is intended to overcome geograph-

ical barriers, connecting users who 
are not in the same physical location.
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These problems include, but are not re-
stricted to, the following: 
•	 Patients with SUD have greater risk 

of contracting the coronavirus.  
•	 Comorbid conditions. 
•	 Issues related to misuse and diver-

sion of medications.
•	 Access and availability of licit and 

illicit substances and essential med-
icines.

•	 Issues related to the protection of 
patients and health care providers 
from infection.

•	 Issues related to privacy confidenti-
ality and, of course, the stigma and 
discrimination associated with ad-
diction.2 

As a response to the pandemic, The 
Ministry of Health and Family Welfare, 
Government of India, issued the Tele-
medicine Guidelines in March 2020.3 
Subsequently, the Indian Psychiatric 
Society and the Telemedicine Society of 
India, in collaboration with NIMHANS, 
brought out the Telepsychiatry Operational 
Guidelines—2020 in May 2020.4 These doc-
uments help to generate wider discussion 
about telemedicine and legitimize it as a 
credible method of treatment delivery. 
However, on closer scrutiny, it is apparent 
that these guidelines do not adequately 
address the issues related to the treatment 
of addiction, as we shall elucidate later.

Barriers to the Use of 
Telepsychiatry
A recent review on the barriers to the 
use of telepsychiatry by Cowan et al.5 
has extensively discussed the concerns 
and hurdles in the use of telepsychiatry. 
While it is not possible to elaborate on all 
the points, in general, barriers to the use 
of telepsychiatry can be both from the cli-
nicians’ and patients’ perspectives. These 
include the following.
•	 Concerns about satisfaction, alli-

ance, rapport, and comfort: There 
are concerns raised regarding the 
efficacy and quality of telemedicine, 
difficulty in building rapport, and 
lower therapeutic alliance. Howev-
er, in general, some of the benefits 
reported were improved access to 
care and reduced waiting periods, 
travel time, and cost. Patients also 
report increased satisfaction with 
telepsychiatry. 

•	 Cultural and communication gaps 
and differences in values, especial-
ly in a vast and diverse country like 
ours: There are cultural, language 
and regional barriers, and differenc-
es in value systems, especially in a 
vast and diverse country like ours, 
and that may impact the quality of 
services.

•	 Patient privacy, security, boundaries, 
and safety: These concerns include 
access to information, health data, 
network issues, encryption, issues 
of self-harm, emergency or crisis 
during sessions, and lack of support 
or local resources.

•	 Barriers related to technology: A 
well-functioning, robust system 
with good audio-visual quality and 
technical support is essential for the 
practice of telepsychiatry. 

•	 Limited evidence base: Telepsychi-
atry is hampered by the limited re-
search on its effectiveness in clinical 
practice. 

•	 Financial viability: These include 
concerns regarding the cost of tech-
nology, reimbursement, insurance 
coverage, etc.

•	 Issues of licensing and credential-
ing: Some states and countries may 
require an exclusive license or ac-
creditation in telepsychiatry before 
permission to practice.

•	 Legal/regulatory issues: These 
include problems related to pre-
scription of controlled medication, 
differences in specific local laws, ju-
risdiction in civil commitment, and 
insurance requirements.

•	 Concerns of liability, litigation, and 
malpractice.

•	 Concerns of tradition, habit, rou-
tines, and workflows: These include 
often neglected problems of loss of 
efficiency, scheduling outside of reg-
ular times, investment of time and 
energy, special arrangements for te-
lepsychiatry, and changes in proto-
cols and procedures.

In addition, treatment for PWUD pres-
ents other unique problems concerning 
controlled substances such as the valid-
ity of the prescriptions within and across 
jurisdictions (for controlled medicines, 
different state, and excise laws); estab-
lishing identity in clinics and hospitals; 

registration of premises—old, new, and 
temporary (some states have special rules 
for registration of deaddiction facilities); 
concerns about emergency delivery sites; 
registration of satellite/community/mo-
bile sites; issues related to supply and 
transport of controlled medications; 
concerns regarding dispensing and refill 
of prescriptions including the dose and 
duration of prescriptions and refills; di-
version, abuse, overdose, relapse, and re-
tention in treatment; and finally, issues 
related to record-keeping, documenta-
tion, and filing of reports and returns. 
The above concerns are serious since the 
laws dealing with controlled substances 
are exceptionally stringent. 

As we have discussed, there are chal-
lenges at multiple levels in providing 
services through telemedicine to PWUD. 

Recommendations for 
Telemedicine During 
General Practice and During 
the Pandemic
Canadian Research Initiative in Sub-
stance Misuse (CRISM) has issued gen-
eral recommendations for telemedicine.2 

we extract the relevant points for our 
purpose. 
1.	 Telemedicine can be practiced if: (a) 

the health care provider evaluates 
that telemedicine is appropriate, 
(b) the patient provides informed 
consent, and (c) both the health care 
provider and patient have the prop-
er technological means to use tele-
medicine. The risks and benefits of 
providing care by telemedicine com-
pared to providing care in-person 
should be assessed.

2.	 The tools (telephone and video 
conferencing), platforms, and data 
used during telemedicine must be 
secured and confidentiality of the 
consultation must be maintained. 
Patient consent can be obtained 
verbally unless written consent is 
required at the sign-up of the tool/
platform being used.

3.	 Patient identification must be pro-
vided at each telemedicine consul-
tation, including name and at least 
one of the following: date of birth, 
address, health card number, or an-
other valid form of identification 
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Similarly, the American Society of 
Addiction Medicine (ASAM) has issued 
guidelines called “Supporting Access to 
Telehealth for Addiction Services” that 
include access to buprenorphine and 
methadone, access to telehealth, and 
access to alcohol use disorder and alco-
hol withdrawal management services. 
Again, these guidelines have kept in 
mind the unique problems faced during 
this pandemic, and facilitate the treat-
ment and recovery of patients.7 

The Substance Abuse and Mental Health 
Services Administration (SAMHSA) in the 
US has ensured the provision of buprenor-
phine and methadone for both new and 
existing patients with certain exceptions.8 
The salient points are as follows.
•	 For new patients: Exemption from 

the requirement to perform an 
in-person physical evaluation using 
telehealth for buprenorphine but 
not for methadone.

•	 Permitting practitioners to continue 
to treat existing patients on both bu-
prenorphine and methadone using 
telehealth meeting applicable stan-
dards of care.

•	 Allowing practitioners outside opioid 
treatment programs to treat both new 
and existing patients with buprenor-
phine using telehealth facilities.

•	 Permitting OTPs to dispense med-
ication (either buprenorphine or 
methadone) up to 14–28 days de-
pending on clinical stability.

Recently, a position paper titled  
“COVID-19 and substance use disorders: 
Recommendations to a comprehensive 
health care response”  by the Internation-
al Society of Addiction Medicine (ISAM) 
Practice and Policy Interest Group has 
advocated more liberal policies facil-
itating better access to treatment for 
patients suffering from SUDs.9 Specific 
detailed steps regarding the provision 
of treatment, medication, and services 
during different stages and populations 
have been elucidated. 

Indian Guidelines
In India, the Telemedicine Practice Guidelines 
were issued in March 2020,3 and the Te-
lepsychiatry Operational Guidelines—20204 
were published in May 2020. These 
documents legitimize telemedicine as a 
credible option for service delivery. The 
purpose of these guidelines is “to give 
practical advice to doctors so that all ser-

(which can also be displayed on the 
screen). The health care provider’s 
documentation should include the 
same elements as a regular note, 
while also indicating the reason and 
method for providing telemedicine.

4.	 During a pandemic, it is recom-
mended that health care providers 
always consider using telemedicine 
to provide care whenever possible. 
Each patient’s eligibility for tele-
medicine should be reviewed indi-
vidually. Prescriptions should be 
transmitted verbally, electronically, 
by fax, or via secured electronic med-
ical record to protect pharmacists, 
patients, and pharmacy employees 
from the transmission of COVID-19 
by reducing visits to the pharmacy.

Telepsychiatry for SUDs: 
International Practices
It would be worthwhile to elaborate on 
some of the international practices with 
regard to the provision of telemedicine ser-
vices to PWUDs. We would restrict the dis-
cussion to practices explicitly related to ad-
diction psychiatry and not to general issues 
of telepsychiatry (such as tools and privacy). 

As far as opioid agonist treatment 
(OAT) is considered, CRISM has suggest-
ed the following guidelines:
•	 The renewal/re-induction of OAT 

is allowed by telemedicine when 
indicated as per standard of care 
guidelines. OAT can be initiated by 
telemedicine in situations where the 
prescriber judges that a delay in the 
start of OAT would entail a risk for 
the patient, and if conditions are ap-
propriate. All patients are encouraged 
to obtain a take-home naloxone kit.

•	 Health care providers should pro-
vide increased support to patients 
via remote methods and maintain 
ongoing and open communication. 
Online resources should be offered 
to patients, and increased counsel-
ing services by phone or other plat-
forms should be offered.

•	 Pharmacy delivery should be used if 
available, and authorized/ designat-
ed agents can be used to pick up or 
receive carries.

	 CRISM recommendation for other 
specific medications are as follows:

•	 Benzodiazepines and psychostim-
ulants: A health care provider may 

prescribe benzodiazepines or psy-
chostimulants to a known patient 
via telemedicine if he ensures fol-
low-up—either in-person or by 
telemedicine. In the case of a new 
patient, the health care provider is 
permitted to prescribe it by telemed-
icine if they judge and document in 
the medical file that it is medically 
indicated, and a delay in initiating 
treatment will entail a risk to the 
patient. Appropriate and timely fol-
low-up must be carried out, either 
in-person or by telemedicine. For 
all patients, the prescribed quantity 
must be safe and the patient’s con-
dition and the associated risks must 
be taken into account.

•	 Opioids: Opioid prescriptions may 
be renewed following a telemedicine 
consultation, according to the pro-
fessional judgment of the prescrib-
er. While doing so, the following 
issues may be taken into account: 
each patient’s needs; the fundamen-
tal concerns of stability, safety, and 
storage; overdose risk; diversion 
risk; lapse or relapse; the new dan-
gers associated with COVID-19; and 
current public health advice around 
physical distancing. The initiation 
of OAT is authorized by telemed-
icine consultation only when the 
health care provider judges that a 
delay in the start of the treatment 
would entail a risk for the patient.

The Drug Enforcement Division (DEA) 
in the US has also issued extensive guide-
lines for the use of controlled substances 
during the COVID-19 emergency period. 
These include detailed instructions for 
prescriptions, registration of temporary 
sites, alternate delivery sites, alternative 
delivery models, increase in drug supply, 
telemedicine, medication-assisted treat-
ment including buprenorphine and meth-
adone, and record-keeping and reports. A 
detailed discussion of these are beyond 
the scope of the article. Suffice to say, a bal-
ance has been maintained between ensur-
ing the availability of medicines for such 
patients while minimizing diversion and 
misuse. Importantly, waivers have been 
given to various conditions that would fa-
cilitate the supply and use of these medi-
cines to patient benefit. More information 
can be obtained from the DEA’s Diversion 
Control Division website.6 
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vices and models of care used by doctors 
and health workers are encouraged to 
consider the use of telemedicine as a part 
of normal practice.”

The guidelines define teleconsultation 
methods, types of consultations (first and 
follow-up consultation), and post-consul-
tation approach by treatment providers. 
Besides, there is a section that divides 
medication which can or cannot be pre-
scribed through telepsychiatry practice 
into certain groups List A, B, and C. Im-
portantly; it needs to be noted that the 
categories (List O, A, B, and C) of medi-
cines that can be prescribed via telecon-
sultation are expected to be as notified 
in consultation with the central govern-
ment from time to time. It is to be clar-
ified that the Telemedicine Guidelines 
provide general guidance while the specif-
ic list of drugs are mentioned in the Tele-
psychiatry Operational Guidelines—2020. For 
the sake of completeness, we will briefly 
elaborate on the category of the drugs.
1.	 List “O” drugs: Over-the-Counter 

drugs are those that do not require, 
by law, a prescription from a doctor 
to be sold. 

2.	 List “A” drugs: List-A medications 
are those containing relatively safe 
medicines with low potential for 
abuse. These medications can be pre-
scribed during the first/new consult 
via video consultation only, and for 
tele-follow-up consult, any mode of 
consultation is allowed (text/audio/
video) for refilling the medications. 

3.	 List “B” drugs: The List-B includes 
“add-on” medications, which are 
used to optimize an existing psychi-
atric condition. This list is dynamic 
in nature and depends on central 
government notification and the 
introduction of new molecules into 
the market. The medications under 
List-B can be prescribed in tele-fol-
low-up consultation only, and it can 
be in any mode (text/audio/video). 

4.	 List-“C” drugs (prohibited for 
online prescribing): These are the 
psychotherapeutics drugs/medi-
cines which are prohibited to be pre-
scribed during telepsychiatry con-
sultation. They include those which 
are especially regulated under the 
following regulations: 

	 a.	� Schedule X of Drugs and Cos-
metics Act (D&C Act), 1940, and 
Rules, 1945

	 b.	� Narcotic and psychotropic sub-
stance listed in the Narcotic 
Drugs and Psychotropic Sub-
stances Act, 1985 (NDPS Act, 1985)
In the context of treatment of 
SUD, the concerns are as follows:

•	 The issues of accessibility and 
availability of medicines for the 
treatment of SUD have not been ad-
dressed adequately. As an example, 
the duration and take-home doses 
of medication need to be increased 
to avoid unnecessary traveling in 
stabilized patients. Alternative sites 
can also be provided for dispensing.  

•	 The distinctive problems faced by 
patients with dual diagnoses (SUD 
along with other mental illnesses) 
also have not been adequately ad-
dressed. Such patients have special 
needs for the treatment of both 
mental illness and substance depen-
dence. The restricted or differential 
availability of medications may 
hamper recovery. 

•	 The medicines in List A (as per the 
details in the Telepsychiatry Operation-
al Guidelines—2020)4 are not exhaus-
tive and are specific for a particular 
program of the government (Dis-
trict Mental Health Program). These 
cannot be generalized to all practi-
tioners working in different setups 
and are unduly restrictive.

•	 The distinction between prescrip-
tion, stocking, and dispensing is 
unclear. The registered medical 
practitioners have the right to pre-
scribe, stock, and dispense medica-
tions as per law. However, some of 
these medications are unavailable 
with chemists despite being permit-
ted. So, the prescriptions may not 
be honored. Although it has been 
alluded to in section 7 (Prescribing 
Medications Online in Psychiatry), 
but these have been restricted in sec-
tion 7.2. Although it is mentioned 
that prescriptions are on the profes-
sional discretion and judgment of 
the practitioner, certain medications 
are prohibited for a prescription. 
These are mainly controlled medica-
tions used frequently by patients of 
substance dependence. 

•	 In Section 7.3, the medicines in 
List B are for “ADD ON” and “FOL-
LOW-UP” only. These medications 
may need to be started in the first con-

sultation itself for maximal patient 
benefit. These may affect the right of 
the patient to effective treatment. 

•	 In Section 7.4, List-C drugs are pro-
hibited as they fall under the NDPS 
Act, 1985, and Rules, 1985, and D&C 
Act, 1940, and Rules (DCR), 1945.

Controlled Medications
We believe that this (prohibiting online 
prescription of some important medi-
cations) is a major area of concern. The 
NDPS Act has been misunderstood and 
misinterpreted to construe medications 
as if they are banned. In fact, the NDPS 
Act and the Rules not just permit the use 
of medications for medical and scientific pur-
poses but actually encourage it. It is uni-
versally accepted that the supply of these 
medicines for SUD patients constitutes a 
medical purpose as defined in the act and 
rules. The same is true for the medicines 
listed in D&C, 1940, and Rules, 1945. The 
inclusion of medicines in various regu-
lations (NDPS Act, D&C Act) also does 
not prohibit the right of prescription 
by a psychiatrist. Indeed, this particu-
lar right has been bestowed upon the 
psychiatrists after they obtain the due 
qualifications and registration under 
the prevailing Medical Council of India/
National Medical Council rules. The te-
lepsychiatry system so envisaged while 
facilitates the provision of treatment and 
care for patients with a wide variety of 
mental health concerns, unfortunately, 
may inadvertently create many hurdles 
for those with SUDs. There is an implicit 
assumption on the Telemedicine Guide-
lines 2020 that these medications will 
only be abused or misused while neglect-
ing the important therapeutic uses of 
these medications without providing any 
logic, rationale, or data to back its propos-
al. This stigmatizes the patients of SUD 
by doubting their intentions for taking 
treatment while turning away potential 
seekers who may wish to start treatment. 
Also, there is no scope given for a case-by-
case evaluation of such patients who may 
warrant such medications. We believe 
that a balance needs to be maintained 
rather than unnecessary and potentially 
dangerous overregulation. These regu-
lations may cause a risk of relapse and 
overdose, greater emergency visits, risk 
of infections due to change of drug/route, 
and increased crime/violence/other social 
and legal problems. 
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We strongly believe that this is a time 
to think out of the box and not be over-
cautious to the extent of restricting care 
for those in need. This crisis is an op-
portunity to enhance access to care for 
all those patients who, for some reason, 
could never approach a psychiatrist for 
SUD. The current guidelines appear too 
restrictive. The explicit prohibition on 
prescription and dispensing essential 
life-saving medications without a clear, 
rational basis may hamper the recovery 
process in substance dependence pa-
tients besides increasing the stigma and 
discrimination that these patients suffer. 
Many patients may drop out of the ther-
apeutic network leading to an increase 
in morbidity and mortality. We should 
not miss this opportunity to address the 
major public health burden posed by re-
stricted access to the treatment of SUD.

To achieve this, we put forward the fol-
lowing suggestions:
1. Medicines that are indicated as an-

ticraving agents for SUD may be in-
cluded in List A, which include oral 
formulations of baclofen, pregaba-
lin, acamprosate, and topiramate.

2. Tablet naltrexone needs a special 
place on List A as a medication that 
can be used as an anticraving agent 
for alcohol and can be prescribed to 
patients already on naltrexone ther-
apy for opioid dependence.

3. Tablet disulfiram, after proper in-
formed consent in the first face-to-
face consultation, may be allowed to 
be prescribed for patients with ongo-
ing treatment through telepsychiatry.

4. Oral lorazepam has been widely 
used for alcohol withdrawal man-
agement. Considering its advantag-
es and efficacy and even though it 
falls under the NDPS Act, based on 
available evidence as well as clinical 
utility and safety profile, we advo-

cate for its use through telepsychia-
try from the first face-to-face consul-
tation onwards.

5. A large number of patients suffering 
from opioid addiction will require 
buprenorphine and methadone as on-
going Opioid Substitution Treatment 
regimen. As the whole COVID-19 sce-
nario is also a special circumstance, we 
as a fraternity should not refrain from 
any decision or policymaking which 
can directly benefit our patients. We 
need controlled, monitored, and doc-
umented use of buprenorphine and 
methadone on an e-prescription basis. 

6. Pharmaceutical products for tobac-
co dependence, including bupro-
pion and varenicline, are neither 
addictive nor under any legal restric-
tion and should be made extensively 
available. Such agents will help the 
patients of nicotine dependence, es-
pecially during the ban on tobacco 
products during COVID-19. 

Conclusions
Telemedicine has become a viable meth-
od of service delivery, especially in these 
difficult and testing times. It provides 
many opportunities while reducing risks 
for both the patients and the treatment 
providers. However, there are many 
unique concerns and challenges in the 
application of telemedicine in SUD. 
These concerns, if left unaddressed, may 
hamper recovery in patients of these dis-
orders. We call for more patient-friendly 
approaches and urge the policymakers 
and the regulatory authorities to make 
amends in the existing guidelines and 
laws to facilitate this.
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collaborate to achieve common goals. 
In resource-sparse settings, these ser-
vices may have to be delivered by other 
trained personnel, including peer spe-
cialists, who are persons in recovery with 
lived experience of mental illness. There 
are myriad resulting interventions that 
range from engaging PMI in clinical ser-
vices to the ones that strive to empower 
PMIs to participate fully in community 
life. The latter includes supported educa-
tion, supported employment, supported 
accommodation, case management, ac-
cess to welfare benefits, and liaison with 
a range of stakeholders for accessing 
community support. 

Worsening of the 
Treatment Gap
PMIs have been significantly impacted 
by COVID-19 pandemic, with symptom 
exacerbations and decreased access to 
mental health services, leading to relaps-
es. Treatment for medical comorbidities 
has also been affected, resulting in over-
all worsening of health conditions like 
diabetes for example.7 Furthermore, the 
pandemic has been linked to worsening 
in anxiety and depressive symptoms,8 
concerns about stigma, and suicide.9–11 
COVID-19 and measures to mitigate it 
(e.g., lockdowns and social distancing) 
have disrupted routines of people with 
developmental disorders as well as their 
caregivers. Some PwDs could even ex-
perience the loss or incapacitation of a 
caregiver. Significant numbers of PwDs 
have experienced reduced access to clin-
ical services, instead of the expansion of 
services that their care and rehabilitation 
requires. Overall, there is a widening of 
the treatment gap, which was substan-
tial even before this pandemic. In India, 
mental illnesses have treatment gaps of 
greater than 60%; disability estimates 
across different domains (work, social, 
and family life) exceed 50% in those with 
severe mental illnesses.12 The World 
Health Organization (WHO) indicates 

Telerehabilitation in Psychiatry

ABSTRACT
The COVID-19 pandemic has interrupted the 
usual mechanisms of healthcare delivery 
and exacerbated symptoms of mental 
illnesses. Telemedicine has morphed from 
niche service to essential platform, with 
newly released guidelines that cover various 
aspects of tele-mental health delivery. 
Rehabilitation services, which incorporate 
a range of psychosocial interventions and 
liaison services, have been significantly 
impacted too. They are currently more 
institute-based than community-based 
in India. However, recent legislation 
has mandated that community-based 
rehabilitation options be available. While 
a large treatment gap for mental health 
issues has always existed, telemedicine 
provides an opportunity to scale services 
up to minimize this gap. Community-
based rehabilitation can be delivered over 
various platforms, from text to phone to 
videoconferencing, and various devices. 
Telemedicine is cost-effective, and enables 
delivery of services where existing services 
are inadequate. The recent guidelines allow 
other healthcare workers to be involved 
in mental health service delivery. Hence, 
in addition to direct delivery of services, 
telerehabilitation can facilitate task-
shifting, with mental health professionals 
mentoring and supervising existing human 
resources, such as ASHA workers, VRWs, 
DMHP programme staff, and others.

Tele-rehabilitation also poses challenges  
- not all needs can be met; access and 
privacy can be a problem in resource-
scarce settings; liaison with existing 
services is required; and organisations 
need to plan appropriately and re-
allocate resources. Digital access to 
welfare benefits and interventions must 
be expanded without disadvantaging 
those without internet access. Yet, many 
rehabilitation interventions can be adapted 
to telemedicine platforms smoothly, and 
task-shifting can broaden access to care for 
persons with disability.

Keywords: Community psychiatry, 
rehabilitation, telemedicine/telecare, 
telerehabilitation

The COVID-19 pandemic has im-
posed change in most aspects of 
daily life and interrupted the reg-

ular delivery of health care. One of these 
changes is that telemedicine has acceler-
ated from a niche service into an essen-
tial platform. This crisis has galvanized 
the release of guidelines for telemedi-
cine,1 telepsychotherapy,2 and telepsy-
chiatric social work practice3 in India. 
While created during COVID-19, these 
new guidelines have broad implications 
for mental health care delivery beyond 
the pandemic. These changes will not 
only continue to impact the care and 
rehabilitation of persons with disabili-
ties (PwDs) but also raise new questions 
about how these services can be optimal-
ly delivered. This article explores how 
in today’s context, telemedicine can be 
tapped to provide rehabilitation services 
(i.e., telerehabilitation).

Rehabilitation in Psychiatry
Disability results from the interaction 

among the effects of illness, the envi-
ronment a person lives in, and personal 
factors.4 Effective health services seek 
to minimize disability by addressing all 
these factors together. Psychiatric reha-
bilitation follows this theme and aims to 
help “persons with long-term psychiatric 
disabilities increase their functioning so 
that they are successful and satisfied in 
the environments of their choice, with 
the least amount of ongoing profession-
al intervention.”5 A related term, “recov-
ery,” ties the focus of services explicitly to 
the perspective of persons with mental 
illness (PMI) and their search for mean-
ing and purpose.6 Thus, rehabilitation 
services must be personalized to each 
individual and help them obtain their 
unique goals. It is, therefore, impera-
tive that PMIs, families, and caregivers 
should participate in the planning and 
implementation of these services. Ideal-
ly, the multidisciplinary teams providing 
the services should include psychiatrists, 
clinical psychologists (CPs), psychiatric 
social workers (PSWs), psychiatric nurs-
es, and occupational therapists, who can 
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that the cost of services for mental health 
care through primary care services, psy-
chiatric services in general hospitals, and 
community mental health services is 
lower than that of long-stay and special-
ist services. In this reality, resource-scarce 
settings should focus on the base of the 
WHO Mental Health Service Organiza-
tion pyramid (Figure 1),13 with the com-
mon goals of enabling PwDs, especially 
those with severe mental illness, to live 
in communities and experience equal 
participation. 

Significance of Community-
Based Rehabilitation
In India, rehabilitation services are most-
ly institute-based and include daycare 
services, skills training centers, resi-
dential facilities attached to hospitals, 

halfway homes, and long-stay facilities. 
Recent Indian legislation—specifical-
ly the Rights of Persons with Disability 
Act, 2016, and the Mental Healthcare Act, 
2017—has codified the rights of PwDs to 
access to community- and home-based 
rehabilitation.14,15 Community-based ser-
vices focus on continuity of care and co-
ordination with locally available resourc-
es. The staff of the District Mental Health 
Programme (DMHP), doctors, nurses, 
and the Accredited Social Health Activ-
ists (ASHAs) of the Primary Health Cen-
ter (PHC) address the health care needs 
of the PMI. Nongovernmental organiza-
tions (NGOs) can empower patients and 
caregivers through self-help groups, mo-
bilization of aid from local governmen-
tal organizations (GOs), skills training 
facilities, and livelihood opportunities. 

A host of other grassroots programs and 
staff working at different levels in com-
munities can provide rehabilitation in-
puts with professional supervision; these 
include vocational instructors, village re-
habilitation workers, community health 
workers, etc. For effective rehabilitation, 
these stakeholders should collaborate 
to address the domains put forth in the 
community-based rehabilitation (CBR) 
matrix, namely health, education, live-
lihood, social needs, and empowerment 
(Figure 2).16 

Role of Telerehabilitation
To implement a CBR approach effec-
tively, we need to expand the reach and 
capacity of available human resources, 
with one solution being task shifting. 
Telerehabilitation can be defined as a 
spectrum of services that facilitate reha-
bilitation, or recovery-focused services, 
using telecommunication and inter-
net-based communication services. In 
addition to delivering services directly, 
it can be used to build human resources 
and foster task shifting in communities 
that lack the personnel to offer these ser-
vices. Rehabilitation services serve PMIs 
better when they are integrated with 
clinical services.13,17,18 Thus, changes in re-
habilitation must parallel corresponding 
changes in mental health care delivery. 
Some areas in which telerehabilitation 
may play a role are as follows:
•	 Telemedicine
•	 Telepsychotherapy
•	 Telepsychiatric social work and liaison
•	 Supervision of home-based rehabili-

tation
•	 Training and mentoring of grassroots 

workers by experts
Teleconsultations with rehab staff 

can help clients in gainful engagement, 
activity scheduling, skills training, and 
monitoring of progress toward goals. 
Some activities can be adapted for online 
groups. Long-term engagement and ad-
herence are two important aims of any 
intervention, whether clinical or reha-
bilitative. A pilot study from an Indian 
tertiary care center has shown that this 
type of aftercare was acceptable, satisfac-
tory, and associated with adequate priva-
cy for patients recently discharged from 
the hospital.19 The mobile telepsychiatry 
service from the Schizophrenia Research 

Figure 1. 

WHO Service Organization Pyramid

Source: Reprinted from the Organization of services for mental health. Mental health policy and service guidance 
package, integration of mental health services into general health services, Page No. 34, Copyright (2003).
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pects such as research, continuing medical 
education, or remote surgical interven-
tions. The three guidelines cover regis-
tered medical practitioners (RMPs), CPs, 
and qualified PSWs, respectively; the last 
one includes professional social workers 
who have been trained to deliver these 
online interventions. These guidelines 
could be used to enhance the DMHP and 
CBR services. Each DMHP team consists 
of a psychiatrist, nurses, a psychologist, 
and PSWs.22 Based on these guidelines, 
all these health care workers can connect 
with specialist or tertiary care services 
and deliver effective care to patients who 
would not otherwise have access to these 
services. The tele-PSW guidelines allow 
for group therapies in open (used primar-
ily for psychoeducational purposes) or 
closed groups, which are homogeneous 
or heterogeneous, where participants 
share specific needs. They cover areas such 
as working with communities, advoca-
cy, networking, and continuity of care. 
They also address capacity-building and 
hands-on training. Notably, they enable 
supervision of home-based rehabilitation, 
especially when daycare and other ser-
vices are closed or unavailable. Thus, these 
guidelines provide several ways to con-
nect PMIs and caregivers to primary and 
specialist services (Figure 3). The different 
DMHP personnel could deliver a range of 
complementary telehealth services, both 
directly and indirectly: from treatment en-
gagement services by the nurse to psycho-
social interventions and group therapies 
by the psychologist and social workers to 
supervised consultations by PHC doctors 
overseen by the psychiatrist.

Indian telemedicine guidelines classify 
services according to (a) mode of commu-
nication (text, voice, video, etc.), (b) when 
information is transmitted between 
persons (real-time versus asynchronous 
responses), (c) stage of consultation (first-
time versus follow-up consultations), 
and (d) individuals involved (patient to 
RMP, caregiver to RMP, RMP to RMP, and 
health worker to RMP). The last classifica-
tion defines health workers as a “nurse, al-
lied health professional, mid-level health 
provider, ANM, or any other health work-
er designated by an appropriate authori-
ty.” The guidelines thus explicitly allow 
a variety of rehabilitation professionals 
and members of the multidisciplinary 
team to interact with psychiatrists or 
RMPs via telemedicine services. Tele-

Figure 2.

The World Health Organization’s CBR Matrix

Source: Reprinted from community-based rehabilitation: CBR guidelines. Khasnabis C, Motsch, KH, Eds. Introduc-
tion, p. 25, Copyright (2010).

Figure 3. 

Methods of Outreach Using Teleservices

MHP: mental healthcare provider,  TSP: healthcare worker who is trained in task shifting, PMI: persons with mental 
illness. solid lines: direct interactions, dashed lines: interaction via telecommunications platforms.

Foundation (SCARF) comprises a bus 
with an onboard consultation room and 
a pharmacy, connects with a psychiatrist 
in Chennai over wireless internet, and 
maintains electronic health records. The 
intervention also includes community 
health workers who deliver psychosocial 
interventions, including psychoeduca-
tion for caregivers.20 

SCARF described their pioneering tele-
psychiatry services in the southern state 
of Tamil Nadu, based on their community 
outreach program, in 2008 and identified 
key elements: a suitable technology; a con-
venient location, with local collaboration; 
building human resources and awareness; 
establishing peripheral telepsychiatry 

centers and ensuring case documenta-
tion; and accountability.21 The authors 
also emphasized the need for an Indian 
telemedicine act and regulatory authority. 
The Indian telemedicine practice guide-
lines,1 a guideline for telepsychotherapy 
services,2 as well as a guideline for tele-
psychiatric social work (tele-PSW)3 offer 
frameworks for rehabilitation services to 
expand their reach. A common feature is 
allowing the utilization of any platform 
or software. This frees providers and ser-
vice users to use the optimal software 
accessible to both rather than expensive 
bespoke equipment or single platforms. 
These guidelines do not specify standards 
for data management and do not cover as-
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medicine guidelines provide for caregiv-
ers to be involved in consultations with 
patients. They also allow consultations 
with caregivers without the client in cas-
es where the patient is a minor or where 
the “caregiver has a formal authorization 
or a verified document establishing his 
relationship with the patient and/or has 
been verified by the patient in a previ-
ous in-person consult (explicit consult).” 
These measures will address the issues 
concerning confidentiality and consent. 

The “Best Practices in Videoconferenc-
ing-Based Telemental Health,” released 
by the American Psychiatric Association 
(APA) and the American Telemedicine As-
sociation (ATA), go beyond the Indian tele-
medicine guidelines in accepting the role 
of organizations involved in patient care, 
and it also guides specific clinical popu-
lations (geriatric age group, children and 
adolescents, etc.) who face different chal-
lenges (and opportunities) when using 
telemental health care services. Similar to 
the Indian guidelines, a recent notification 
from the U.S. Department of Health & Hu-
man Services allowed for “good faith pro-
vision of telehealth during the COVID-19 
nationwide public health emergency” 
even if HIPAA privacy requirements—
mandated by the APA/ATA guidelines—
were not fully complied with.23

Evidence for Telemental 
Health Services
Reviews note that telemental health 
services are comparable to in-person 
services, in terms of reliability and treat-
ment outcomes; are cost-effective, espe-
cially with a larger volume of patients, 
in isolated communities or those with 
limited professional resources; can in-
volve nonprofessional providers to play 
effective roles in therapy.24–26 Behavioral 
therapies delivered through telepsy-
chotherapy are consistently found to be 
effective: it improves drug compliance, 
indicates better functional performance, 
reduces symptoms, and improves qual-
ity of life in those with medical comor-
bidities.26 Likewise, telemental health 
services—including family and group 
services—are feasible across a spectrum 
of patients with special needs and across 
age groups, from children to the elderly 
to those who are incarcerated. Some ad-
vantages in the geriatric age group are 
avoidance of unneeded hospitalizations; 
reductions in travel time, fuel costs, phy-

sician travel time, and personnel costs;27 
and the potential to match cultural, eth-
nic, and language matching with provid-
ers. The APA telepsychiatry toolkit ob-
serves that certain patient groups (e.g., 
children and adolescents in the autism 
spectrum, patients with disabling anxi-
ety) can show greater acceptance for te-
lepsychiatry services.28,29 Although tele-
medicine applications have been used for 
computer-based screening assessments, 
telephone-based recovery supports, and 
telephone-based therapy for addictive 
disorders,30 its use is limited otherwise. 
Hence, app-based interventions for a 
variety of interventions from craving 
management to supervised medications 
require further consideration. Similarly, 
evaluation of many other aspects when 
using telemedicine is required like pre-
scribing controlled drugs like buprenor-
phine, the ideal frequency of in-person 
and telemedicine-based monitoring of 
patients who are at risk of relapse, and 
the effectiveness of supportive therapies, 
including group therapies.31

Reach of Teleservices in 
India
A recent report estimated that India has 
more than 504 million active internet 
users above the age of 5 years;32 internet 
penetration is around 40%, with rural 
sector growth outpacing the urban sec-
tor; users accessed the internet mostly 
on mobile devices ( 99%); nearly 70% of 
users accessed the internet daily. How-
ever, women have less access to internet 
access, and some families share devices. 
Overall, there is a rapidly growing user 
base to whom teleservices can reach to-
day, even though access can always be 
further improved. Through a welcome 
move, the government has digitized ap-
plications and issue for disability certifi-
cates through the Unique Disability ID 
(UDID) scheme; several welfare benefits 
are also being disbursed through digital 
platforms. Currently, the UDID can only 
be issued by a medical board closest to 
the residence of PwD.

Experiences From an 
Academic Tertiary Care 
Center 
In the National Institute of Mental 
Health and Neuro Sciences (NIMHANS), 
services have pivoted to deliver telemen-

tal health services during the COVID-19 
crisis to ensure continuity of care for 
patients who were unable to avail outpa-
tient services. The Psychiatric Rehabilita-
tion Services unit temporarily closed its 
daycare services but connected with cli-
ents through telephone and videoconfer-
encing-based consultations. A variety of 
needs were addressed like access to med-
icines (e-prescriptions, home delivery of 
drugs, free drugs for those in need, etc.), 
referrals for the treatment of medical 
comorbidities, financial support, liaison 
with employers, liaison with police for 
clients who went missing, and inpatient 
care for clients who required it. Com-
munity mental health services shifted 
from in-person consultations provided 
by mental health professionals at prima-
ry health centers to teleconsultations. 
A social worker coordinated follow-up 
consultations by working with the pri-
mary care doctor in one rural community 
service as he used voice and video-based 
consultation with professionals at NIM-
HANS. In another community service, a 
social worker coordinated follow-up tele-
consultations between a patient or fam-
ily member or a health worker with the 
psychiatrist at NIMHANS. Medications, 
as well as ration kits, could be delivered 
to remote areas by liaising with govern-
mental and nongovernmental agencies 
and health workers who had travel pass-
es during the lockdown period.

The Karnataka State Holistic Empow-
ering Programme for Mental Ailments 
(KSHEMA) project, designed to address 
the rehabilitation needs of those with 
severe mental illness in rural areas, has 
begun in 10 taluks in Karnataka. Services 
will be delivered by social workers at the 
taluk level, under the supervision of a 
multidisciplinary team from NIMHANS, 
who would facilitate access to clinical 
services from the DMHP and local Pri-
mary Health Centers (PHCs). They focus 
on follow-up and liaison with medical 
officers and psychiatrists, and on access 
to disability welfare benefits. The project 
also seeks to build capacity by training 
and handholding the medical officers to 
treat persons with severe mental illness-
es, so that clients may access help clos-
er to home. Telemental health services 
will be used to connect with taluk social 
workers as well as medical officers to en-
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sure that the continuity of care is main-
tained and that multiple rehabilitation 
needs are addressed. The project offers a 
glimpse of how to develop services that 
bring rehabilitation and recovery closer 
to clients, using teleservices. 

Challenges and Limitations 
of Telerehabilitation
Telerehabilitation also has its challenges. 
There can be privacy concerns while ac-
cessing services. People may lack access 
to smart devices or computers, especial-
ly if multiple users use the same device, 
or may have difficulty using devices and 
software effectively. Daycare services ful-
fill different needs such as activity sched-
uling, socialization, building self-esteem, 
learning instrumental activities, making 
friends, mentorship, and hands-on train-
ing, which cannot be met via teleservices 
alone. Also, family members may find su-
pervising home-based activities difficult. 
Expressed emotions and disclosure of 
symptoms may be different when PMIs 
pursue activities independently from 
their caregivers, a difficult need to address 
with telerehabilitation alone. Many orga-
nizations now face challenges of review-
ing budget allocations, training their per-
sonnel, and realigning their patterns of 
work to deliver teleservices. Long-term in-
stitute-based services, which include half-
way homes, long-stay homes, supported 
accommodation, and supported employ-
ment, have a prominent role for in-person 
delivery of services. However, teleservices 
can augment them through remote su-
pervision of therapies provided by care-
givers, liaison, and follow-up. These hold 
good for custodial settings for children 
who are in conflict with the law or in 
need of care and protection, as well as in 
other group settings such as orphanages 
and group housing facilities. In custodial 
settings such as prisons, while telepsychi-
atry can have greater potential to ensure 
access to services, the challenges—such as 
requiring buy-in from other prison staff; 
multiple reporting hierarchies for psychi-
atrists and other personnel; and a lack of 
contextual, day-to-day information about 
prison activities for telehealth profession-
als—must be planned for.33 For some crit-
ical indications, e.g., clinical emergencies 
such as suicidality, in-person services are 
recommended.

Agenda for the Future 
of Telerehabilitation in 
Psychiatry in India
Rehabilitation services do not occur in a 
vacuum. India needs to extend the reach 
of its telecommunications infrastruc-
ture, with initiatives such as BharatNet 
for rural broadband to reach the neediest 
people. There is a need for modification 
of the UDID system for the government 
to fulfill its commitment to issue disabil-
ity certificates from the facilities where 
the PwD is receiving care. Current guide-
lines do not allow psychological assess-
ments such as assessment of intelligence 
quotient (IQ), specific learning disabili-
ty, etc., to be performed via teleservices. 
This aspect may be appropriate as these 
activities need accurate in-person ob-
servations (such as eye gaze), regard for 
the specific psychometric properties of 
tests, confidentiality, and need for the 
calm environment during testing neces-
sitate in-person assessment. However, 
studies show that in the case of video-
conference-based evaluation of psychi-
atric symptoms by using scales like the 
Brief Psychiatric Rating Scale (BPRS), 
the Hamilton Depression Rating Scale 
(HDRS), and the Positive and Negative 
Syndrome Scale (PANSS), comparable 
results have been obtained to in-person 
assessments. These studies also observe 
that better bandwidth and video quality 
improve assessment accuracy, especially 
for scales that assess negative symptoms 
or depend on nonverbal cues.34 The lit-
erature on social skills assessments is 
relatively sparse, though assessments 
and early interventions for autism have 
been shown to be broadly feasible and 
comparative to in-person services for 
some interventions, but more rigorously 
designed trials are required.35,36 Further 
research into the feasibility and accura-
cy of different types of assessments—for 
clinical symptoms and disability—could 
help policymakers understand which of 
them can and cannot be done over a te-
lepsychiatry platform; this could ease ac-
cess to disability benefits for the neediest 
PwDs. Hence, accessing welfare benefits 
will require a mix of in-person services 
and telemental health services. How 
these will be delivered will vary with lo-
cal conditions. In some places, the camp 
approach may work best, but in other 
areas where travel and access to facilities 

are limited, mobile units like the SCARF 
telepsychiatry mobile unit20 may be bet-
ter suited to reach out to PMIs. Govern-
ments must offer as many services as 
possible over telemental health services 
without disadvantaging those who lack 
access to digital services. The Central and 
State governments must also strive to 
allow for clients to remotely access ben-
efits such as pensions and insurance, by 
using and improving the same protocols 
for identification that these telemedicine 
guidelines rely upon.

Many rehabilitation services can and 
should be delivered via telemedicine. 
Evidence for delivery of mental health 
services suggests that telemedicine 
provides comparable care and is cost-ef-
fective, but we need more studies on 
which local resources best complement 
telerehabilitation. Services need to adapt 
to populations with specialized needs, 
such as children, the elderly, and those 
in forensic settings, among others. Tele-
medicine services may thrive when we 
use existing services such as the DMHP 
program, or a program like a taluk men-
tal health service delivery project, to help 
clients in their journey through recovery. 
As new frontiers of mental health like 
smartphone apps and sensors evolve 
to offer effective and personalized care, 
telemedicine services for psychiatry will 
continue to expand. A strong foundation 
today can take the first steps and reduce 
the large treatment gap by facilitating 
task shifting from specialists to health 
care workers based in the community.
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the confidentiality of information and 
security of patients, there is a consider-
able need to construct legal and ethical 
codes depending on the available evi-
dence and the hurdles that emerge in 
the due course of time. However, ethical 
guidelines for providing mental health 
services “in person” have been available 
for a long time. Regarding the provision 
of health information online, ethical 
guidelines have been developed.13–15 

The Legal Validity of 
Telepsychiatry in India
In India, “Telemedicine Practice Guide-
lines” were released by The Ministry of 
Health and Family Welfare (MOHFW), 
New Delhi. Regulation 3.8 with title 
“Consultation by Telemedicine”16 was 
added as an amendment to Indian Medi-
cal Council (IMC) (Professional Conduct, 
Etiquette and Ethics) Regulations, 2002. 
Subsequently, in collaboration with 
NIMHANS, the Telemedicine society 
of India and Indian Psychiatric Society 
published “Telepsychiatry Operational 
Guidelines” in May 2020.18 

Telepsychiatry operational guide-
lines18 in India stipulate that the regis-
tered medical practitioner (RMP) should 
abide by the Indian Medical Council 
Professional Conduct, Etiquette and Eth-
ics Regulations, 2002. In addition, RMP 
should abide by relevant parts of Acts 
and rules related to information tech-
nology, namely, Information Technolo-
gy Act (IT Act, 2000), 2000 (Amended in 
2008)19; the Information Technology (In-
termediaries Guidelines) Rules (IT Rules, 
2011), 2011; the Information Technology 
(Reasonable Security Practices and Pro-
cedures and Sensitive Personal Data or 
Information) Rules 2011; applicable laws 
or rules for health data to ensure priva-
cy and confidentiality of patients, which 
will be notified periodically. This shall be 
considered as a mandatory requirement 
and must be observed strictly in practice. 

Ethical and Legal Aspects of Telepsychiatry

ABSTRACT
Ethical and legal frameworks essential 
components in mental health care essential 
due to inherent nature of illness and 
practice modules. These serve to safeguard 
rights and privileges of patients and mental 
health professional. Gradual evolution 
of technology and its' application in 
assessments and interventions is making 
it as an essential part of mental health 
care delivery. This transition will bring 
innovative challenges for mental health 
care delivery in terms of practice, ethical 
and legal aspects. Existing ethical and legal 
frameworks are time tested for real time/
face to face delivery of mental health care. 
Ongoing pandemic provided opportunity 
and necessitated use of technology for 
delivering health care needs. Newer 
operational and practice guidelines have 
emerged for practice of telemedicine in 
general and telepsychiatry in specific. 
These are in lines with existing ethical and 
legal frameworks. However, additional 
frameworks with specific definitions about 
what constitutes consultation, assessment 
methods, prescription modes and 
contents of prescription, documentation, 
certification, eligible platforms for 
telepsychiatry, need to be incorporated 
and observed. The article addresses these 
ethical and legal aspects in telepsychiatry 
practice with the background of existing 
practice guidelines and rules.

Keywords: Cyberpsychiatry, ethics, review, 
telemedicine/telecare

With the revolution of technol-
ogy, telecom subscribers in 
India were 1172.44 million 

and internet subscribers were 718.74 
million in December 2019 (TRAI, 2020).1 
In developing country like India, where 
mental health care resources need to in-
crease to overcome barriers of distance, 
telepsychiatry seems to be an evolving 
option. Though telepsychiatry practice is 
in a stage of infancy in India, studies from 
other countries support its use to effec-
tively deliver mental health care services.2 
The ongoing pandemic (COVID-19) has 
necessitated the uptake of telemedicine 
as an option for healthcare delivery.

The third Global Survey on eHealth 
by WHO in 125 of its member states 
showed that 34% had telepsychiatry 
(25% established ones).3 Telepsychiatry 
services in India were initiated in 2004 
by the Schizophrenia Research Founda-
tion (SCARF) in Chennai. SCARF used 
two models: the specialist–doctor–pa-
tient model4 and the mobile telepsychi-
atry model.5 In Chhattisgarh, the Jan 
Swasthya Sahyog group had initiated 
the synchronous mode of telepsychiatry 
for both outpatient and occasional emer-
gency mental health services for the ru-
ral and tribal areas of Bilaspur and areas 
around; the patient end was handled by a 
resident doctor or a paramedic, who facil-
itated the conversation and maintained 
logistics.6 The asynchronous mode of 
telepsychiatry (details emailed to special-
ists in a tertiary care center) was effective-
ly used in a project in Maharashtra for 
psychiatry services.7 A clinical decision 
support system/virtual psychiatrist mod-
el was developed and validated by the 
Postgraduate Institute of Medical Edu-
cation and Research (PGIMER), Chan-
digarh, to assist general practitioners in 
inaccessible areas.8–10 National Institute 
of Mental Health and Neurosciences, 
Extension for Community Healthcare 
Outcomes (NIMHANS-ECHO) Project 
provided a wide range of mental health 
care services: didactic lectures and case 
conferences, teleconsultations in dis-
trict hospitals, Telementoring and Tele 
E-Learning through Virtual Knowledge 
Network—National Institute of Mental 
Health and Neurosciences.11

Ethical and Legal Issues of 
Telepsychiatry
Ethical analysis of using telemedicine 
service will employ ethical principles to 
look at, say, how people are benefited by 
it, whether people have the autonomy to 
choose or withdraw from it, and so on.12 
In this uncharted area of mental health 
care services in India, which deals with 
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Psychiatrists should uphold and prac-
tice along the lines of laws, rules, and 
regulations of the place of work. The psy-
chiatrist must follow the Mental Health-
care Act, 2017. Further, all legislations 
such as Narcotic Drugs and Psychotropic 
Substances Act (NDPS Act), 1985; Rights 
to Persons with Disabilities Act, 2016; 
Pharmacy Act, 1986; Drugs and Magic 
Remedies (Objectionable Advertisement) 
Act, 1954, and other relevant legislations 
about public health should be observed. 
It is important to note that current tele-
medicine practice guidelines have not in-
cluded consultations outside India.

Competency and Practice
Psychiatrists intending to provide telepsy-
chiatry services are required to undertake 
an online course on the subject, which 
shall be made available in three years16. 
In the interim period, the proposed tele-
medicine practice guidelines have to be 
followed. Ethical norms laid by the IMC 
(Professional Conduct, Etiquette, and Eth-
ics Regulation, 2002) must be followed by 
all RMPs including psychiatrists. During 
telepsychiatry consultation also, treating 
psychiatrist must observe laws, standard 
protocols, standard procedures, existing 
policies, Mental Healthcare Act, 2017, and 
Rules, 2018 as he/she does during face-to-
face in-person care to ensure quality care 
delivery. The psychiatrist must mention 
the qualification, training, and experience 
in telepsychiatry.  

Advertising
It is considered unethical to solicit pa-
tients directly or indirectly by physicians 
or institutions or organizations as per 
Chapter 6 of the IMC (Professional Con-
duct, Etiquette and Ethics) Regulations, 
2002.  Further, it prohibits use of meth-
ods/advertisements to draw attention to 
a physician’s name, qualification, skills, 
position, achievements, affiliations, 
awards in such a manner which will 
translate into enhancing physician’s own 
importance and draw more attention. 

However, it has provisions for a medi-
cal practitioner to make formal announce-
ments in print media while starting/
changing type/succeeding to another 
type of practice, about temporary unavail-
ability or about changing address or 
about charges. Further, it is considered 

unethical if a physician prints his/her 
photograph on letterhead or clinic’s or 
hospital’s display board, as it amounts 
to self-advertising as per Chapter 6 of the 
IMC (Professional Conduct, Etiquette and 
Ethics) Regulations, 2002. Similar acts on 
virtual platforms like in social networks 
and internet are also not acceptable. 

It is the responsibility of technology 
platforms to make sure that patients get 
to see enlisted RMPs’ full names, rele-
vant qualifications, medical council reg-
istration numbers, and contact details. 
Further, platforms also have to take care 
to enlist only those who are registered 
with national/state medical councils16. 
For psychologists, the Rehabilitation 
Council of India (RCI) registration num-
bers have to be mentioned. Further, plat-
forms are not permitted to carry market-
ing strategies such as rating or voting 
of doctor, publishing photographs or 
recommendations of a particular doctor, 
or publishing responses of patients/doc-
tors. 

However, in the context of telepsychia-
try, clear guidelines need to be developed 
to address the following issues:
•	 Whether to advertise only once or 

keep advertising?
Suggestion:  to abide by the existing 

rules by MCI for practice in real time. 
•	 Where to advertise: With the avail-

ability of plenty of platforms for 
online consultations, whether ad-
vertisements have to be there on all 
platforms? Whether advertisements 
should be there on other platforms, 
social network sites, and on print 
and audiovisual media also?

Suggestion: Advertisements can be 
on the platforms in which the psychia-
trists will be providing services. Social 
networks can be avoided for advertising. 
Print and audiovisual media can have ad-
vertisements only in circumstance as in 
the MCI.
•	 On how many platforms one psychia-

trist can enroll for practicing?
Suggestion: A psychiatrist can enroll 

in as many platforms as he/she wants to, 
but one should ensure that timings are 
different on different platforms.
•	 What details about the psychiatrist 

should be available while advertis-
ing on online platforms—example, 
qualifications, professional position, 

affiliation, skills, achievements, spe-
cialties, photographs, videos, and tes-
timonials by other patients and pro-
fessionals?

Suggestion: These should be as per the 
existing rules by MCI. 
•	 Liaison with telemedicine platforms 

in terms of the uniform standard op-
erating procedure to address liabili-
ties, profit sharing, and referral pat-
terns.

Suggestion: These should be explicitly 
stated, and preferably a memorandum of 
understanding can be made before enter-
ing into a contract with online platforms.

Responsibilities of 
Technology Platforms
Telepsychiatry platforms come under 
the ambit of the term “intermediary” as 
per IT Act, 2000 (amended in 2008). As 
per description in IT Act, 2000, “Inter-
mediary, with respect to any particular 
electronic message means any person 
who on behalf of another person re-
ceives, stores, or transmits that message 
or provides any service with respect to 
that message.”19 In the context of telep-
sychiatry, the intermediaries will be var-
ious service providers such as telecom, 
internet, payment gateways, search en-
gines, web hosting, and cyber shops, and 
electronic message will include records.

Rules for intermediaries have been 
outlined in IT Rules, 2011. The rules to 
be observed by intermediaries while 
discharging duties are terms and condi-
tions about accessing or using interme-
diary’s resources and these terms and 
conditions must include privacy and 
confidentiality statements of all, includ-
ing vulnerable population; should avoid 
copyright infringement; should abide 
by all existing laws; avoid misleading/
impersonation; avoid threat to integrity 
and sovereignty of country and relation 
with other countries. Personal data of a 
person includes information related to 
biometrics, health, sexual orientation, 
financial details, bank account and card 
numbers, and passwords. The data avail-
able in public domain and under Right to 
Information Act, 2005, are exempted.

Technology platforms are prohibited 
from hosting health care delivery using 
artificial intelligence, that is, by machines 
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practice guidelines. If a specified patient 
consults a specified psychiatrist for the 
first time or patient visits the specified 
psychiatrist after six months of previ-
ous consultation with same psychiatrist, 
then it is considered as first consultation.

If specified patient consults for the 
same condition and for continuation of 
care within 6 months of the past in-per-
son consultation, it will be considered as 
follow-up consultation. 

Electronic Health Records/
Medical Records
The psychiatrists should maintain case re-
cord files of the patients and details of the 
services provided in the pro forma (Appen-
dix A) provided by the MCI (2002)17 for at 
least 3 years from the date of starting treat-
ment. In addition, it has to be ensured 
that these records are as per the current 
Telemedicine Practice Guidelines, 2020, 
and in lines with the requirement of the 
Mental Healthcare Act, 2017. This has to 
be explained to the patient also, as the pa-
tient will have the right to access their re-
cords as per Mental Healthcare (Rights of 
Persons with Mental Illness) Rules, 2018. 

The records which need to be main-
tained as per telemedicine practice guide-
lines and telepsychiatry operational 
guidelines18 are all details of interaction 
including messaging/call/audio/video 
details and all digital/physical case-relat-
ed documents including investigations/
prescriptions/certificates. 

Recording: Covert audio/video record-
ing by anyone in telepsychiatry is illegal. 
Before going for any audio or video re-
cording of telepsychiatry consultation, all 
parties involved in the process of telecon-
sultation must explicitly give consent. 

Access to basic medical records: 
The patient has to submit a letter in a 
prescribed form to access basic medical 
records as outlined in the Section 25 of 
the Mental Healthcare Act, 2017. After 
receiving the patient’s written approval, 
records shall be made accessible only to 
the patient. The stored audiovisual con-
tent can only be released if the patient 
has authorized specifically for the same.

Prescription
For a telepsychiatry consultation, a pre-
scription has to be issued by the psychi-

or applications or software instead of 
real life direct communication with an 
RMP.16 However, newer technologies can 
be used to assist or support the clinician 
in various stages of evaluation and inter-
ventions but this whole process will be 
controlled by the RMP. 

Social Media and 
Telepsychiatry Practice 
Popular platforms such as WhatsApp, 
Facebook, and Skype can be used for tele-
psychiatry consultations as Telemedicine 
Practice Guidelines—2020 do not prohib-
it using these platforms for teleconsulta-
tion. However, adequate security and 
privacy of the patient and psychiatrist 
have to be ensured. A written, informed 
consent from the patient is mandatory 
for posting or sharing any details such as 
summary, pictures, audio recordings, and 
video recordings. However, psychiatrists 
should refrain from doing this and the 
patient should also be conveyed against 
recording or sharing details of the consul-
tation process or content in any form in 
media or social networks.  

Professional boundary crossings and 
violations are possible if the same per-
sonal account on social media is used 
for professional purposes also. One can 
avoid mixing personal and professional 
relationships on social media.

If a psychiatrist has his profile as a 
psychiatrist on social media in public 
domains then the person should identify 
self with the registered name and be cau-
tious and responsible in posting or shar-
ing any content as it will be followed by 
patients and may be viewed as an official 
opinion of the profession. 

Just like in real life, psychiatrists 
should share a cordial relationship and 
have mutual respect in virtual interac-
tions on public platforms. 

Process of Consultation in 
Telepsychiatry
Consent
One of the foundations of ethical health 
services is informed consent. The in-
formed consent in telepsychiatry can be 
implied consent or it can be explicit con-
sent. If teleconsultation is initiated by 
the patient, then it will be considered as 

implied consent. If a psychiatrist initiates 
a telepsychiatry consultation, then it will 
require explicit consent from the patient. 
Consent needs to be taken in the form of 
video or audio. This has to be recorded in 
the patient’s record. Before initiating tele-
psychiatry service, the patient should be 
made aware about relevant operational 
aspects of telepsychiatry including ad-
vantages and disadvantages and avail-
able alternatives and specific details of 
the psychiatrist providing the service. 

Capacity to consent has to be decided 
in the same manner as in the process of 
in-person consultation as per the Mental 
Healthcare Act 2017.20

Jurisdiction of Territory and 
Specialization
As per telemedicine practice guidelines, 
teleconsultation can be provided to pa-
tient in any place in India. However, in 
certain states, registration to practice is 
under specific laws which have not been 
clarified. In circumstances where a previ-
ously seen patient intends for a telepsy-
chiatry consultation from a foreign land, 
it has to be declined and informed that 
the current guidelines restrict this prac-
tice to jurisdiction in India only. 

Just as in real-time consultation, in tele-
psychiatry also, psychiatrist must restrict 
oneself to the field of specialization and 
standard recommended evaluation and 
interventions as mentioned in Section 
106 of the Mental Healthcare Act, 2017. 

Identification
The patient’s identity has to be verified 
and confirmed before consultation and 
prescription. For identification, an iden-
tity card containing name, age, gender, 
address, phone number (email ID—op-
tional) with a photograph will be ideal. 
A family member will be allowed during 
telepsychiatry consultation if the patient 
is consulting along with an adult/nomi-
nated representative; however, informed 
consent for the same must be obtained 
from the patient first, only then the iden-
tity of the nominated representative/
adult has to be ascertained.

The First Consultation and 
Follow-up Consultation
First consultation and follow up con-
sultations are defined by telemedicine 
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atrist as per the rules in Indian Medical 
Council regulations and Drugs and 
Cosmetics Act and Rules, and it has to 
be in a specified format (Appendix B) as 
suggested by the telemedicine practice 
guidelines, 2020.  Prescription has to be 
given in a format convenient for the pa-
tient: hand-signed prescription can be 
photographed or scanned and it can be 
sent to patient by message or an email; if 
the platform has an option of e-prescrip-
tion, then the same can be generated 
and the patient can download it. In the 
prescriptions, it is preferable to mention 
ICD or DSM code for diagnosis to avoid 
revealing the name of diagnosis to the 
pharmacist or others. Ethical and strict 
professional judgment has to be consid-
ered while documenting information or 
clinical features on prescription. If a pre-
scription is planned to send to a pharma-
cy directly or planned to dispense med-
icines from pharmacy (own or affiliated) 
and get it delivered, then an explicit con-
sent must be obtained from the patient, 
and in both situations the patient will 
get the prescription also. 

The psychiatrist is entitled to profes-
sional discretion of prescribing medi-
cations via the telepsychiatry mode but 
will have the same accountability as 
in-person consult. Diagnosis and neces-
sary evaluations, if necessary as per pro-
tocol, must be followed before issuing 
a prescription. The medications which 
will be prescribed in telepsychiatry will 
depend on the type and mode of con-
sultation and categories of medications. 
These are as mentioned in the telepsychi-
atry practice guidelines, 2020.18

Dispensing medicines by psychia-
trist: From ethical and legal aspects, if a 
psychiatrist is dispensing drugs, it may 
bring in conflict of interest and trust is-
sue from the patient’s point of view. So 
this remains a debatable issue. To stay 
away from the conflict of interest, one 
can consider refraining from selling 
medicines to own patients.  

Proxy/Asynchronous 
Consultation 
A healthcare worker conducts the consul-
tation process on behalf of a psychiatrist 
and records the session, which will be 
viewed by the psychiatrist and prescrip-

tions are sent in the name of treating 
psychiatrist. This will amount to uneth-
ical practice. However, video evidence of 
clinical features and seeking expert opin-
ion by a physician are permitted. 

Initiation of Telepsychiatry 
Consultation by a Family 
Member or a Healthcare 
Worker with the Patient
A person can authorize any person or a 
family member or a nominated represen-
tative (as per advance directive20) to initi-
ate telepsychiatry consultation16. All such 
consultations can be with or without the 
patient, but all such consultations must 
be considered after an explicit consent 
by the patient. A child or adult can be a 
patient here. 

For children (less than 16 years): Age 
and identity of patient and family mem-
ber, document to establish the patient, 
and family member’s relationship have 
to be verified. 

For adult patients: Age and identity 
of patient and family member, document 
to establish the patient, and family mem-
ber’s relationship have to be verified. 
Initiate with capacity assessment, if ca-
pacity to consent is present, then consent 
has to be obtained via teleconsultation, 
which has to be documented. If psychi-
atrist feels that the capacity to consent is 
absent or patient is coerced, then in-per-
son consultation has to be advised. 

For follow-up patients, the advance di-
rective has to be checked, in its absence, 
the same has to be documented and one 
has to proceed with obtaining consent 
from the nominated representative, 
which also has to be documented. 

Initiation of Telepsychiatry 
Consultation by a Family 
Member Without the 
Patient
This can be considered during follow-up 
only. 

First consultation: For all such con-
sultations, in-person consultation is ad-
vised. 

Follow-up consultation: For patients 
eligible for follow-up, in the absence of 
the patient, the follow-up should proceed 

with verifying documents of identity of 
the patient, family member, relationship, 
and authorization letter. In certain con-
ditions like moderate to severe dementia 
with inability to consent, the psychiatrist 
can agree for telepsychiatry consultation 
without the patient. 

Telepsychiatry Consultation 
Between a Healthcare 
Worker and a Psychiatrist 
In circumstances such as community 
visit, camps, and specialized settings 
for specified populations like prisoners/
beggars/orphans/destitute/persons with 
mental illness, a healthcare worker can 
initiate consultation.18

As per the Mental Healthcare Act, 
2007, the healthcare worker initiated 
mode of consultation can be used for as-
sisting legal agencies also.  

In emergency situations where there is 
threat by person to person’s own life or 
other’s life or to property, treatment can 
be provided by any RMP in community 
or health establishment, if there is in-
formed consent from nominated repre-
sentative (Section 94).20 Here, the person 
needs to be shifted to the closest mental 
health facility and emergency interven-
tion will be limited to 72 hours; but in 
disasters it may extend up to 7 days.

Stopping or Referring for 
In-person Consultation 
During Telepsychiatry 
Consultation 
This can be considered if the patient re-
fuses to consent, lacks capacity to con-
sent for treatment, in emergencies, if 
there is risk of harm to self/others, if pa-
tient is in conflict with law, or falls under 
Protection of Children from Sexual Of-
fences Act, 2012, for certification. 

Telepsychotherapy
Just like telepsychiatry, a psychiatrist can 
provide telepsychotherapy to any patient 
from any place in India. The core princi-
ples of traditional in-person psychother-
apy will remain the same irrespective of 
the mode of communication. Considering 
the limitations of psychotherapy in virtu-
al mode, few rules need to observed18: 
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1.	 Detailed evaluation has to be done in 
a real-time interview before initiating 
telepsychotherapy. Informed consent 
must be obtained before initiation.  
Diagnosis is essential before initiat-
ing therapy.

2.	 A psychiatrist can do it simultane-
ously, or subsequently, with pharma-
cotherapy by himself/herself or can 
refer. 

3.	 Patient’s ability to get engaged in tele-
therapy to be assessed before initiating. 

4.	 The need of emergency care has to 
be assessed before each session, and 
in-person consultation must be sug-
gested for emergencies.

5.	 The psychiatrist has professional dis-
cretion to entertain family member/s 
to be part of the therapy session. 

6.	 Quality of care, ethics, laws have to 
be observed in the same manner as in 
face-to-face therapy.

7.	 All professional etiquette as per the 
requirement have to be observed. 

8.	 All communications have to be docu-
mented. 

9.	 The psychiatrist and patient can dis-
continue therapy or refer to another 
therapist at any time. 

10.	The patient can also discontinue or 
choose other therapist at any stage. 

The potential drawbacks of e-therapy 
(in the context of psychotherapy) have 
been documented for a long time18,19: 
Communication of emotions over the 
internet is difficult. The psychiatrist/psy-
chotherapist may have limited knowl-
edge of a person’s culture, language, rit-
uals, and certain factors that may play a 
role in illness and outcome. Consensus 
and uniformity are lacking in training 
e-therapists. Patients may find it difficult 
to identify psychiatrist with required 
qualifications, and an unlicensed person 
may advertise themselves as competent. 
How to proceed in case if a patient is a 
minor or how to identify that the pa-
tient is a minor? The psychiatrist/psy-
chotherapist will not know who else is 
there along with the patient at the other 
end. Conversations can be intercepted 
and accessed by others. There is a risk of 
the psychiatrist or the patient forward-
ing messages to someone else. Using a 
shared computer for evaluation and in-
tervention may allow a third person to 
access communication and transcripts 
if any. Technical and internet errors may 
interrupt the process.

Addiction Medicine and 
Telepsychiatry
Addiction medicine evaluation and inter-
ventions will warrant in-person physical 
examination, laboratory evaluation, phys-
iological parameters evaluations, psycho-
logical evaluations, and at times continu-
ous observations. Complications related 
to substance use disorders can vary de-
pending on the substance used and may 
involve other specialists’ inputs. Medi-
cations to manage these conditions may 
also be under list C, which is prohibited. 
However, healthcare workers and exist-
ing remote facilities can be considered for 
delivering addiction medicine services. 

Patient in Conflict with the 
Law
In all telepsychiatry consultations, the 
psychiatrist has to ask whether the patient 
is in conflict with the law. Psychiatrist 
can choose to advise person to come for 
in-person consultation or in-patient care 
for detailed evaluation, diagnosis, treat-
ment, and certification. For issuing medi-
cal records or certificates, Mental Health-
care Act, 2017, should be followed, and the 
medical board should be consulted.

Ethical Challenges
With the corporate sector assuring prov-
en, reliable, and cost-effective telepsychi-
atry and telehealth services being made 
available, there can be new ethical chal-
lenges such as follows:
•	 Depersonalizing doctor–patient re-

lationship: Technology may act as a 
more important tool for evaluation 
rather than professional skills. With 
the advent of algorithms for diagno-
sis and management, in the longer 
run, self-diagnosis and self-medica-
tion can be a risk. 

•	 Shifting and widening jurisdictions 
of practice: With patient clientele be-
ing across the globe, it may be good to 
have cross-border legislation to deliv-
er the services, and regulation for in-
ternational services can be considered.

•	 Data and technical processing as per 
patients’ wish: Current guidelines fo-
cus on the storage of data from clini-
cian’s perspectives. New regulations to 
have provisions to make data available 

to the patients need to be considered.
•	 Adapting the informed consent to the 

new technologies: Modes for video re-
cording of consent for consultations 
have to be developed and standardized 
for uniformity and legal requirements. 

•	 What if the user becomes suspicious 
about the technical process? Legisla-
tion should keep pace with techno-
logical innovations.

•	 Upholding human dignity and rights 
in the midst of technology: These 
have been addressed in current prac-
tice guidelines; however, newer chal-
lenges may come up with an increase 
in the trend of telepsychiatry practice.

•	 Health insurance and clear reim-
bursement policy: The insurance sec-
tor has to cover expenses like in-per-
son consultations. Guidelines have to 
be framed for these.

Malpractice and 
Professional Liability
If a psychiatrist fails to render his profes-
sional services because of negligence or 
breach of his responsibility despite being 
in contract with patient for offering such 
services, then it amounts for malpractice. 
When a psychiatrist owes professional 
services to a patient but fails in the ser-
vice which results in harm to the patient, 
then this harm which results from the 
failure from the end of the psychiatrist is 
termed as negligence. 

Professional Misconduct
Professional conduct requirements are 
the same as mentioned in the MCI Act 
for professional conduct and ethics. Fur-
ther, acts which breach patient’s privacy 
or confidentiality or care or existing laws 
for telepsychiatry will be considered as 
acts of professional misconduct. Few 
nonpermissible actions are as follows: 
•	 Patient is requesting in-person con-

sultation but psychiatrist insists on 
telepsychiatry. 

•	 Misuse of patient’s personal and clini-
cal data by the psychiatrist. 

•	 A psychiatrist prescribes prohibited 
or restricted medicines. 

•	 Indulging in unethical methods to so-
licit patients by advertisements. 

The penalties for professional miscon-
duct are defined as per the MCI Act.
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Discussion
Existing principles for clinical, ethical, 
and legal aspects of patient care and prac-
tice have paved path for telepsychiatry 
and these are helping for transition from 
in-person consultation to teleconsulta-
tion. As telepsychiatry in finding foothold 
across the globe, specifically in India, ex-
perience needs to translate into research, 
which will help in refining guidelines 
and in framing specific legislations. The 
pros and cons need to be viewed with ob-
jective viewpoint so as to ensure better 
acceptance by psychiatrists and patients 
to find a safe transition path. Three pil-
lars—beneficence, nonmaleficence, and 
autonomy—of professional ethics must 
be strengthened further with the aid of 
research and legal framework. Finally, 
it is the patient care at the core of telep-
sychiatry, and ethical and legal aspects 
should swivel around patient care.  
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Appendix A: Format for 
Medical Record
1.	 Name of the patient :
2.	 Age :
3.	 Sex :
4.	 Address :
5.	 Occupation :
6.	 Date of 1st visit :
7.	 Clinical note (summary) of the case:
8.	 Provisional diagnosis :
9.	 Investigations advised with reports:
10.	Diagnosis after investigation:
11.	 Advice:

Follow-up
Date:
Observations:
Signature in full ………………………….
Name of treating physician

Appendix B: Sample 
Prescription Format
Hospital name/Clinic name/Letter head

Registered medical practitioner’s name
Qualification
Registration number
Address
�Contact details (email and phone  
number)
Date, time and duration of consultation
Name of patient
Patient ID
Age
Gender
Address
Height (whenever applicable)
Weight (whenever applicable)
LMP (whenever applicable)
Chief complaints
Relevant points from history
Examination/Lab findings
Suggested investigations
Diagnosis or provisional diagnosis
Treatment

1.	 Name of the medicine (In capital let-
ters only with generic name)
�Drug form, strength, frequency of ad-
ministration and duration
Special instructions
RMP’s signature stamp

Note: This prescription is generated on a 
teleconsultation.
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and endorsed by the rural population in 
the remote villages that were in dire need 
of mental health services.

SCARF Telepsychiatry in 
Pudukottai (STeP)
the birth 
Inspired by the success of the Tsunami 
telepsychiatry project, SCARF decided 
to expand its teleservices. Thus, the first 
and only mobile telepsychiatry bus in the 
country was launched in 2010.3 The bus 
also contained a pharmacy from which 
the clinic facilitator dispensed medi-
cines.  

The Tata Education Trust, Mum-
bai, sponsored this project. The district 
Pudukkottai was chosen for providing 
services. This district had the least doc-
tor:patient ratio in Tamil Nadu and the 
district mental health program (DMHP) 
was not available there in 2010.  The avail-
able mental health services in the district 
were restricted to one psychiatrist in 
the government hospital and two in the 
private sector. Hence, many patients re-
mained untreated or irregularly treated. 
The support offered from a local NGO and 
the presence of uninterrupted power sup-
ply in the district helped in implementing 
the project. Four administrative divisions 
or taluks in the district were covered in the 

evolution of Community Telepsychiatry in 
India Showcasing the SCARF Model

AbStrAct
This review  chronicles the origin of  
telepsychiatry services started by the  
Schizophrenia Research Foundation 
(SCARF) in the community  and traces 
the birth of the Scarf Telepsychiatry 
in Pudukkottai (STEP)  program  at 
Pudukkottai  in Tamil Nadu.  This paper 
also examines the trajectory of STEP and 
highlights other relevant models existing in 
the country in the last decade.

Keywords: Community involvement 
and partnerships, rehabilitation, review, 
schizophrenia

The Indian National Mental Health 
Survey of 2015–2016 has identi-
fied that the treatment gap for 

mental illnesses ranges between 70% 
and 92%.1 Telepsychiatry can bridge this 
gap in low-resource settings. In 2010, 
the Schizophrenia Research Foundation 
(SCARF) introduced the first and only 
mobile telepsychiatry in the country us-
ing technology to leverage this gap in the 
community. This review will focus on the 
experience of the SCARF model for tele-
psychiatry in Tamil Nadu. It will also 
highlight other telepsychiatry services 
from different parts of the country.

SCARF Community Model—
the beginning
SCARF is a nongovernmental organi-
zation providing quality care and reha-

bilitation services in the field of mental 
health since 1984. SCARF started its first 
community telepsychiatry initiative by 
starting community clinics in two coastal 
districts, Cuddalore and Nagapattinam 
in Tamil Nadu, soon after the Tsunami 
disaster in 2004.2 Funded by the Oxfam 
trust, Bengaluru, and the South Asian 
Total Health Initiative (SATHI), the ob-
jective was to offer disaster management 
through counseling and psychosocial 
support for the victims and their families. 
Technical assistance came from the Indi-
an Space Research Organisation (ISRO), 
which offered a partnership where con-
nectivity and hardware were free of cost, 
and  SCARF had to provide the equip-
ment to deploy the service. SCARF start-
ed the first tele-initiative in the commu-
nity for tsunami victims by taking the 
cue from ISRO and adopting Integrated 
Services Digital Network lines. At the 
local NGO’s location at Cuddalore and 
Nagapattinam, seven peripheral units 
were identified and connected to the 
central hub at SCARF, Chennai. The psy-
chiatrists at SCARF would periodically 
visit these units to review and offer face-
to-face consultation. Psychotherapy was 
difficult online because of lack of privacy, 
rapport building, and time constraints. 
This pilot project demonstrated that tele-
psychiatry services were widely accepted 
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first phase of the program. The two taluks 
encompassing 156 villages, with a pop-
ulation of about 300,000, were covered 
by the mobile telepsychiatry unit (bus). A 
fixed line connected the other two taluks. 
About 2,000–3,000 people were expected 
to avail of this service over the program 
period of three years.  STEP, which stood 
for SCARF telepsychiatry in Pudukkottai 
was exclusive for serving patients with se-
rious mental illness (SMI) such as schizo-
phrenia and related disorders, bipolar dis-
order, and severe depression.

The local NGO played a significant role 
in this community intervention. The local 
NGO’s staff knew the people, language, 
geography of the land, and were an essen-
tial link between the SCARF team and the 
community. Community-level workers 
(CLW) with education background rang-
ing from 10th grade to undergraduation 
were recruited from the program area. The 
selection of the CLW was based on atti-
tude and community work experience. The 
CLW was trained for two weeks initially 
with continued supervision and booster 
sessions by the team at SCARF. These field 
staff worked relentlessly in doing a door-
to-door survey in the initial stages to iden-
tify and screen for mental illness.  The total 
families surveyed were 35,138, and the num-
ber of persons screened 154,270 (Figure 1). 
After screening, the CLW would refer the 
identified individuals to the research staff 
at the clinic.  The role of the CLW through-
out was to create awareness, conduct home 
visits, ensure compliance to treatment and 
follow-up visits, supplement  informa-
tion for diagnosis, and management. The 
role of the CLW throughout was to create 
awareness, conduct home visits, ensure 
compliance to treatment and follow-up vis-
its, supplement  information for diagnosis 
& management, psychoeducation of fami-
ly members and leveraging with the local  
NGO's resources for employment, referrals 
and facilitate access to benefits (disabili-
ty benefits, National Rural Employment 
Guarantee Act [NREGA]). Telementoring 
of the CLW and research staff was done by 
the program coordinator at SCARF using 
the videoconferencing regularly. 

The Teething Days
The unique selling point of this program 
is that the mobile telepsychiatry unit is 
mounted inside a custom made bus. It 

contained a private consultation cham-
ber equipped with videoconferencing 
equipment that is connected through 
wireless broadband to the central hub at 
Chennai. The rural population appreciat-
ed that they had a one-point spot in the 
community, referred to as a tele-bus that 
provided both assessment and treatment 
combined in a single sitting. The bus 
contained a public address system and a 
large flat-screen television panel through 
which movies and short films on mental 
health were screened when the bus was 
parked in the evenings in places like the 
bus terminus. Theatre and street plays 
were additionally conducted in the tar-
get villages. The NGOs, social workers, 
and police officers were sensitized to 
refer patients to these services because 
in the rural population, explanatory 
models of mental illness were predomi-
nantly magicoreligious, leading them to 
access centers which “cured” these mala-
dies. Additionally, self-help groups were 
also initiated among patients and their 
families in liaison with the local NGOs. 
The financial gains from this effort have 
prompted  families to network with com-

patible service providers and ensure con-
tinued participation in the program. 

The STEP Compliance with 
Cellphone
The bus was the star attraction of the 
STEP program (Table 1 and Figure 2). 
However, considering that several peo-

Figure 1.

The Survey Results

Total Families Available
37495  (385 villages)

Total Families Surveyed 35138
No of people screened 154270

Number of mentally ill patients 
identified by CLW 2867

Number of mentally ill patients 
identified by RA  1971

RA Confirmed 
CMD 1548

RA Confirmed 
SMD 423

Not willing 34

Un-accessible 
1651

Migrated 672

Migrated 38

Not willing 46

Died 14

Non-case 762

Un-accessible 36

Abbreviations. SMD: severe mental disorders, CMD: common mental disorders.
Source . Initial survey done by community level workers (CLW), research assistant (RA) at Pudukkottai in 2010.

Table 1.

Goals of Step Program
To provide mental health care in remote 
areas of TN

Starting a mobile telepsychiatry clinic

To liaise with local NGOs to provide this 
service. 

Train NGO/SHG to identify, initiate early 
treatment, and refer persons with mental 
health problems

Strengthen the referral system

Create public awareness

Empower families and users 

Psychosocial rehabilitation

To create a standardized reporting format 
to enable periodic analyses

Abbreviations. NGO: nongovernmental organiza-
tions, SHG: self-help groups.
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peripheral and the central unit. A patient 
record carried all relevant sociodemo-
graphic, clinical, and treatment details. 
The paper records were signed and dat-
ed after each visit and maintained at the 
central unit. The internal audit commit-
tee of SCARF did audits of the records 
and  the conduct of the program, and 
the data has been archived and digitally 
stored at SCARF. 

The End
The first phase of the STEP program 
(2010–2013) had demonstrated the feasi-
bility of conducting a community men-
tal health program using telepsychiatry. 
During Phase II (2015–2017), we scaled-up 
the program by increasing the geograph-
ical reach of the services to two more ta-
luks and enhanced the psychosocial com-
ponents of the program. Three hundred 
patients who were severely disabled were 
certified and will receive disability pen-
sion/benefits in contrast to not a single 
patient being certified or receiving dis-
ability-related benefits before the start of 
the program. Additionally, we undertook 
the task of shifting patients systematical-
ly to the local resources and integrating 
them with the public health care system. 
A No-cost extension (NCE) phase from 
January to December 2018  was designed 
to close the gaps and made the services 
equable and accessible. In 2019, during 
the second phase of NCE,  the following 
objectives were executed such as (a) Inte-
gration of the STEP clinic patients into 
the public health system, (b) Continua-
tion and expansion of the current psycho-
social rehabilitation (PSR) program in all 
six taluks, (c) Psychosocial rehabilitation/
intervention for Gaja Cyclone survivors, 
(d) Continuation of working with the 
district administration, DMHP, disabil-
ity commissioner, etc., to link disabled 
patients with the available government 
schemes, and (e) Establishment of mental 
health and suicide prevention commit-
tees in the villages.

Learnings and Challenges
The SCARF community mobile telep-
sychiatry model (STEP) has touched the 
lives of persons with severe mental illness 
(SMI) who would have remained untreat-
ed for decades. This program revealed that 
a patient-centered, public-private partner-

Figure 2. 

STEP Program—Mobile Bus and Consultation (Right) Connected 
to the Psychiatrist at SCARF (Left)

Total Families Available
37495  (385 villages)

Total Families Surveyed 35138
No of people screened 154270

Number of mentally ill patients 
identified by CLW 2867

Number of mentally ill patients 
identified by RA  1971

RA Confirmed 
CMD 1548

RA Confirmed 
SMD 423

Not willing 34

Un-accessible 
1651

Migrated 672

Migrated 38

Not willing 46

Died 14

Non-case 762

Un-accessible 36

ple owned a mobile phone, notwith-
standing the urban–rural divide, STEP 
decided to capitalize on the increasing 
teledensity in the Pudukkottai district. 
So a plan was devised to monitor pa-
tients’ treatment adherence via SMS 
and other phone applications. The fre-
quency of patient visits was monthly or 
fortnightly. Monitoring of scheduled ap-
pointments or change in clinic schedule 
were updated to families via SMS  since 
more than 80% of the patients/families 
in the STEP program had access to a cell 
phone.4 Using mobile phone message 
alerts considerably reduced patient at-
trition rates at the clinic. Additionally, 
alarm applications on the phone were 
used as a  reminder about follow-up vis-
its or medication intake. Occasionally, 
when patients failed to arrive at the clin-
ic, a field staff would make a home visit 
with their laptops and use the available 
wireless 3G services to connect with the 
psychiatrist at the central hub in Chen-
nai. Parallelly, the families could contact 
the psychiatrist in case of any emergency 
arising due to adverse side effects or re-
lapse. The availability of mobile phones 
with most families helped in monitoring 
treatment compliance. 

The Functioning of the STEP 
Clinic
The STEP program covered a population 
of 500,000 across six taluks and has pro-

vided care to about 2500 patients in three 
years.5 Women accounted for 55.34%; the 
diagnosis was schizophrenia and related 
psychosis (47%) and bipolar disorder (9%). 
The SCARF psychiatrists in liaison with 
the peripheral team at Pudukkottai decid-
ed on specific days for teleconsultation. 
Depending on the number of patients at 
the center, the number of required con-
sultation days was fixed.  We started with 
registered patients review and gradually 
expanded to include new patients as well. 
The interview and assessment involved 
both patient and their families. The num-
bers varied from 2 to15 patients per day, 
and it took 10–40 min, and new patients 
were assessed in 30 min to an hour. Based 
on their clinical status and improvement, 
patients were either reviewed weekly or 
fortnightly or once a month. The periph-
eral units were instructed to contact the 
dedicated psychiatrist or the duty psychi-
atrist for immediate teleconsultation in 
case of an emergency. 

Data Management and 
Security
SCARF  was committed to maintain the 
highest ethical standards and sustain the 
optimum quality of care in the delivery 
of its mental health care services through 
the telemedicine system. Each patient 
was assigned a unique identification 
number and was registered both at the 
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ship model acting as the pulley and tech-
nology as the lever could bridge the gap 
of mental health care delivery in the com-
munity. The reasons for STEP’s success 
have been a technology-driven initiative, 
training lay people, and networking and 
partnership with local NGOs. The cost 
of a consult and providing medicines for 
a month has been calculated as 700 INR 
approximately.5 In summary, the inter-
vention was effective and well-accepted 
based on the number of registrations and 
feedback collected by the research assis-
tants on a six-monthly basis from both 
the patient and their families. However 
issues faced were related to connectivity 
disturbances or failure causing electronic 
medical records to crash. Management of 
crisis situation especially patients  with a 
number of physical co-morbidities or lack 
of a reliable NGO in some locations and  
lack of adequate funding to make the pro-
gram sustainable over time were the com-
mon  challenges.

Review of Telepsychiatry 
Models in the Country
Hub and Spokes Model
National Institute of Mental health and 
Neurosciences (NIMHANS) started this 
model of telepsychiatry calling it the 
“hub” and their outreach services were 
named spokes.6 The districts, taluks, 
prisons, and relief and rehabilitation 
centers are their outreach services.7 The 
first contact was made to the mental 
health professional at the spokes and  
discussed with the  hub psychiatrist. The 
consultation with the hub psychiatrist is 
scheduled based on the clinical details 
and demographics sent by the mental 
health worker from the spoke. The av-
erage duration of the consultation was 
10–15 minutes. The cost of the consul-
tation was cited as 134 INR.7,8 Low price 
in the NIMHANS model was possible 
because the model was executed using 
an already existing infrastructures at 
the outreach centers. Similarly, the state 
of Maharashtra also established a “hub 
and spoke model” with 6 specialist cen-
ters (hubs) connected to 27 districts and 
4 subdistrict hospitals (spokes).9 The 
program utilized dedicated lease lines 
of fiber optic cables and used “store and 
forward (asynchronous) consultation” 

for psychiatry due to the nonavailability 
of synchronous timeframes between the 
primary care physician (in the spokes) 
and psychiatrist. An EHR (electronic 
health record) and e-mail were used to 
get the psychiatrist’s opinion based on 
the information sent by the primary care 
physician. This study reports that asyn-
chronous telepsychiatry is feasible and 
can offer an alternative way of conduct-
ing telepsychiatry.9

Extension for Community 
Health Care Outcomes 
(ECHO) Model for 
Deaddiction
NIMHANS expanded its hubs and spokes 
model to the community in the field of 
deaddiction. A videoconferencing app 
was used for telementoring to connect 
multiple community health care teams 
(spokes) in Chhattisgarh with deaddic-
tion experts (hubs) at NIMHANS.6 Coun-
sellors working at 12 ECHO clinics from 11 
rural districts were periodically connect-
ed to NIMHANS for 6 months in 2019.6 
In this model, hub specialists would 
conduct group-based discussions and 
patient-centered learning for the counsel-
ors. In 6 months last year, NIMHANS did 
28 weekly tele-ECHO addiction clinics 
and found high prevalence rates of alco-
hol (lifetime 80% and current 71%) and 
tobacco (lifetime 60% and current 56%.).6 
The patient population at the spokes pre-
sented to the community health provid-
ers earlier than that of the specialist treat-
ment center. This finding shows that the 
ECHO model can be replicated in remote 
areas where there is a shortage of trained 
workforce. The community workers 
also endorsed the telementoring model 
of NIMHANS ECHO and gave positive 
feedback about capacity building. They 
felt that the interaction with specialists 
at the hub, group discussion of case sum-
maries, and the attempt to mitigate pro-
fessional isolation through discussions 
were promising steps  toward improve-
ment in mental health and addiction for 
remote and rural areas.

Clinical Decision-Based 
Support System (CDSS)
Developed by Malhotra and colleagues, 
CDSS is an online digital platform for 

providing telepsychiatry service to three 
remote sites (Himachal Pradesh, Jammu 
and Kashmir [JK], and Uttarkhand) in 
North India.10,11 This model was coined 
as a “psychiatrist on the web” and had 
an EMR interface. The CDSS was unique 
and had both synchronous (videocon-
ferencing) and asynchronous (store and 
forward) solutions. This digital platform 
has 18 modules for diagnosis (adult and 
child versions), management, and fol-
low-up, usable by nonprofessionals after 
brief training.12 The modules suggest 
both pharmacological and psychological 
management. Reports show the CDSS as 
feasible, reliable, and with high levels of 
patient satisfaction. After the launch of 
the project, the nodal site (Chandigarh) 
reported that 2594 patients were as-
sessed with varied diagnoses at the three 
remote sites.12

Wireless Network and 
Videoconferencing 
A retrospective review of case files of 
patients (N = 139) who have received col-
laborative telepsychiatric consultations 
from January 2013 to June 2017 through 
videoconferencing at a district hospital 
in Karnataka has been published recent-
ly.13 In total, 25.9% of the patients had 
schizophrenia and other psychotic dis-
orders, 14.4% had mental retardation, 
13.7% had a mood disorder, and 14.4% 
had a substance use disorder. Regard-
ing the interventions provided, 67.6% 
received pharmacotherapy, 7.9% received 
rehabilitation along with pharmaco-
therapy, while the rest were referred for 
further evaluation and in-patient care. 
The challenges cited were: connectivity 
disturbances/failure, lack of workforce 
to allocate telepsychiatry responsibility, 
cost-effectiveness, maintaining confi-
dentiality, and data security.14

Comparing Telepsychiatry 
Models
It has been a decade since the launch of 
the SCARF model. All the other mod-
els, in comparison to the STEP, have fo-
cused on leveraging technology in the 
most innovative ways to deliver mental 
health services. The launch of 4G and 
5G has increased  internet speed and 
bandwidth, and is helping telepsychia-
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try models to be more sophisticated, less 
complicated, and have better connectiv-
ity in remote areas of the country. The 
telepsychiatry equipment in the form of 
one’s smartphone or a tablet  has been 
tested and proven to be effective in the 
hubs and spokes model of NIMHANS. 
In contrast, the traditional desktop and 
a TV monitor in the fixed clinic or the 
mobile bus were the highlights of the 
STEP program, considering that the pa-
tients did not have any access to men-
tal health services for a long time. The 
EMR-based diagnostic system for tele-
psychiatry consultations developed by 
the Chandigarh group generates diag-
noses across age groups automatically. 
It has a user-friendly operating system 
for data entry, ensuring effective data 
management and security. In contrast, 
the electronic records and data sheets at 
SCARF were designed to capture patient 
data and the diagnosis. The last decade 
has seen exponential growth in the way 
EMR has evolved from the SCARF mod-
el to the Chandigarh electronic health 
record. There is a clear trajectory in the 
growth of leveraging technology, capac-
ity building, and mentoring, as seen in 
the ECHO model of NIMHANS. To con-
clude, the STEP program has completed 
a decade of service to the SMI persons in 
the villages of Pudukkottai and contin-
ues to focus on PSR and suicide preven-
tion in these taluks.

Conclusion and Future 
Directions
The community telepsychiatry experi-
ence during the Tsunami and the STEP 
program are significant milestones, and 
innovations in the community-based 
services of SCARF, a legacy for the future. 
STEP telepsychiatry program has been 
the first and longest program to cater to 
the needs of the rural community in the 
country. These digitally-driven commu-
nity models executed by NIMHANS, Ma-
harashtra, and Chandigarh have all been 
well received. Telepsychiatry service in 
all districts under the DMHP is feasible 

by utilizing the increased mobile phone 
usage even in the rural population. Train-
ing and capacity building of lay CLW as 
foot soldiers to execute this plan can be 
the way forward. A joint effort to dis-
cuss the efficacy of telepsychiatry in the 
rural community between psychiatrists, 
NGOs, CLW, policymakers, and consum-
ers of these services is the need of the 
hour. The success of these mobile- or tab-
let-based apps or online platforms with 
tailor-made EMR should make all the 
stakeholders understand the relevance of 
leveraging technology and mental health 
delivery and reduce the mental health 
gap in the future. The “telemedicine 
guideline” released in March 2020 will 
streamline the practice of telemedicine in 
India15 and may lead to the introduction 
of telepsychiatry in the National Mental 
Health Program. High-quality technol-
ogy-based interventions coupled with 
the availability of high-speed internet 
connectivity even in the rural areas can 
tremendously increase access to mental 
health care through the digital means. 
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well on a video call. They would want to 
see their doctor clearly, and the feeling of 
remoteness exists and has been expressed 
by many patients when a teleconsult hap-
pens. It is also important to mention that 
doctors are also new to telepsychiatry 
and telepsychotherapy as a treatment 
modality and would need time to adapt 
to the same. They also need to start using 
these modalities regularly to understand 
what it entails and offer better services 
to their patients. There is a need for psy-
chiatrists to be trained in telepsychiatry 
while, more importantly, patients need 
to be trained in using the right media 
and right devices to get the most of the 
telepsychiatry consultation and more so 
because they are actually paying for the 
service. More awareness in the general 
public needs to be created with regard 
to telepsychiatry as a modality to enable 
more users to accept and utilize it as a 
treatment method.6 There is a need for 
the establishment of full-time telepsy-
chiatry units in the current scenario in 
various medical colleges and hospitals to 
cater to the needs of varied populations.

Challenge 2: Prescription 
of Various Drugs via 
Telepsychiatry
One of the major challenges for psychi-
atrists is the prudent and judicious pre-

Telepsychiatry and Telepsychotherapy: Critical 
Issues Faced by Indian Patients and Psychiatrists

AbStrAct
Telepsychiatry and telepsychotherapy are 
new treatment modalities that have been 
used more than ever during the COVID-19 
pandemic. There are many challenges that 
are faced with the use of this modality 
for both patients and psychiatrists alike. 
There are critical issues faced with regard 
to the development of rapport, managing 
the entire teleconsultation set up, privacy 
and issues related to fees, issues related 
to prescribing and monitoring, and 
issues while handling emergencies. The 
challenges faced are discussed and some 
solutions if possible are laid out. </Abs>

Keywords: Telepsychiatry, telepsychothera-
py, patients, psychiatrists

Telepsychiatry and telepsychother-
apy are by no means new treat-
ment modalities as even from the 

1960s consultations and therapy by us-
ing the telephone have happened.1 

Even as these modalities came into 
more common use in other parts of the 
world, in India; however, it became 
more widespread in the last few years 
only. With the onset of the coronavirus 
disease (COVID-19) pandemic, there has 
been a surge in telepsychiatry services, 
online and telepsychotherapy services 
with patients and psychiatrists alike be-
ing compelled to resort to these media of 
services due to the restrictions imposed.2 

There have also been the development of 
clear guidelines for telepsychiatry3 and 
telepsychotherapy4 from an Indian per-
spective. While these guidelines are truly 
comprehensive, some lacunae and gray 
areas remain in clinical practice that need 
to be addressed. The current article is 
based on the clinical experience of the au-
thors and discusses the advantages and 
key issues faced by patients and psychia-
trists in the rendering of these services in 
a private practice single standalone clinic 
scenario from an outpatient standpoint.

Challenge 1: The 
Acceptability of 
Telepsychiatry and 
Telepsychotherapy as a 
Mode of Treatment
Many Indian patients have always been 
used to physically seeing their doctor, 
and in Indian society, with a patriarchal 
pedestal given to doctors, the concept of 
having visited the doctor and being ex-
amined by the doctor is vital to patient 
satisfaction.5 Many patients may not 
accept telepsychiatry and telepsycho-
therapy as does not substitute the real 
experience of a clinic and a consultation. 
Patients often are not adept at using digi-
tal media and may not be able to connect 
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scription of medication via telepsychia-
try. Although most psychiatric drugs are 
safe and can be prescribed via telepsychi-
atry, there is a need to be able to monitor 
various parameters while the patient is 
put on certain medications. The pre-
scription of injectables like depot anti-
psychotics via telepsychiatry can only 
be affected through a registered medical 
practitioner or a trained health worker. 

There is a confounding area on wheth-
er drugs like disulfiram could be pre-
scribed via telepsychiatry in view of 
treatment-emergent side effects and pos-
sibilities of disulfiram ethanol reactions 
that can occur. Prescribing drugs like la-
motrigine or clozapine will require mon-
itoring for drug reactions or drug levels. 
Patients may not follow-up regularly in 
telepsychiatry. Thus, life-threatening 
side effects may occur, and the prescrib-
ing doctor may not be in a position to fol-
low-up and monitor the same in patients. 
The telepsychiatry guidelines list these 
drugs under list B, and hence doctors 
must exert utmost caution while prescrib-
ing the same. The issue of prescribing 
these drugs also arises when the patient 
is already maintained on the same rath-
er than starting a new prescription. It is 
also prudent to mention that sometimes 
these drugs may be the drug of choice for 
the condition the patient presents with, 
like treatment-resistant schizophrenia in 
the case of Clozapine. The decision is best 
rested with the treating doctor.7

Challenge 3: When Patients 
May Misuse Telepsychiatry
There may be instances when patients 
may turn to telepsychiatry for want of a 
prescription of the drug that they want to 
abuse. This happens when patients that 
have been misusing and escalating the 
dose of the drug on their own may visit 
a psychiatrist and suggest that certain 
drugs suit them better just to procure a 
prescription of the same. These patients 
may escalate dose on their own and not 
adhere to the prescription. They may 
also visit different helplines and telep-
sychiatry portals and take the same pre-
scription from different doctors to have a 
greater stock of their drug of abuse, and 
this may result in them gaining further 
impetus in their abuse patterns. 

One issue that we have observed due 
to teleconsultation is the rise in fake calls 
with the aim to seek prescriptions for ben-
zodiazepines and other drugs of abuse, 
including cough syrups. Many patients 
who want to abuse drugs may manage 
to get multiple prescriptions by calling 
numerous doctors. There are no robust 
mechanisms to check these tendencies, 
and in the situation of a drug overdose, 
the prescribing doctor can be blamed.8 
The current telepsychiatry guidelines 
are clear about which drugs must be pre-
scribed, where caution is to be exerted 
and which drugs must not be prescribed.3 

Challenge 4: Telepsychiatry 
in Special Populations
One of the major challenges of telepsy-
chiatry is the use of the same in special 
groups like older adults and children 
and adolescents. Older people may not, 
at times, have the digital know-how to 
be part of video sessions and thus may be 
crippled while using telepsychiatry. They 
may, at times, have to use an audio call 
and may also have problems in accessing 
documents that are emailed and pre-
scriptions that may be sent. Even after 
receiving medication and treatment on-
line, most elderly are alone and may not 
have access to medications and thus may 
not be able to procure medication that 
has been prescribed.9 

At our center, we observed that many 
children and adolescents suffering from 
attention deficit hyperactivity disorder 
had to stop methylphenidate as it was 
not available on an e-prescription. Many 
of these children were prescribed ato-
moxetine, which did not have the same 
effect. Parents may want to be around 
children and adolescents during telep-
sychiatry counseling sessions and may 
thus not allow the privacy that is other-
wise possible in a clinic setting.10

Challenge 5: The Issue of 
Fees in Telepsychiatry and 
Telepsychotherapy
There are many clinical, legal, and eth-
ical dilemmas that confound fees in 
telepsychiatry and telepsychotherapy. 
One of the first dilemmas is whether 
fees must be collected in advance before 
the session in order to confirm the ap-

pointment and whether fees would be 
refunded in the event of cancellation of 
sessions. This would all have to be men-
tioned in the proforma and consent form 
that patients may fill. The issue of col-
lecting fees in advance is a vexing one, 
as normally doctors usually collect their 
fees after a consultation. Furthermore, 
doctors may have to run after patients 
who do not pay fees even after having 
received a full consultation. Another 
issue is whether the fees charged for a 
telepsychiatry consultation must be the 
same or must be less than a face-to-face 
consultation. This is so as most people 
believe that the face-to-face consultation 
has far more value than a video consul-
tation. Another important facet is that in 
India, many doctors offer advice on the 
phone and usually do not charge for the 
same. Even as many nongovernmental 
organizations and voluntary agencies 
offer telepsychiatry services free of cost, 
the private practitioners is in a dilemma 
whether they must charge for the ser-
vices. Many doctors who never charged 
for telephonic advice may have to charge 
now as their telephone consultations are 
the only source of income for them.11

Challenge 6: Handling of 
Psychiatric Emergencies in 
Telepsychiatry Settings
Another concern with telepsychiatry is 
the handling of psychiatric emergencies. 
The key question is how does one handle 
a patient that may be suicidal and who 
refuses to give details of family mem-
bers, and the only details we have are his 
address and personal details with no de-
tails of family members. It is important 
that when a patient calls a psychiatrist 
for a telephonic consultation and ex-
presses suicidal ideation, and may leave 
the consultation suddenly, or switches 
off his phone, the psychiatrist must in-
form the local police about the same. The 
psychiatrist must keep details and the 
name and number of a relative who can 
be informed in such emergencies. One 
can keep the number of anyone the pa-
tient deems fit as many patients may be 
feeling some oppression by their family 
members itself. 

This may also happen when someone 
on the phone may disclose domestic vi-
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of treatment when online. There must 
be a clinic like atmosphere, not the 
background of the house, one must be 
dressed appropriately, and the same goes 
for patients as the seriousness of a ther-
apeutic environment needs to be main-
tained. There is also a need for adherence 
to time and conduction of the therapy in 
a professional manner. No distractions 
and interruptions from family mem-
bers must happen even if the therapist 
operates from home. There is a need for 
psychotherapy courses to have specific 
modules and training in online or telep-
sychotherapy in the view that very little 
about the same is taught in postgraduate 
psychology programs. Even a diploma 
course in the same is warranted consid-
ering the current situation.16

Challenge 11: Institutional 
and Private Practice 
Telepsychiatry/
Telepsychotherapy 
There is also a huge difference between 
telepsychiatry practice in a government 
or medical college set up versus in private 
practice. Although there have been guide-
lines that have been set, many a time, pri-
vate practitioners, particularly in stand-
alone single doctor private clinics, may 
have their own styles of delivering tele-
psychiatry care. Many times, in cases of 
emergencies, there may be a need to issue 
prescriptions to old patients who have 
been under the care of the doctor at the 
behest of relatives. This is more so when 
the patient may refuse to come on the 
video call, maybe aggressive or noncom-
pliant with medication prescribed earli-
er. Sometimes patients may be referred 
to the doctor via known sources, and he 
may have to see them and prescribe med-
ications in emergency situations, and 
this is more so in places where medical 
colleges or government hospital help 
may not be possible. This may also be 
the case where the patient is staying far 
away from the doctor’s clinic and cannot 
travel for a consultation physically. Thus, 
all the guidelines may not always be ad-
hered to correctly, and some laxity may be 
exerted. In a private practice set up, when 
the referral is through known sources, it 
may appear rude if the doctor asks for the 
identification of the patient on telepsy-

olence and child sexual abuse, and when 
under the law, we are supposed to report 
such matters to local authorities. Do we 
refer such patients to specific helplines 
for these causes or do we take it on our-
selves to report such matters and there 
is also a need for specific telepsychia-
try units that cater to specific cases and 
probably have trained personnel to man-
age such cases when they arise.12

Challenge 7: The Medium 
to Conduct Telepsychiatry 
Services
There is a debate about whether tele-
psychiatry would be conducted on a 
special application devised for the same 
or whether social media platforms like 
WhatsApp and Skype would suffice for 
counseling sessions. Many doctors use 
WhatsApp or Skype as a medium for 
communication using their personal 
phone numbers. Even if the service is 
free, would using their personal num-
ber be a viable approach or whether 
one must have a dedicated phone line 
for the same. There is a chance for lack 
of encryption, privacy, and chances of 
these accounts being hacked, which is 
an issue as many times personal chats 
here are intertwined with personal chats 
and groups. Guidelines on the storage of 
records of teleconsultations, chats, and 
legal aspects of these services is another 
dilemma for the telepsychiatry move-
ment. There will also be an additional in-
vestment in this infrastructure if security 
and storage had to be maintained.13 

Challenge 8: Research 
in Telepsychiatry and 
Telepsychotherapy
Telepsychiatry and telepsychotherapy 
hold enormous potential and needs to be 
permanently available rather than just 
in times of emergencies and pandem-
ics. Indian studies on reliability, efficacy, 
and cost-effectiveness of telepsychiatry 
also need to be carried out in the future 
in both rural and urban settings. Post-
graduate students must be encouraged 
to take up research in these areas. Psy-
chiatrists and psychologists in training 
must be prompted to work in helplines 
and telepsychiatry units so that they get 

a first-hand idea of how these services 
function. Unlike the west, we need large, 
robust studies on telepsychiatry opera-
tions across rural and urban landscapes, 
and the data gathered shall help us es-
tablish the efficacy of the system while 
also fill lacunae that exist. These studies 
need to be planned well to assess both 
the operational and the interventional 
dimensions of telepsychiatry.14 

Challenge 9: Training 
in Telepsychiatry and 
Telepsychotherapy 
Many voluntary agencies have started 
offering free mental health services tele-
phonically during the COVID-19 lock-
down. While these services are available, 
there is no stringent body, guidelines, 
or regulations that would monitor the 
quality of these services and whether 
ethical standards are adhered to. Doctors 
and professionals offering telepsychiatry 
services must be qualified and trained 
in this regard to some extent. Different 
clinicians may have different telepsy-
chiatry approaches, which may result in 
nonuniformity of telepsychiatry services 
across the country. Mental health profes-
sionals handling calls in a helpline need 
training on the various types of calls that 
may come and how they have to respond 
in various situations. There must be help 
and access to legal authorities and police 
where needed in emergency situations. 
It is also vital that all procedures be laid 
down on writing as a standard operating 
procedure for the organization so that 
no deviation from what has been stated 
happens.15

Challenge 10: Critical Issues 
in Telepsychotherapy 
Telepsychotherapy may either happen in 
an audio or video format. It is very im-
portant to have sound internet connec-
tivity so that no interruptions in sessions 
happen when video calls are being used 
in therapy. There have been arguments 
that telepsychotherapy aided with vid-
eo calls may dehumanize the therapeu-
tic environment and remove the basic 
essence of psychotherapy, which was 
supposed to be a face-to-face treatment. 
There is a need for therapists to also be 
aware of issues like setting and place 
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chiatry platforms, especially when a pa-
tient known to the doctor introduces the 
new patient as a close relative. These are 
practical difficulties that are encountered 
in a private practice set up.17

Challenge 12: Telepsychiatry, 
Telepsychotherapy, and 
Advertising    
The challenge of letting people know 
that telepsychiatry services exist is one 
that is fraught with an ethical dilemma. 
If the doctor puts up posters of his telep-
sychiatry services along with pictures of 
himself, it may attract censure as a form 
of advertisement. There is also a chance 
that patients may feel that this is a mon-
ey-making gimmick. There need to be 
guidelines with regards to the poster, per-
missible content, and how one may not 
be pulled up by medical councils when 
using social and print media to advertise 
telepsychiatry services.18 The current tele-
psychotherapy guidelines laid out speak 
clearly about misconduct in this regard.4

Challenge 13: Certain 
Issues That Are Specific to 
Telepsychotherapy
Telepsychotherapy poses its own unique 
challenges for practitioners and patients 
alike. It is worthwhile to think whether 
45 minutes to an hour of online or tele-
phonic counseling could be at par with 
face-to-face counseling. This may be mu-
tually decided. There may be difficulties 
in developing rapport and establishing 
a sound therapist-patient relationship 
solely over an online video consult. 
There are many facets of emotional and 
body language observations that may 
not be possible over the video as would 
be in a clinic setting. Both therapists and 
patients are not used to speaking into a 
screen for long times, and even therapy 
dynamics may not evolve as robustly as 
in a face-to-face consult. Many aspects of 
psychotherapy that involve focused con-
versations between therapist and patient 
may not be as effective in telepsycho-
therapy as would be in a regular clinic 
setting. Rules may also have to be set for 
missing appointments online, late arriv-
als and exceeding time limits as would 
be in regular psychotherapy.19 

There are other issues that also remain 
at large. Consent may be obtained via on-
line means or as physically signed to be 
scanned and emailed. There may be times 
where an in-person consult may be essen-
tial to ascertain facial expression and also 
to conduct a proper mental status exam-
ination.4 Robust and practical guidelines 
for telepsychotherapy in the Indian set-
ting are available, and the same is true for 
family therapy in case of social work via 
teleconsultation are available.20

Effectiveness of Telepsy-
chotherapy Services
There have been multiple studies and sys-
tematic reviews that have been done with 
regard to both computer-assisted psycho-
therapy and telepsychotherapy services 
for various psychiatric disorders, while 
the literature base from India is scarce. 
The computer-assisted therapies serve as 
useful means of therapy when there is a 
scarcity of professionals, and the case-
load is high, and when the demand and 
supply needs are not met with therapists 
and clinicians in person.21 These forms 
of therapy have been useful for the pa-
tient who is unable to travel while they 
can avail therapy at their homes linking 
many people to systems of care in an af-
fordable manner. Mild cases that may 
not need direct clinical interventions may 
also benefit from such services.22

There has been one meta-analysis of in-
ternet-based cognitive-behavioral therapy 
(CBT) for depression (four studies) and 
anxiety disorders (seven studies). The effect 
sizes reported for interventions targeting 
anxiety was greater (d = 0.96) than for de-
pression (d = 0.4). Significant variability 
in the studies existed, and they concluded 
that studies that had clinician-based sup-
port did better than those with comput-
er-assisted intervention alone.23

A review on internet-based CBT found 
just two papers on the same with good 
effect, but the study size was too small 
to give robust evidence, and further evi-
dence for the same remains to be ascer-
tained.24 Also, many internet-based CBT 
interventions have been developed by 
multiple individual researchers from a 
monetary aspect rather than a rigorous 
focus on quality. There is a need for good 
methodological rigor when it comes to 
developing these online therapies so that 

the quality and essence of the interven-
tion are retained rather than focusing on 
financial aspects.25

A good amount of literature is avail-
able on the internet and web-based in-
terventions for smoking and tobacco 
cessation, as well as other substance use 
disorders. Most of these studies have 
huge heterogeneity in inclusion and ex-
clusion criteria, diagnostic criteria for 
substance use disorders, and methods 
used in the web-based and computer-as-
sisted interventions.26 Some authors 
have dismissed it as a descriptive feast 
but an evaluative failure while carrying 
out meta-analyses of the same. Despite 
positive effects, many of the studies on 
smoking cessation and alcohol use had a 
website that did not cover the key com-
ponents of cessation treatment as recom-
mended in the national guidelines with 
huge inadequacies in the accuracy of the 
information presented and variability in 
the level of interactive features.27 Recent 
better studies have been appearing, albe-
it with small sample sizes and method-
ological issues that remain abundant.28,29

A systematic review and meta-analysis 
involving 21 studies and 810 participants 
found guided self-help to be as efficacious 
as face-to-face psychotherapy for depres-
sion and anxiety and mentioned that 
we must look at using guided self-help 
in routine care.30 A review that looked 
at 44 studies, 27 of which were random-
ized controlled trials (RCTs) found that 
compared with standalone face-to-face 
therapy, blended therapy is superior. It 
saves clinician time, leads to lower drop-
out rates and greater abstinence rates of 
patients with substance abuse, and help 
maintain changes got via psychothera-
py.  However, there is a lack of compar-
ative outcome studies when one looks 
at the superiority of the outcomes of 
blended treatments in comparison with 
traditional face-to-face or internet-based 
treatments in substance abuse disor-
ders.31 A recent small review of 15 studies 
that compared interactional aspects of 
telephone and face-to-face psychological 
therapy found little difference between 
them concerning therapeutic alliance, 
disclosure, empathy, attentiveness, or 
participation. However, telephone ther-
apy sessions were significantly shorter 
than those conducted face to face.32
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A Cochrane review for internet-based 
CBT in anxiety disorders in adults re-
viewed 38 studies (3214 participants) 
with the use of internet-based CBT for 
social phobia (11 trials), panic disorder 
with or without agoraphobia (8 trials), 
generalized anxiety disorder (5 trials), 
post-traumatic stress disorder (2 trials), 
obsessive–compulsive disorder (2 trials), 
and specific phobia (2 trials), and mixed 
anxiety disorders (8 studies). The review 
showed that therapist-supported inter-
net CBT is an efficacious treatment for 
anxiety in adults. There was also no sig-
nificant difference in outcome between 
unguided CBT and therapist-supported 
internet CBT, and therapist-supported 
internet CBT may not be significantly dif-
ferent from face-to-face CBT in reducing 
anxiety in adult patients.33

A systematic review of internet-deliv-
ered transdiagnostic and tailored CBT 
for anxiety and depression evaluated 19 
randomized trials with a total of 2952 
participants. It was concluded that when 
compared to disorder-specific treat-
ments, there were no differences on anx-
iety and quality of life outcomes, while 
there were differences in depression 
outcomes. Transdiagnostic and tailored 
internet CBT are effective interventions 
for anxiety disorders and depression and 
must be integrated into regular care.34

A Cochrane for internet-based psy-
chological therapies in chronic pain 
evaluated 15 studies and 2012 partici-
pants. The therapies reduced pain and 
disability post-treatment; however, no 
clear evidence of benefit was found for 
depression and anxiety. Headache pa-
tients benefited the most from such 
treatments.35 Another review on the effi-
cacy of therapist-guided and self-guided 
internet-delivered treatment for young 
adults with symptoms of anxiety and 
depression found no significant differ-
ences between the two forms of thera-
pies on various aspects of psychological 
treatment, but overall therapist guided 
methods had a slight edge over self-guid-
ed internet-based treatments.36 Research 
in this domain is yet nascent in India, 
and we need systematically conducted 
research studies in India that efficiently 
work across different centers and negoti-
ate cultural barriers and yield evidence to 
support the need to integrate telepsycho-
therapy into routine mental health care.

Certain Other Critical 
Aspects 
1.	 There are guidelines that have been 

developed for telepsychiatry though 
we do not have an adequate research 
base or clinical experience, unlike the 
west. There is a need for modification 
of these guidelines as this would be 
useful information as we go along 
and encounter newer problems along 
the way, and multiple revisions in the 
existing guidelines will be needed as 
telepsychiatry progresses.

2.	 There is a need for doctors who prac-
tice telepsychiatry to be culturally 
aware as India is a land of multiple 
religions and cultures. The patient 
using the telepsychiatry service may 
not be from the state or background, 
and cultural beliefs about mental ill-
ness and treatments present in that 
state must be known to the doctor 
treating such patients.

3.	 There will be a need for specialized 
telepsychiatry services to be devel-
oped for geriatric psychiatry, demen-
tia, developmental disabilities, chil-
dren and adolescents, and women so 
that patients with specific problems 
may access specialists to get a proper 
solution to their problems.

4.	 Telepsychiatry aided by a local doc-
tor or nurse may be needed when 
a clinical examination is needed or 
when some facts and symptoms 
may not be ascertained over a tele-
consult or video call.

5.	 We need to be digitally sound and 
aware, digitally literate, and make 
ourselves equipped to understand 
all gadgets and equipment we use 
well before we look at telepsychiatry 
as a good platform for regular use. A 
dedicated space for the same, prop-
er background, and other logistics 
must also be in place.

6.	 There is a need for therapists and 
psychiatrists to keep adequate au-
dio and video recording as per the 
guidelines of the Mental Healthcare 
Act 2017.37 There is also a need to ex-
plore established online options like 
online CBT.38 The role of using virtu-
al reality and other forms of virtual 
reality interventions using psycho-
therapy must be explored in the cur-

rent online therapy paradigm and 
must be used to the maximum to 
facilitate a better psychotherapy ex-
perience.39 Couples may also engage 
in marital therapy online together 
and separately, and the scope to ex-
pand the services for sex therapy to 
married couples must be explored 
via online programs and treatment 
paradigms.40  

Conclusions
India is a vast country with diverse soci-
eties, cities, and communities, and there 
cannot be a single model of telepsychia-
try services. One should not hesitate to 
develop as may model as necessary, and 
it would be unfortunate to push for a 
uniformity concept. The financial and ad-
ministrative limitations of telepsychiatry 
in smaller settings should not jeopardize 
the best possible interest of the patients. 
Telepsychiatry services need to be based 
upon a team approach to provide fol-
low-up care. We need to be sure about 
what can be provided, what cannot be 
provided, and what should be optional 
depending upon the confidence of the cli-
nician and his comfort. We may certainly 
feel confident about doing everything in 
psychiatry, all treatments, and working 
with all subgroups, but there must al-
ways be a need to set standards and ex-
plore newer options and necessities. The 
risk of litigation, allegations of neglect, 
the poor risk assessment needs to be kept 
in mind, along with adherence to rules 
and regulations. The subject of telepsy-
chiatry is not yet incorporated in post-
graduate and undergraduate training, 
and there is no well evaluated, peer-re-
viewed program to support it as a service 
where we can improve efficacy in terms 
of outcome deliverables. Telepsychiatry 
is here to stay, and we need to make it a 
very viable model for the country just as 
it has stuck for the west. We must also 
keep ourselves abreast of the advantages 
of virtual reality and the need to incorpo-
rate the same in telepsychiatry and tele-
psychotherapy as the future of this field 
shall be immensely technology-driven. 
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describe the process involved in prescrib-
ing medication, that is, psychotropics 
from a psychiatrist’s perspective follow-
ing a psychiatry teleconsultation. 

Prerequisite before Prescrib-
ing Psychotropics Online
Prerequisite before prescribing psycho-
tropic medication online is that the psy-
chiatrist should arrive at a provisional or 
final diagnosis following a consultation; 
the mode of consultation can be audio/
video/text. During a teleconsultation, if a 
psychiatrist is unable to arrive at a diag-
nosis, then an in-person meeting needs 
to be considered.

Prescribing medication following te-
lepsychiatry consultation depends upon 
the following factors:
•	 Type	 of	 consultation:	 first	 or	 fol-

low-up consultation
•	 Mode	 of	 consultation:	 text/audio	

(telephonic consultation)/videocon-
ferencing 

•	 The	 appropriate	 list	 of	 medicines	
suitable for a prescription will de-
pend on the above two criteria

It is important to note that psychotro-
pic medications should be written in ge-
neric names.4 

Prescribing Psychotropics: Perspective From 
Telepsychiatry Operational Guidelines 2020

AbStrAct
As telemedicine gained both importance and 
momentum following COVID -19 pandemic, 
Telemedicine Practise Guidelines (TPG) March 
2020 was notified by the Central Government 
of India. Following the above, the Indian 
Psychiatrists Society, Telemedicine Society 
of India (TSI) and National Institute of Mental 
Health and Neurosciences (INI), Bangalore 
came together to address the specific needs 
of Psychiatrists practicing tele consultations, 
there by releasing Telepsychiatry Operational 
Guidelines 2020. This article discusses the 
guidelines outlines in the above documents 
with respect to prescribing psychotropics. 
We have discussed the  thought process 
behind formulation of Telepsychiatry 
Operational guidelines, the challenges 
that may arise while following the above 
guidelines with possible solutions.

Keywords: Telepsychiatry Operational 
Guidelines, Telemedicine Practice 
Guidelines, online prescriptions, e-pharmacy

Telemedicine in psychiatric care 
has opened avenues for individu-
als in need of psychiatric services 

ranging from consultation, obtaining 
medications, and obtaining nonphar-
macological interventions. In the recent 
past, the Government of India has noti-
fied guidelines for telemedicine practice, 
The Telemedicine Practice Guidelines—March 

2020 (TPG).1 In lines with the above doc-
ument, Telepsychiatry Operational Guide-
lines—2020 was brought forth to tailor 
the use of Telemedicine in psychiatric 
practice. In this article, we would dis-
cuss the guidelines concerning psycho-
tropic medications. “Psychotropic drug” 
is defined as any drug that can cause a 
change in mood, emotion, or behavior.2 
We will discuss the pros and cons of the 
guidelines, about writing an online pre-
scription, on how to ensure that medi-
cations reach patients following a tele-
psychiatry consultation, and the ethical 
issues involved in all of the above.

During a teleconsultation, the psychia-
trist has the responsibility of prescribing 
appropriate medications to the patient 
wherever required. Although the rules 
of Narcotic and Psychotropic Substanc-
es Act, Drug and Cosmetic Act 1940, and 
Rules 1945 apply while prescribing any 
medication similar to a traditional in-per-
son consultation,3 still some differences 
need to be understood while prescribing 
during a telepsychiatry consultation. Al-
though there are some restrictions as to 
what drugs can be prescribed online and 
in what context, the same clinical prac-
tice guidelines that are applicable for 
in-person consultation also apply here. 
Telepsychiatry Operational Guidelines 
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The Board of Governors in Superses-
sion of the Medical Council of India with 
previous sanctioning from the Central 
government of India notifies the list of 
medications in various categories from 
time to time.1 Groups of drugs that can 
be prescribed following a teleconsulta-
tion are as follows:
1.	 List O: This includes over-the-

counter drugs (OTC) that need to 
be readily and easily available to the 
general public and can be dispensed 
without a prescription, for example, 
paracetamol, antacids, ORS, vitamin 
supplements, tincture iodine, and 
cough lozenges. In times of public 
health emergencies such as epidem-
ics and pandemics, this list will also 
include all the necessary drugs rel-
evant to the health emergency situ-
ation.1 List O does not contain any 
psychotropic medications. Any indi-
vidual cannot procure psychotropic 
drugs without a valid prescription.5 

2.	 List A: Drugs in list A are relatively 
safe and have a very low risk of abuse. 
These can be prescribed after the first 
consultation on video only and on sub-
sequent “follow-up telepsychiatry con-
sultations,” which may be audio/vid-
eo/text-based for re-fill prescriptions.

3.	 List B: This includes drugs that can 
be used as an “add-on” for the ongo-
ing psychiatric prescription and are 
needed to optimize the treatment. 
The psychotropics in this list can 
be prescribed on “follow-up consul-
tation” only, which can be via text/
audio/video mode. The drugs in this 
list may change from time to time, 
depending upon the notification 
from the Governing Bodies repre-
senting the Government.

4.	 List C: This includes drugs that “can-
not be prescribed” after a tele-consul-
tation. This list includes Schedule X 
drugs of the Drug and Cosmetic Act 
1940 and Rules 1945, and drugs that 
come under the purview of narcotic 
and psychotropic substances listed 
in the Narcotic Drugs and Psychotro-
pic Substances Act 1985, for example, 
methadone, ketamine, zolpidem, co-
deine, and benzodiazepines.

Following the notification of the 
Telemedicine Practice Guidelines, it re-
mained to be clarified how a psychiatric 
consultation and prescribing psychotro-
pics should be carried out and which psy-

chotropic should figure in which of the 
list of drugs. It was in this scenario that 
various professional bodies took up the 
responsibility to segregate the psycho-
tropic medications into the lists. The In-
dian Psychiatric Society (IPS), Telemedi-
cine Society of India (TSI), and National 
Institute of Mental health Neurosciences 
(NIMHANS), Bangalore, came together 
to create a separate guidance document 
on telepsychiatry practice guidelines.6 

Although the task of deciding the drug 
list appeared to an easy job, multiple fac-
tors needed consideration. The main 
goal was to populate the lists so that it 
would bring clarity for the prescribing 
telepsychiatrist while at the same time 
ensuring the benefit for patients and 
also ensuring compliance with other le-
gal statutes. Therefore, the authors took 
two approaches which are described in 
Table 1. 

Table 1.

Approaches to Deciding the Psychotropics in the Various Drug 
Lists of the Operational Guideline

Approach 1: Including All First Line 
Treatments for Various Psychiatric 
Disorders in List A

Approach 2: To Include Essential Drugs in 
List A and Rest in List B

Pros •	 �Psychiatrist will have the advantage 
and ease of following treatment 
guidelines.

•	 �Psychiatrist can make a treatment 
decision in collaboration with the 
client, which would allow the client 
to take decision after understanding 
the details of the drug: its mecha-
nism of action, adverse effects with 
the available evidence.

•	 �Only those with a firm diagnosis will 
receive prescription.

•	 �Where the diagnosis cannot be 
arrived or when psychiatrist perceives 
the need to evaluate in more detail, 
he/she can insist on in-person con-
sultation before considering giving 
out prescription based on the limited 
information available. 

•	 �A RMP or health worker following 
collaborative consultation with a 
psychiatrist online can make psycho-
tropics available to the patients.

•	 �Any RMP who has undergone DMHP 
training in primary care psychiatry can 
prescribe psychotropic drugs, since 
essential drugs need to be made avail-
able in all health care settings, it would 
be easier for the RMP to prescribe 
without the patient facing difficulty is 
procuring psychotropic drugs.

•	 �All the basic psychotropic drugs are 
available in peripheral health settings. 

Cons •	 �First-line psychotropic drugs will 
vary depending on multiple factors, 
such as predominant symptomatol-
ogy, age of the patient, presence of 
comorbidities, special population 
such as pregnancy and lactation.

•	 �There are numerous guidelines/
protocols available for psychiatric 
illness management. 

•	 �All drugs may not be available and 
cost of drugs varies from each oth-
er; therefore, choosing few drugs 
over the other may create bias. 

•	 �List A drugs should be safe and low 
potential for abuse, which cannot be 
ensured for all psychotropic drugs.

•	 �As per TPG, RMPs can prescribe list 
A drugs in the first visit, if many 
psychotropics are included in list A, 
Medical Officers with DMHP training 
alone may find it challenging 
choose a drug from a very elaborate 
and lengthy list A.

•	 �Psychiatrist might feel constrained 
with the list containing only few drugs.

•	 �Drugs which a client can benefit in the 
first consultation—the psychiatrist 
may have to wait till follow-up con-
sultation to consider particular drug. 

TPG: Telemedicine Practice Guidelines, RMP: registered medical practitioner; DMHP: District Mental Health Program.
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The categorization is simple and easy 
to follow. The medications in list B be-
ing exhaustive allow the psychiatrist to 
choose a psychotropic from a wide range 
of psychotropics in follow-up teleconsul-
tations. List B includes most classes of 
psychotropics that are usually prescribed 
for treatment of psychiatric illness for 
both common mental disorders and se-
vere mental disorders. Depot antipsy-
chotics have considerable benefits in the 
treatment of schizophrenia, especially 
in ensuring treatment adherence.9 An-
tipsychotic drugs in list B include depot 
antipsychotics (e.g., fluphenazine deca-
noate in list A; zuclopenthixol decanoate 

After much deliberation in the pro-
fessional bodies like TSI, IPS and NIM-
HANS, Bangalore, the authors thought 
it logical to include all the essential psy-
chotropic drugs (enlisted under MHCA 
2017) in list A and the rest in list B. This 
approach seeks to ensure that psycho-
tropics so included in list A will be of 
the safe type, having a low potential 
for abuse, and of ready availability and 
accessibility. The list, however, is not 
the final one and would be revised from 
time to time, depending on the notifica-
tions by the Medical Council of India or 
other Governing Bodies. Table 2 broad-
ly lists various drugs in list A, B, and C

Strengths of the List of 
Drugs in Telepsychiatry 
Operational Guideline 2020 
The Telepsychiatry Operational Guide-
line is the first of such guidelines for any 
single specialty, catering to specific needs 
and requirements of psychiatry. The cat-
egories and list of drugs provide a clear 
idea about which drugs can be prescribed 
by a psychiatrist online and which can-
not be, thereby preventing indiscrimi-
nate prescription of drugs and providing 
a legal safety net to the psychiatrist when 
a particular medication is not prescribed. 

Table 2. 

Psychotropics Drugs in Each Category of Drugs6

Category Antidepressants Antipsychotics Sedative Hypnotics/
Benzodiazepines

Other Oral Psychotropic 
Medication

Injectable 

List A Imipramine
Escitalopram

Fluoxetine

Haloperidol
Risperidone
Olanzapine

Clonazepama

Clobazama
Mood stabilizer

Lithium carbonate
Carbamazepine

Sodium valproate
Antiepileptic drugs

Phenobarbitone, Diphenyl-
hydantoin

Anticholinergic drugs
Trihexyphenidyl

Inj. fluphenazine
Inj. haloperidol

Inj. promethazine

List B Sertraline, paroxe-
tine, desvenlafaxine, 

mirtazapine, citalopram, 
duloxetine, venlafaxine, 
doxepine, clomipramine, 

nortriptyline,
bupropion, amitripty-
line, fluvoxamine, and 
other antidepressants

Aripiprazole, quetiapine, 
clozapine, lurasidone, 

ziprasidone, chlorprom-
azine, paliperidone, 

iloperidone, amisulpiride, 
asenapine, zuclopenthixol, 

flupentixol, etc.

Mood stabilizers
Oxcarbazepine

Lamotrigine
Divalproex sodium and 

other drugs
Anticravings and aversive 

drugs 
Disulfiram
Topiramate

 Baclofen
 Naltrexone

 Acamprosate and other 
anticraving agents

Anti-dementia drugs 
Donepezil

Rivastigmine
 Memantine and other 

drugs used in the treatment 
of Dementia

Anti-ADHD drugsb

Atomoxetine
Clonidine

Modafinil and other drugs

cInjectables pre-
scription for depot 
Inj. zuclopenthixol

Inj. flupenthixol 

dList C – – Zolpidem
Diazepam

Lorazepam and other 
sedative hypnotic drugs

Methadone
Buprenorphine

Ketamine
Morphine
Tramadol
Codeine

Source. Adapted from Telepsychiatry Operational Guidelines-2020, Indian Psychiatric Society and Telemedicine Society of India in collaboration with National Institute of 
Mental Health and Neurosciences (Institute of National Importance), the list has in turn been adapted from Essential drug List of MHCA 2017.7

The above list broadly consists of the psychotropic drugs notified by the central government. The drugs in various categories may vary from time to time depending on the 
amendments and modifications put forth by the Board of Governors, Medical Council of India. aBenzodiazepines: clonazepam and clobazam were included in list A after amend-
ment by MCI.9 bAnti-ADHD drug methylphenidate cannot be prescribed via teleconsultation neither in first consultation nor in follow-up. cInjectable prescription is to be given 
only after Collaborative Consultation with an Registered Medical Practitioner or health worker. dList C drugs can never be prescribed by a psychiatrist after a teleconsultation—
first/follow-up consultation.
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and flupenthixol decanoate in list B) 
also, thus enabling the psychiatrist more 
choice to choose from.

Areas Where There Is Scope 
for Further Deliberation 
List A consists of only three antidepres-
sant drugs: imipramine, escitalopram, 
and fluoxetine. Among the tricyclic an-
tidepressants (TCA), amitriptyline is the 
commonly prescribed TCA,10,11 which is 
currently notified under list B (which 
means a psychiatrist can prescribe it only 
in follow-up). Being a widely prescribed 
antidepressant, including it in the list A 
would be beneficial to patients. 

Prescription patterns of benzodiaze-
pines show that clonazepam is the most 
commonly prescribed benzodiazepine, 
followed by lorazepam and diazepam.10,12 
Current guidelines restrict prescription 
to clonazepam and clobazam only. Di-
azepam and lorazepam are the essential 
drugs that are supposed to be available in 
all government health establishments.7 
Therefore, prohibition on prescribing 
diazepam and lorazepam through tele-
consultation needs to be relooked at, 
especially when telepsychiatry collabo-
rative consultation is carried out with a 
registered medical practitioner (RMP) 
or a health care worker from a prima-
ry care setting. The above described are 
a few areas where there is scope to add 
more psychotropic medications in list A. 
More such additions and revisions in the 
lists may be required as the number te-
lepsychiatry consultations increase that 
will enable to draw evidence from expe-
rience, which would make it possible to 
put forth the felt need to the governing 
bodies to make the necessary changes in 
the lists of medications (list A, B, or C).

Methods of Generating and 
Issuing a Prescription
Whenever a prescription is issued (in 
whatever manner it is), the rules of In-
dian Medical Council Regulations 2002 
should be adhered to.13 A prescription 
can be either handwritten or digitally 
generated. It should contain the generic 
name of the drugs in clear legible hand-
writing, preferably in capital letters, with 
the signature of the psychiatrist when it 
is handwritten. If it is a digitally generat-
ed prescription, then the generic name of 
the drug should be mentioned in capital 

letters along with a digital signature. The 
psychiatrist’s signature should be accom-
panied by his/her name, designation, and 
affiliation. Then, the prescription so gen-
erated can be sent either as a photo or as 
a scanned copy through appropriate com-
munication mode, which can be either via 
email or via WatsApp or similar platform. 
It is prudent to document the phone 
number/email (to which the scanned copy 
of the prescription is sent) in the consulta-
tion notes. Then, the patient can approach 
the pharmacy of his choice to obtain the 
prescribed medications.

Ethical Issues of Prescribing 
Medications and Dispensing 
Medications
As per the “Indian Medical Council (Pro-
fessional Conduct, Etiquette and Ethics) 
Regulations, 2002 (Amended on 2016),” 
registered medical practitioners are not 
supposed to run an open shop for the 
sale of medications other than those pre-
scribed by himself. Despite this, in India, 
many clinicians prescribe and dispense 
medicines by themselves.14 When the 
same person prescribes and dispenses 
drugs, it can lead to a conflict of inter-
est. The conflict is between adhering to 
the best possible practice guidelines and 
the financial gains of the clinician. This 
practice has been reducing in metro cit-
ies, but it is still widely prevalent in rural 
and semi-urban areas.15 Another probable 
issue is the availability of only certain 
psychotropic medications in the patient’s 
location wherein the psychiatrist has 
minimal choices and may need to pre-
scribe the drug that is readily available 
and accessible for the patient.

With the government giving the nod for 
telepsychiatry practice, the above-men-
tioned ethical issues will take a newer 
shape with newer ethical conflicts. When 
a psychiatrist prescribes medications to a 
patient residing in a metro or semi-urban 
area, he/she will have multiple pharma-
cies where they can approach and get the 
drug. If the patient is from a rural area, 
then obtaining prescribed medications 
will be an additional task for which he/
she will have to travel to an urban place, 
which will defeat the main purpose of 
telepsychiatry. Few psychiatrists might 
prefer to send the medications through 
parcel services to their patients and col-
lect the medication fee; this arrangement 

can be considered in the current situation 
of pandemic (lockdown). Still, otherwise, 
this is akin to doctor selling medications 
by himself as in in-person consultation. 
This invites a similar conflict of interest, 
where the psychiatrist dispenses a par-
ticular brand of psychotropic medicines 
directly to the patient by taking payment 
for monetary profit.  

E-Pharmacy
E-pharmacy is an Internet-based service, 
where the patient can upload his/her pre-
scription to the E-pharmacy website and 
then E-pharmacy will deliver the medica-
tion to the specified address. E-pharma-
cies have been in the Indian market since 
2015 when the Indian Internet Pharma-
cy Association formed. E-pharmacies 
are supposed to adhere to the Drug and 
Cosmetics Act 1940, Drugs and Cosmetic 
Rules 1945, Pharmacy Act 1948, the In-
dian Medical Act 1956, and Information 
Technology Act 2000.3 Of late, there has 
been a surge of E-pharmacy websites, 
and it is expected to grow by nearly five 
times by 2022.16 After the telepsychiatry 
guidelines have been released, E-phar-
macies have assumed a greater role in 
the delivery of medications to patients. 
In India, E-pharmacies are not governed 
by any specific law or regulatory body, 
whereas developed countries like the 
USA, Canada, and Australia have legal, 
regulatory organizations like the Nation-
al Association of Boards of pharmacy to 
regulate E-pharmacies. These regulatory 
bodies help customers in identifying real 
and fake E-pharmacies, and hence a need 
for such a statutory authority in India.3 
There is a potential conflict of interest 
area here as well: if the E-pharmacist 
ties up with a specific manufacturer and 
keeps the products of only that manufac-
turer, it would mean no option for the pa-
tient to choose from, which we strongly 
discourage. Another conflict of interest 
zone is when the drug manufacturer him-
self/herself opens an online portal for the 
delivery of prescribed medications. Doing 
so might break the rules of Pharmacy Act 
1948, which mandate that only licensed 
pharmacists can sell the medicines.15 
However, these issues can be curtailed by 
(a) doctors prescribing only generic med-
ication, which is also a mandate by the 
Medical Council of India,4 (b) E-pharmacy 
providing list of all brands, and its cost. A 
“one drug one price” policy is another way 
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to solve this problem. All drugs may be 
brought under “Drug Price Control” too. 

Privacy Issues
Section 23 of the Mental Health Care Act 
2017 speaks about the “Right to confiden-
tiality” of the patient, but TPG mandate 
mentioning of diagnosis on the prescrip-
tion guidelines. Writing the diagnosis on 
the prescription will mean revealing the pa-
tient’s illness to anyone who comes across 
it even by chance. Therefore, while generat-
ing a prescription psychiatrist should not 
violate both legislations mentioned above 
and mentioning the ICD or DSM code 
of the diagnosis is a suggested solution. 
With the ongoing integration of technol-
ogy into health care delivery, there is the 
possibility of integrating electronic health 
records with E-pharmacy soon. When that 
happens, the option will arise of directly 
sending the prescription to the E-pharmacy 
companies with the patient’s concurrence 
for dispensing the medication. 

Conclusions
Newer opportunities, challenges, and 
ethical issues arise with the official noti-
fication of Telemedicine and telepsychi-
atry. The opportunities include making 
health care accessible even to a person 
staying in the most remote of the plac-
es, obliterating the logistics barrier. The 
main challenge lies in ensuring that not 
just the psychiatrist’s opinion reaches the 
patient but also the required medications, 
especially to those who are living most 
remote place. The main ethical issue that 
might arise is psychiatrists selling medi-
cines or foreign pharma companies sell-
ing pills or pharma companies venturing 
into the area of selling their drugs direct-
ly to patients. Our recommendation is to 
have a regulatory body to supervise activ-

ities of E-pharma companies and protect 
the interests of the patients.
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than a breach of several other health care 
conditions, as considerable stigma still 
applies to psychiatric disorders. Addi-
tionally, the same can have more extreme 
legal implications compared to the data 
from different specialties.10 Thus, psy-
chiatrists and other mental health pro-
fessionals need to be aware of the issues 
related to data generation, handling, and 
disposal. This write-up aims to discuss 
topics related to data handling relevant 
to mental health professionals. This arti-
cle does not intend to go into the depth 
of the technical and computational as-
pects of data handling and access. Still, 
it provides a pragmatic overview of the 
issues involved in the generation and 
storage of the data in general.

Definition
Telepsychiatry is “the delivery of health 
care and the exchange of health informa-
tion for purposes of providing psychiat-
ric services across distances,”11 while dig-
ital medicine (of which digital psychiatry 
is a part) is “all the theory, knowledge, 
technology, and methodology which are 
involved in solving medical problems 
using modern digital technology in ba-
sic science, clinical medicine, preventive 
medicine, and so forth, to increase our 
understanding of life phenomena and 
the nature of disease as well as to im-
prove clinical diagnosis and treatment.”12

Data and its Facets
Data has been conceptualized differently 
by different experts13 but one of the ap-
pealing definitions is that data are the 
primary individual items of numeric or 
other information garnered through ob-
servation. Still, in themselves, without 
context, they are devoid of information. 
Data from the perspective of digital psy-
chiatry is any discrete information that is 
stored in a digital device and pertains to 
information about the patient, process of 

Data Handling for E-Mental Health 
Professionals

Abstract
Digital psychiatry and e-mental health 
have proliferated and permeated vastly 
in the current landscape of mental health 
care provision. The COVID-19 crisis has 
accelerated this digital transformation, 
and changes that usually take many years 
to translate into clinical practice have 
been implemented in a matter of weeks. 
These have outpaced the checks and 
balances that would typically accompany 
such changes, which has brought into 
focus a need to have a proper approach for 
digital data handling. Health care data is 
sensitive, and is prone to hacking due to 
the lack of stringent protocols regarding 
its storage and access. Mental health care 
data need to be more secure due to the 
stigma associated with having a mental 
health condition. Thus, there is a need to 
emphasize proper data handling by mental 
health professionals, and policies to 
ensure safeguarding patient’s privacy are 
required. The aim of useful, free, and fair 
use of mental health care data for clinical, 
business, and research purposes should 
be balanced with the need to ensure the 
data is accessible to only those who are 
authorized. Systems and policies should be 
in place to ensure that data storage, access, 
and disposal are systematic and conform to 
data safety norms. 

Keywords: Cyberpsychiatry, epidemiology, 
qualitative, review  

The use of telemedicine and digital 
platforms by the mental health 
professionals has accelerated 

during the current COVID-19 pandem-
ic.1 Keeping in mind the need for such 
services during the pandemic situation, 
the Government of India has provided 
guidelines for running such facilities.2

Telepsychiatry is a field in its own 
right and has been gradually increasing 
in scope and application. The ecosys-
tem of telepsychiatry has changed from 
being telephone-based to digital plat-
forms. Telepsychiatry permeates market-
ing and listing of mental health services, 

booking appointments, conducting in-
terviews and therapy, documentation, 
prescription generation, medication de-
livery, scheduling follow-up, and other 
activities. Various mental health sub-spe-
cialties can expand in scope and improve 
the delivery of services due to the poten-
tial of telemedicine.3 The promise of psy-
chiatric services in remote areas by using 
telepsychiatry has made it one of the 
important components of telemedicine 
services.4 Digitalized medicine is anoth-
er framework that includes using digital 
services and devices, whether connected 
to the internet or not, in the provision of 
medical services. This includes push to-
ward moving to computerized records 
instead of handwritten ones and using 
digital devices in the processes of provid-
ing care to the extent possible.

Many countries are already moving 
toward a national health record for its 
citizens, which is assessable by health 
care providers irrespective of location.5,6 
There are considerable benefits in terms 
of streamlining health care experience, 
reducing the need for repeat investi-
gations and assessments for the same 
conditions. Australia is a prime example 
of this. Most Western countries have 
well-defined standards and protocols in 
place for generating, recording, storing, 
and disposing of health care data. Simi-
larly, specific legal statute are governing 
the same. 

Expansion of telemedicine and digi-
tal services draws attention toward ap-
propriate handling of the data. Digital 
health care data is particularly insecure 
as health systems are not designed with 
security in mind. At the same time, it is 
one of the most valuable data from the 
perspective of privacy7 and health re-
search.8 There have been reports of health 
care data being hacked and then made 
available on the dark web.9 The breach of 
mental health care data is more sensitive 
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care, research, or secondary analysis of 
this information.

The potential sources of data of rele-
vance to mental health professionals are 
depicted in Figure 1. The source of data 
can be the interview and assessment pro-
cess, which can be audio or video record-
ed in a digital format. Data processing 
and extraction can be used to convert 
audio data into text. The information 
from the intake interview or subsequent 
mental health professional encounters 
may be coded into text either by writing 
the same information or using the au-
dio into the text form by using various 
software. This process is similar to the 
notes prepared after an interview, which 
are stored in files. Current technologies 
also allow for recognition of handwrit-
ing, conversion into text, and textual 
digitalization of old records as the con-
version of text into speech. This data is 
important as it provides information to 
other mental health professionals about 
what was the psychopathology, clinical 
concerns in a particular case, manage-
ment plan formulated, and treatment 
offered. This information would be quite 
valuable to understand previous treat-
ment approaches and what can be done 
in the future. Smartphone, wearable 
device, or computer-based applications 
can also be used for assessment of mood 
charting, administration of psychiatric 
rating scales, and momentary ecologi-
cal assessment.14,15 Nursing records also 
provide information on the physical and 
mental health conditions. Additional-
ly, the advent of real-time data through 
sensors are emerging avenues of data 
collection. Hand movement ascertained 
through actigraphy, originally used for 
sleep research, has been used to look at 
conditions like attention deficit hyper-
kinetic disorder and delirium.16,17 As the 
integration of sensors occurs more seam-
lessly with wearable devices, it is hoped 
that minimally obtrusive observation 
of many psychiatric conditions would 
occur in the natural home or work en-
vironment, and not just in the mental 
health professionals’ “chambers.” Other 
data sources include billing information 
linked to the mode of payment and other 
financial information; insurance infor-
mation about the patient, including the 
diagnoses, sums reimbursed through 

insurance, and the reasons for declining 
claims; and management of inventory 
including medications (especially when 
stocking regulated medications like bu-
prenorphine). The potential application 
of the digital data-based aspects of psy-
chiatric health care is not limited to the 
above, and many other potential appli-
cations are being tried, tested, refined, 
and implemented in the current circum-
stances. As mobile phones have become 
ubiquitous, many research and commer-
cial applications are now available to 
extract the data from the device sensors 
to study physiological functioning. For 
example, stress and nonstress conditions 
can be differentiated by monitoring elec-
trocardiogram using a chest strap sensor 
and galvanic skin response using finger 
sensors and a wrist cuff. This data can be 
transmitted reliably to a server via Blue-
tooth.18

A related consideration in the men-
tioned scheme of things is the storage 
of the data. Traditionally, patient infor-
mation has been stored in hardcopies of 
files, typically for at least five to ten years, 
with the ownership of the data resting 
with the patient. The digital revolution 
has allowed storage of data in the form of 
binary codes that is stored in disc drives. 
Texts, images, audio, and video are the 
common types of data from the health 

care setting that are stored. Localization 
of the stored data in disc drives in fixed 
computers and laptops and pendrives 
has given way to storage of data on mo-
biles, and access through the internet in 
remote locations. Uploading data in the 
“cloud” servers and accessing the data 
through intranet or internet has become 
commonplace. As the clinical data moves 
from paper files that can be physically 
locked to digital format across devices 
and often communicated via the inter-
net, it becomes increasingly susceptible 
to unauthorized access and hacking. For 
example, electronic medical records got 
locked due to a ransomware attack on 
Grays Harbor Community Hospital and 
Harbor Medical Group.19

Data access (i.e., who has access to the 
digital information and by what means) 
is a crucial consideration for telepsychi-
atry and digital psychiatry. Ownership 
and access to the data within regulato-
ry framework are some of the questions 
that are being deliberated upon. If the 
patient is the source of data, the health 
care provider is also a cocreator of the 
data. Many regulations over the world 
do recognize the privacy of the data of 
the patients, and unauthorized use is 
punishable. For example, the UK Data 
Protection Act of 2018 has a provision 
of penal fine of up to 17 million pounds 

Figure 1.

Potential Sources of Data for Mental Health Care Practice

Note. Electronic data related to mental health can be generated from patient interviews; smart devices; nursing 
records, specialist referrals and consultations, and self-filled checklists (can be through mobile devices); 
insurance claims and information; medication inventories; and administrative, scheduling, and billing sections. 
Information can be stored in mobiles, computers, or in the cloud.
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or the cloud, or any other medium. 
Using pendrive for data transfer 
can be unsafe as pendrives can get 
lost or accessed without authoriza-
tion. Hence, such a transfer should 
be minimized and anonymized if 
possible. Discarding of the storage 
medium after use should also be 
paid attention to, as that can be a 
source of data leakage. For paper 
records, medico-legal statutes usu-
ally require the health care provider 
to maintain records for a fixed time 
period before they can be disposed 
of. Hence digital data, too, must be 
appropriately stored and backed up 
to ensure compliance. Similarly, as 
for paper records, any post hoc alter-
ation must be suitably recorded by 
digital means. 

2.	 Encryption of patient data (encod-
ing of information) and other securi-
ty protocols: Data encryption helps 
to protect the data even if it is lost 
in transit or is accessed by unautho-
rized personnel. Several encryption 
strategies are available26 but effi-
cient data encryption methods are 
required to make the data available 
and minimal time and computation 
power is needed for encryption and 
de-encryption process. Similarly, 
other security protocols should be in 
place for the secure transmission of 
data. Password protection of data is 
one of the most conventional ways 
of access controls which ensure secu-
rity. End-to-end encryption has been 
provided in messaging and calling 
applications such as WhatsApp, 
Telegram, and Line. Telemedicine 
guidelines do mention WhatsApp 
as an application that can be used.2 
Ability to make voice calls, video 
calls to talk to the patient and their 
caregivers, and sending e-prescrip-
tions as a document, along with the 
ability to have text conversations, 
makes it an appealing application 
for telemedicine. Secret chat in Face-
book Messenger also provides end-
to-end encryption.

3.	 Access control policies: This pertains 
to the legitimate access holders of 
the data. The more the number 
of individuals who have access to 
data, the more are the chances of it 

on the organization using patient data 
without consent after permission from 
Confidentiality Advisory Group for seri-
ous breach if there is a failure to comply 
with the provisions and guidelines of 
data handling.20 Yet, the data curating 
and hosting services do have autho-
rized access on as-needed basis. Similar-
ly, health care providers have required 
access to the data for promoting the 
health of the patients and populations. 
Standards have been spelled out about 
data safety of electronic health records, 
both in terms of technical specifications 
and administrative requirements.21 The 
individuals or entities that are likely to 
have access to the data are the patient, 
clinician, receptionist or administrative 
staff, computer professionals who have 
set up the system and maintain it, and 
those who have access to cloud servers if 
the data is stored in the cloud. Similar to 
the paper medical records format, health 
care regulating authorities and law en-
forcement agencies, including judicia-
ry, may request for particular records. 
However, there needs to be a guidance 
for professionals and public, who are 
the main stakeholders. Hackers can gain 
access to the data when they mount an 
attack. However, data can become acces-
sible to unauthorized personnel when 
nonencrypted files are available through 
lost or discarded pendrives, computers, 
and laptops; and when individuals have 
left their stations/devices without “log-
ging out” of the health care data portal. 
Therefore, there is a need for individuals 
to understand the importance of such 
an act. Therefore, this needs to be part 
of induction training before getting in-
volved in providing telepsychiatry ser-
vices. Maintaining confidentiality of the 
data of patient information is everyone’s 
responsibility and all professionals need 
to understand that there are different as-
pects involved.

The electronic data in mental health 
care, both online and offline, can have 
multiple potential uses.22 The data can be 
of use to the patients to know the records, 
timelines, and appraisal of their men-
tal health, especially when they need to 
switch between different health care pro-
viders. Such electronic data may be use-
ful for the mental health professionals 
to know salient features of patient’s his-

tory, management, and course of illness. 
It may also be helpful for researchers to 
gain insights into the determinants of 
health and diseases and outcomes of 
patients with different interventions. 
For example, the research data can be 
used for suicide prevention and research 
on the long-term course and outcome 
of psychiatric disorders.23,24 The digital 
information is of use to insurers in ac-
tuarial sciences, in determining the risk 
of diseases, and the suitable premiums. 
Activity data may also be of relevance 
to engineers who would like to develop 
wearable devices for specific purposes, 
for example, having an indirect estima-
tion of drug responses in depression.25 
The electronically generated and stored 
information might be of consequence to 
the regulatory authorities to understand 
the adverse effects of certain drugs or 
interventions. Hospital administrators 
and managers may use health data for 
benchmarking, service utilization, and 
revenues. The blended data can be used 
at the state and national levels to inform 
public health policy and for allocation 
of funding for specific conditions. The 
pharmaceutical industry (and the health 
care industry in general) may be interest-
ed in the real-time sales data to estimate 
the demand for particular medications 
or pharmaceutical products. The finance 
industry may find the data relevant (if 
such data is accessible) to determine the 
credit-worthiness for certain individuals, 
especially if they are suffering from spe-
cific disorders. Advertisers may look at 
the volume of electronically stored data 
from one particular demographic where 
they would like to promote a product. 
Thus, the value of the mental health care 
data would be different for different en-
tities based upon their profile, goals, and 
directions. 

Handling of Data and its 
Importance
The above discussion underscores why 
the handling of data has to be given 
due consideration in the field of mental 
health. Following are some of the issues 
that are relevant to data handling.
1.	 Determination of the storage me-

dium: The storage of data can be 
on a laptop, desktop, local server, 
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being compromised. Access control 
policies should spell out who shall 
have access to the data (complete or 
partial) and in what circumstances. 
Such policies, when written and 
known in a health care organiza-
tion, help to create an environment 
of trust and accountability regard-
ing patient data. Also, different ac-
cess categories can be given entry 
to various segments of the data. For 
example, mental health profession-
als may have information of mental 
health records, but not billing doc-
uments. In contrast, administrative 
staff may have access to scheduling 
and billing records, but not psychi-
atric care records. 

4.	 Access loggings: This pertains to 
the access to the data by different 
individuals being logged. The log 
provides information about who all 
accessed the data (e.g.,, the doctor, 
nurse, secretarial staff), and when. 
This may be helpful to trace unau-
thorized access to data,27 especially 
in the situations of data hacking.

5.	 Automatic logout: Patient data may 
be unknowingly exposed to third 
parties when the last session had not 
been logged out. Automatic logout 
after a defined period of inactivity 
may reduce the chances of such inad-
vertent access to the health care data.

The handling of data is ingrained in 
the process of online consultation and 
needs to be in accordance with the local-
ly relevant guidelines. The telemedicine 
guidelines in India2 have provided some 
clarity in the manner in which telemedi-
cine services are to be provided and what 
measures are to be taken in the telecon-
sultation process. Some elements should 
be considered while providing services.2 
These apply to both treatment and pre-
vention of diseases, and for research pur-
poses. Additionally, it is recommended 
that log or record of telemedicine inter-
action and patient records, prescriptions, 
reports, documents, images, diagnostics, 
and data (both digital or nondigital) 
should be retained by the registered med-
ical practitioner. The invoice of the ap-
propriate fee charged by the practitioner 
should also be provided. Prescriptions, 
when issued, should not be in contraven-
tion of the provisions of the Drugs and 

Cosmetics Act and Rules. A photo, scan, 
digital copy of a signed prescription or 
e-prescription to the patient via email 
or any messaging platform can be sent, 
with explicit mention to the patient that 
he/she can get the medicines dispensed 
from any pharmacy of his/her choice.

Big Data Analytics
Big data has come up in health care in 
a significant manner, due to the colla-
tion of large patient databases, and ad-
vancement in the computational powers 
and techniques like machine learning.28 
Extensive data in the cloud and distrib-
uted systems offer an opportunity to 
access volumes of data to make conse-
quential inferences. Machine learning 
algorithms on the more massive data 
sets have resulted in gaining insights 
about diagnostics and therapeutics. 
Deep neural networks can be used and 
tested with the voluminous merged 
data from different practices and health 
care institutions. Data mining from big 
data is another exciting field that entails 
getting data of interest from a plethora 
of data that has been collected. One of 
the essential steps in big data analytics 
is the de-identification of the data. This 
means that identifying details of the 
patients are coded or removed so that 
the condition in question is available 
for analysis without providing details, 
which may lead to a breach of privacy. 
The data which are generally de-iden-
tified are name, social security number 
(or Aadhaar number in India, PAN card 
number or bank details), pin code, and 
date of birth.

Different Data and 
Reconciliation
One of the main challenges in compiling 
and comparing data has been different 
architectures of data storage. Each of the 
data systems may have its own defined 
data capture fields, delimitations, access 
codings, compression algorithms, and 
supported operating systems. Automat-
ic cross talk and data conversion across 
platforms are still a challenge. Hence, 
data of patients from different sources 
are reconciled first while aggregating 
across sources. This might require the 

use of dedicated software “middleware” 
for data exchange to occur.

Unique Situations Impacting 
the Handling of Data
There can be several circumstances when 
the handling of data may become chal-
lenging for mental health professionals. 
Therein, the usual protocols, means, 
mechanisms, and statutes may be called 
up into question. Some of these situa-
tions are discussed further.

Table 1.

Recommendations for E-Men-
tal Health Professionals for 
Handling Data

Do consider what data are to be collected 
from patients, where would that data be 
kept, who all would have access to the data, 
and to what component(s)of the data?

Ensure that all the mental health profes-
sionals are provided induction training and 
are updated regularly on local policies and 
protocols, including data security, login and 
logout protocols, and data handling. 

Separate traceable logins should be avail-
able for each individual who has access to 
the patient data.

Use software and data storage facilities 
that have data encryption facility and 
are adept in implementing data security 
protocols.

Data, when being used for other purposes 
like research, should be anonymized. Iden-
tifying data should be omitted at the time 
of copying the data. If the data is likely to 
be used for research, then it is better to 
inform the patient about it beforehand. 

Transfer of the data to colleagues and 
authorities should be documented by 
electronic logs in terms of what data was 
shared, when it was shared, how it was 
shared, and with whom it was shared.

Automated logout after inactivity should 
be the norm at the data entry, and access 
terminals for that pilferage of data can be 
avoided.

Disposal of obsolete hardware/data stor-
age devices should ensure that the data is 
wiped clean and securely disposed of.

Incidents of being hacked should be report-
ed to law enforcement or proper regulatory 
authority.

Exercise reasonable degree of caution 
while hiring services/ individuals/ appli-
cations for technological solutions for 
telemedicine services, emphasizing on 
patient’s privacy and confidentiality.
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Emergencies
During the teleconsultation process, 
patients may demonstrate the need for 
emergency care due to a threat of harm 
to self or others. Such a situation may 
occur if the patient is suicidal or express-
es violence due to psychotic symptoms. 
Therein, it is crucial to record the consul-
tation appropriately for further necessary 
action. The subsequent step could be the 
encouragement of known acquaintances 
to seek treatment in an emergency set-
ting, or involvement of local law enforce-
ment to defuse the situation. The breach 
of confidentiality would need to adhere 
to the telemedical rules and regulations 
and the legal statutes. The teleconsulta-
tion may also serve as evidence in case 
there is legal fallout of the situation. 

Psychotherapy
Online psychotherapy has also gathered 
steam to prevent the need to travel and 
physical infrastructure for face–to-face 
psychotherapy sessions.29 While psycho-
therapy has been found to be effective 
when conducted online, caution has 
also been expressed about its uptake.30 
The data of the patient emanating out of 
online psychotherapy can be in the form 
of digital notes and audio/video records 
of the session. The documents are po-
tentially instructive, may work well for 
reflections or teaching material for ther-
apies, and also add-on the patient’s men-
tal health profile. However, safe-keeping 
of such data of the patient also needs 
to be emphasized to maintain anonym-
ity and confidentiality. Psychotherapy 
is more appealing to clients when they 
feel secure and their privacy respected. 
Ensuring such concerns of the clients are 
honored would be essential for digital 
uptake in psychotherapy practices.

Access to Family Members
The Mental Healthcare Act of 2017 man-
dates that the nominated representative 
can seek information about the diagno-
sis and treatment of the patient. Howev-
er, when the patient does not want the 
information to be disclosed to family 
members, then the support needs of the 
patient may need to be looked at. When 
there are high support needs of the pa-
tient or when capacity is lacking or when 
the patient is a minor, then the nominat-
ed representative would make decisions 

for the patient and would need infor-
mation about previous diagnosis and 
treatment. In such situations, it might 
be prudent to provide information to 
the nominated representative. However, 
when the patient has low support needs, 
it is better to have consent from the pa-
tient (preferably audio-recorded, vid-
eo-recorded, emailed, or texted) before 
disclosing information to the relative. 

Access to Regulatory 
Authorities
As the digitalization of services increases, 
the data is also likely to be under the scru-
tiny of the regulatory authorities (as with 
hardcopy case records). Data appraisal 
and compliance might be required in 
health care, as has been becoming com-
monplace with financial data. Data sys-
tems would need to be compliant with 
regulatory standards. The Health Insur-
ance Portability and Accountability Act31 
of 1996 of the United States is one of the 
initial such regulatory framework imple-
mented to ensure the privacy and securi-
ty of the digitalized patient data.

The Interface of Data of 
Different Disorders or 
Specialties
The internet of things32 is expanding its 
footprint, and it aims to interconnect 
different devices and data streams to im-
prove experience and output, health care 
in this case. As patient care improves with 
real-time monitoring of various physio-
logical parameters, treatment decisions 
are being expedited for several diseases. 
Remote observation and intervention 
are becoming possible, with even robotic 
surgeries being performed by surgeons 
in a different location. Such real-time 
data capture and patient monitoring may 
become commonplace in mental health 
care, especially for patients who are vio-
lent or suicidal, and multimodal inputs, 
including vocal intonations, sudden jar-
ring movements, and autonomic param-
eters may be used to develop predictive 
models and preemptive action protocols. 

Data Breaches and Data 
Hacking
Data breach is an encompassing term 
that implies that data has been available 

to nondesignated individuals or entities. 
The data breach does not mean a ma-
licious intent. It can occur due to data 
loss or improper data disposal, along 
with incidents of data hacking that are 
done with malicious intent.33 Data hack-
ing includes unauthorized access to the 
data or blocking the working of data 
management systems with the intent of 
obstructing work or getting ransom (ran-
somware). Over time, health care data 
breaches have resulted in the loss of data, 
exposure of identified data to unautho-
rized personnel, and disruptions in the 
functioning of the hospitals. Suitable ex-
posure reduction, security enhancement, 
and organization access control features 
are likely to reduce the instances of such 
data breach and hacking. Guidelines and 
uniform policies would help to bring clar-
ity and standard operating procedures 
for data handling. The concept of ethical 
hacking entails hacking with the intent 
of exposing vulnerabilities, so that cor-
rective measures can be taken to enhance 
security systems in place, both in the soft-
ware and in the procedural accesses.

Recommendations 
for E-Mental Health 
Professionals for Handling 
Data
In this section, we provide some recom-
mendations for mental health profes-
sionals as they handle the data, from the 
perspective of telemedicine and digital 
psychiatry. These are summarized in 
Table 1.

Issues of Consent for the 
Generation and Use of Data 
(Clinical and Research)
Prescription—Requirements 
as per the Telemedicine 
Guidelines
Incomplete data has several problems as-
sociated with it. These can be legal, clini-
cal, and research related. Incomplete data 
ascertainment can lead to suboptimal 
care, which may make a practitioner lia-
ble to negligence. For example, regularly 
conducting and documenting mental sta-
tus examination for a patient with bipo-
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lar disorder frequently, especially when 
making decisions about changing medi-
cations or considering admissions, would 
be helpful, especially if adverse outcomes 
occur and patient’s family would like 
to take to court. The capture of data is 
related to documentation of data, with 
the tenet that if it was not documented, 
then it was not asked (this being simi-
lar to hardcopy records). Thus, attempts 
should be made to provide reasonable 
comprehensiveness of data, that is, what 
an adequately trained professional is like-
ly to record or proceed with. The clinical 
issue with lack or loss of data is that the 
management plan would be impeded if 
crucial information is missing. The inad-
equacy of data may not serve to assist in 
research and, therefore, policies. 

Legal requirements while dealing with 
data for mental health professionals per-
tain to Indian Medical Council (Profes-
sional Conduct, Etiquette, and Ethics) 
Regulations, 2002, and with the relevant 
provisions of the IT Act and the notifica-
tions that are issued from time to time 
regarding the protection of privacy and 
confidentiality of the patient. The recent 
Indian telemedicine guidelines mention 
that registered medical practitioners will 
not be held responsible for breach of pri-
vacy provided that it was caused by tech-
nology or some other person, provided a 
reasonable degree of caution was taken 
for the hiring of such services. Willful 
compromise of patient confidentiality is 
not permissible, for example, misusing 
patient images and data, especially pri-
vate and sensitive in nature, using tele-
medicine to prescribe medicines from 
the specific restricted list, and soliciting 
patients for telemedicine through any 
advertisements or inducements. It is im-
portant to be aware of of legal provision 
from the Information Technology Act 
(section 22) which provides that anyone 
who has secured access to any electronic 
record, book, register, correspondence, 
information, document, or other materi-
al without the consent of the person con-
cerned discloses such electronic record, 
book, register, correspondence, infor-
mation, document, or other material to 
any other person shall be punished with 
imprisonment for a term which may ex-
tend to two years, or with fine which may 
extend to one lakh rupees, or with both.34 

The section 108 of Mental Health Care 
Act, 2017, mentions that any person who 
contravenes any of the provisions of this 
Act, or of any rule or regulation made 
there under shall for first contravention 
be punishable with imprisonment for a 
term which may extend to six months, or 
with a fine which may extend to 10,000 
rupees or with both, and for any subse-
quent contravention with imprisonment 
for a term which may extend to two years 
or with fine which shall not be less than 
50,000 rupees but which may extend to 
five lakh rupees or with both. This is rele-
vant when considering provision of con-
fidentiality under section 23 of the Act.  

An expanding ambit would be the use 
of telemedicine for the conduct of re-
search or the use of secondary data for 
research purposes. We offer specific sug-
gestions for dealing with various issues 
about data handling in such circumstanc-
es (Table 2). However, there is a need to 
formulate guidelines for the same. It is 
important to develop guidelines about 
safeguards for the patient and families in 
terms of how their data may be used for 
research purposes. Several online ques-
tionnaire services are now available, such 
as SurveyMonkey and Google Forms. 

Conclusion
As mental health professionals deal with 
voluminous amounts of data, attention 
is drawn toward proper handling of the 
data. Data and its collective analysis are 
useful for the current patient as well as 
other patients. Loss of data and its un-
authorized access puts the privacy of 
the patients at risk. Efforts are required 
to improve the security protocols of data 
handling to ensure that confidence is 
retained in the e-mental health services. 
Continued efforts at improving data 
generation, storage, handling, and dis-
posal are likely to improve the care, care 
processes, and outcomes of the patients. 
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Table 2.

Suggestions for Data Han-
dling During Conduct of Men-
tal Health Research

Conduct of Research Through  
Telemedicine
•	 �Consider collecting anonymized data if 

possible, especially for cross-sectional 
studies (i.e., avoiding capture of IP 
address, name, Aadhaar number, date 
of birth, and pin code)

•	 �Consider using end-to-end encrypted 
platforms for data collection.

•	 �Consider taking consent using 
checkboxes developed as an online 
form. Multiple boxes can be used for 
different elements of data collection.

•	 �Check the data collection process by 
dummy entries to check whether data 
capture is working properly.

•	 �Consider whether the online mecha-
nism of data collection would be used 
or asynchronous periodic data upload-
ing. If data is not immediately sent, 
then there is a chance of data loss due 
to device malfunction, theft, and data 
corruption.

•	 �Consider beforehand who all will have 
access to the data (preferably those 
who have access intimated in a mail).

•	 �Electronic vaults can be used to store 
the data. Data should be securely 
deleted after conducting the analysis.

•	 �In case emailing of data is required, or 
data has to be posted in a repository, 
then the de-identification of the data 
should be ensured. 

•	 �Consider having ethics committee 
oversight for the study.

Conduct of Secondary Data Research
•	 �Consider collecting anonymized data, 

if possible, from the source. Consider 
minimal information being drawn from 
the sources.

•	 �Consent might not have been taken 
from the participants beforehand. 
Consider having ethics committee 
oversight for the study.

•	 �Consider beforehand who all will have 
access to the data (preferably those 
who have access intimated in a mail).

•	 �Electronic vaults can be used to store 
the data. Data should be securely 
deleted after conducting the analysis.

•	 �In case emailing of data is required, or 
data has to be posted in a repository, 
then the de-identification of the data 
should be ensured. 

•	 �Certified email systems should be 
used for the transmission of health 
data, making sure attachments are 
password protected. Corporate and 
subscription-based emails offer better 
security than free email service. Some 
health organizations (e.g., NHS) specif-
ically certify their emails to communi-
cate health data. 
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schemes include Employment State In-
surance (ESI), Rashtriya Swasthya Bima 
Yojana (RSBY), Central Government 
Health Scheme (CGHS), and Ayushman 
Bharat. Most insurance plans provide 
coverage for acute or prolonged inpa-
tient care and day-care (ambulatory) 
procedures. Outpatient medical care is 
not covered by most public or private 
insurance companies barring a few ex-
ceptions, such as Swavlamban and Ni-
ramaya scheme (public) and Star Health 
Insurance (private insurer). 

Based on how payments are processed, 
a health insurance claim is of two types: 
The first method is via cashless process-
ing, where bills for services are direct-
ly submitted to the insurance agency 
(third-party payer) by the affiliated hos-
pital. The other method requires the 
upfront payment of the treatment costs 
by the patient, who can later file for re-
imbursement from the insurance agency. 
Insurance Regulatory and Development 
Authority of India (IRDAI), a regulatory 
body that monitors and regulates the 
functioning of the insurance companies: 
both public sector and private sector 
insurance companies (for both health 

Telepsychiatry and Medical Insurance: 
Comparative Perspectives Between India 
and the United States

ABSTRACT
Telepsychiatry is a cost-effective 
alternative to in-person psychiatric 
consultations. The COVID-19 pandemic 
brought about a sharp spike in the 
utilization of telepsychiatry due to ongoing 
restrictions on gatherings and traveling. 
In recognition of the importance of 
telemedicine in general, and telepsychiatry 
specifically, telemedicine practice 
guidelines and telepsychiatry operational 
guidelines have been released. Due to the 
rising trend in telemedicine, the Insurance 
Regulatory and Development Authority of 
India (IRDIA) incorporated teleconsultation 
health insurance coverage at a level on 
par with regular in-person consultations. 
In contrast, in the United States of 
America, private insurance coverage for 
telepsychiatry has been in vogue for some 
time. In this paper we draw comparisons 
between  India and the United States  on 
telepsychiatry and health insurance. We 
compare the evolving regulatory policies of 
these two countries in relation to existing 
insurances plans that are available, 
the challenges in implementation of 
new regulations and the possible ways 
to overcome the challenges to make 
telepsychiatry affordable to all.

Keywords:  Telepsychiatry, insurance, India , 
US, Medicaid, Medicare, IRDAI

Telemedicine is defined in the 
broadest sense as “interactive au-
dio, video, or data communication 

for clinical care provision, provided in 
place of in-person treatment.”1 Telepsy-
chiatry is a branch of telemedicine that 
allows clients with barriers to in-person 
visits to interact with mental health pro-
fessionals using the telephone or vid-
eo-conferencing devices. The primary 
“physical” examination for psychiatric 
assessment is the mental status exam-
ination, which relies on interactive com-

munication to assess emotional state 
and cognitive functions—this makes 
psychiatric care adapt well to the use of 
electronic interfaces. The social-distanc-
ing recommendations accompanying 
the ongoing COVID-19 pandemic have 
led to an increased demand for psychi-
atric care provision through telepsychia-
try in India and the United States (US).2 
In this article, we compare the medical 
insurance systems in India and the US 
with a focus on telepsychiatry and con-
trast the way the two systems have been 
able to respond to the recent increased 
demand for these services.

Health Insurance in India
Health insurance provides payment to 
health care providers for the cost of a pa-
tient’s medical treatment, as specified by 
the insurance plan in which the patient 
is enrolled. In India, health insurance 
is broadly categorized into private and 
public health insurance. Public insur-
ance is provided by the government to 
the economically poorer sectors and se-
lected vulnerable populations, such as in-
dividuals with disabilities. Public health 
insurance is financed by state and cen-
tral government funds. A few schemes 
require insurers to pay a nominal sum 
as premiums. In contrast, private insur-
ances operate by charging periodic pre-
miums that the insured regularly pays to 
have ongoing health insurance coverage. 
There are more than 20 companies that 
offer private health insurance. Public sec-
tor government-owned health insurance 
companies also provide health insurance 
coverage by charging premiums simi-
lar to private operators: there are about 
four such companies (Table 1). Govern-
ment health insurance (and assurance) 

Table 1. 

List of Public Sector Health 
Insurance Companies Owned 
by the Government 

Sl No Public Sector Health Insurance 
Companies in India

1 The New India Assurance  
Co. Ltd

2 United Insurance Company

3 National Insurance Co. Ltd

4 Oriental Insurance
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and other general insurance matters). 
Mental illnesses recently got included 
in the ambit of health insurance under 
the directions IRDAI quoting the Men-
tal Health Care Act (MHCA) 2017 (Sec-
tion 21). Nevertheless, complete mental 
health coverage is still not embraced by 
most insurance companies.3 Preexisting 
mental illnesses are covered by Nirama-
ya and Swavlamban insurance schemes 
(which are government health insurance 
schemes)4 and by few private insurance 
companies (for higher premiums).5

Insurance Coverage for Psy-
chiatric and Telepsychiatry 
Services in India
The MHCA 2017 is a milestone in the 
history of psychiatric care in India and a 
laudable step toward improving care for 
persons with mental illness. Section 21 
of the MHCA 2017 mandates that every 
health insurance provider should pro-
vide equitable coverage for mental ill-
nesses similar to physical illnesses. This 
provision in the MHCA 2017 legislation 
is similar to the Mental Health Parity 
and Addiction Equity Act introduced in 
2008 in the US. Due to the chronic na-
ture of many psychiatric conditions, 
the limitation on insurance coverage of 
outpatient services in India is likely to 
become a limitation to access telepsy-
chiatry consultation. Many clients who 
have private health insurance are un-
aware of the option to purchase add-on 
outpatient services, most likely due to 
inadequate information provided by the 
insurance agents, thereby increasing the 
health expenditure for that individual. 
Ayushman Bharat, arguably the largest 
health assurance scheme in the world, 
does not provide coverage for outpatient 
consultation, thereby creating a chal-
lenge to patients with psychiatric disor-
ders, who generally require continued 
outpatient care for the long term. 

Severe restrictions on travel in India, 
brought by the COVID-19 outbreak has 
accelerated the adoption of telecommu-
nication usage into the health sector, 
and telemedicine has become a consid-
erable boon to health care providers and 
consumers.6 Telecommunication-based 
health services were operational in In-
dia even before the COVID-19 pandemic, 

albeit with no legal framework to pro-
vide oversight.7 The COVID-19 crisis has 
played a pivotal role in highlighting the 
benefits of telecommunication-based 
health services, which has led to the es-
tablishment of Telemedicine Practice 
Guidelines (TPG) on Mar 25, 2020, by the 
Medical Council of India. TPG provides 
the legal and regulatory framework for 
telemedicine practice in India.8 Soon 
after TPG, Telepsychiatry Operational 
Guidelines (TOG) were formulated spe-
cifically for psychiatric practice.9 Subse-
quently, IRDAI issued a notification to 
insurance companies to provide insur-
ance coverage for the teleconsultations 
on par with in-person consultations.10 It 
is praiseworthy that IRDAI took such ac-
tion within two months of the establish-
ment of TPG. IRDAI ascertains that such 
claims should be in line with the “terms 
and conditions” in the insurance policy 
contract issued to the client at the time of 
premium payment. It may be noted how-
ever that only a handful of companies of-
fer outpatient service coverage5 usually 
as an add-on; therefore, all policies may 
not provide coverage for telepsychiatry 
services, which would essentially count 
as outpatient health service.

India: Overcoming 
Challenges with Insurance 
Coverage for Telepsychiatry 
Highlighted by the 
COVID-19 Pandemic
The TPG and TOG allow a psychiatrist 
to opt for teleconsultation whenever 
in-person consultation is not possible, or 
the client and the psychiatrist agrees to 
choose the “tele” mode of consultation. 
These guidelines also give an outline 
of safe and secure methods to maintain 
medical records of teleconsultations. Fi-
nancial reimbursements for psychiatric 
teleconsultation services are not yet stan-
dardized in India. Analogous to in-per-
son visits, teleconsultations incur a fee. 
In India, the teleconsultation fee can be 
paid either out-of-pocket by the patient 
or through insurance coverage (which re-
quires more clarity as of now). The lack of 
standardization of payment coverage for 
teleconsultations can lead to huge bills 
for patients.

With regard to public insurance 
schemes, only a couple of them have 
provisions for covering outpatient con-
sultations (Swavlamban and Niramaya 
scheme).4,11 The flagship Pradhan Mantri 
Jan Arogya Yojana (PMJAY) under the 
Ayushman Bharat scheme does not cover 
Out-patient (OP) consultations,12 exclud-
ing the brief prehospitalization (2 days) 
and the posthospital (15 days) periods 
during which it is covered. Understand-
ably this would not come to the benefit 
of many patients in psychiatry who will 
require continued follow-up care on an 
OP basis.

Central Government Health Scheme 
(CGHS), a health assurance scheme, pro-
vides benefits to all present and former 
Central Government employees. CGHS 
covers both outpatient as well as inpa-
tient expenses. Recently, in view of the 
COVID 19 pandemic, the CGHS scheme 
has enabled teleconsultations for its 
beneficiaries for certain specialties such 
as medicine, ENT, eye, orthopedics, but 
psychiatry was not included.13 Govern-
ment schemes such as CGHS and PMJAY 
should expand coverage to include tele-
medicine and telepsychiatry service. 

Health Insurance in the US
In the US, health insurance is broadly cat-
egorized into private and public health 
insurance (governmental programs). 
The Affordable Care Act (Obamacare) 
originated in March 2010 after it was 
passed by the US congress, establishing 
basic legal protections for health care: 
a near-universal guarantee of access to 
affordable health insurance coverage, 
from birth through retirement. By 2018, 
a major portion of the population under 
the age of 65 got insurance covered either 
by private health insurance through their 
employers (67.3%) or by the direct pur-
chase of health insurance (12.2%). Public 
insurance through Medicare (17.9%) and 
Medicaid (16.5%) programs that came 
into existence in 1965 covers 34.4% of the 
US population.14 The Center for Medi-
care & Medicaid Services (CMS) provides 
administrative oversight over Medicare, 
Medicaid, and other Federal (central) 
health care programs, overseeing all reg-
ulatory and funding decisions.14 Table 2 
describes the salient features of Medic-
aid and Medicare.



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 202094S

Viewpoints

ceive health care services through pub-
lic clinics and hospitals, state and coun-
ty public health department programs, 
or private providers who finance the 
care through charity by shifting costs to 
other payers.18,19 Pharmacies often pre-
scribe select medications for free or at a 
low cost.

Insurance Coverage for Psy-
chiatric and Telepsychiatry 
Services in the US
The American Psychiatric Association 
(APA) formally endorses the use of tele-
psychiatry for the following psychiatric 
services: initial psychiatric assessment, 
medication management, individual, 
group, and family therapy; and psycho-
education. The APA bases this support 
on strong evidence that telepsychiatry 
results in improved patient outcomes 
and high client satisfaction surveys.20 
The broad reach of telepsychiatry in the 
US has enabled care providers to effec-
tively administer evidence-based care to 
formerly inaccessible populations, in-
cluding children and adolescents, nurs-
ing home populations, college students, 
veterans, rural residents, immigrants, 
and incarcerated individuals.21

Despite the success of telepsychiatry, 
state restrictions on Medicaid cover-
age(government-funded) insurance, by 
provider-type and credentialing status, 
and which limit coverage only to pa-
tients in approved rural setting sites, 
have constrained the use of this modal-
ity. Even as states gradually lift these 
restrictions and new laws mandate 
insurance parity between equivalent 
in-person and telemedicine visits, ad-
ministrative approval by government 
insurance agencies lags.1 However, the 
Covid-19 pandemic has serendipitously 
led to significant relaxing of these legal 
restrictions, thus facilitating new insur-
ance models for telepsychiatry in the US.

The Affordable Care Act, with its goal 
of affordable access, allowed many in-
surance companies to embrace coverage 
for telemedicine services, even before 
the pandemic. States are increasingly 
passing parity laws mandating private 
insurance companies to provide cover-
age for telemedicine services.22 At the 
time of this writing, many states and 

The Medicare program is managed by 
CMS at the federal (central) level and re-
sembles the government insurance pro-
gram overseen or sponsored by the Cen-
tral Government in India. Medicare is a 
uniform national health insurance pro-
gram designed to cover individuals aged 
65 or older, individuals younger than 65 
with disabilities, and people of any age 
with end-stage renal disease. Medicare 
is primarily funded by taxes from work-
ing people to provide services to aged 
beneficiaries. Similar to government in-
surances in India, Medicare coverage pri-
marily supports acute care like inpatient 
hospitalizations and emergency medical 
conditions. Medicare also supports long-
term nursing home care and routine eye 
care; importantly, outpatient prescrip-
tion drugs are not covered. Unlike India’s 
public insurance, Medicare beneficiaries 
can purchase; Medicare-approved pri-
vate supplemental health insurance to 
cover their prescription medications.15

Medicaid is a cooperative, jointly fi-
nanced by federal and state health in-
surance programs for qualifying low-
er-income adults between ages 18 and 65, 
pregnant women, and children. It covers 
preventive, acute, and long-term care ser-
vices. The federal share of total expendi-
tures ranges from 50% to 83%, with the 
poorer states receiving a higher match 
from the Federal Government. In Feb-
ruary 2020, 48 state Medicaid programs 
reimbursed some form of telepsychia-
try services.16 Medicaid reimbursement 
varies across different states, with ten 
state Medicaid programs reimbursing 
fee-for-service for not only general, syn-
chronous or live interactive audio–video 
conference, the most universally accept-
ed format, but also Remote Patient Man-
agement and store-and-forward care 
provision. State Medicaid policies, rules, 
and laws are rapidly changing for telep-
sychiatry, especially since the beginning 
of the Covid-19 epidemic. The benefit 
of unprecedented parity for coverage of 
equivalent psychiatric services by tele-
medicine in many states is qualified by 
uncertainty about whether the current 
funding models will continue once the 
pandemic recedes.16 

The majority of the US population 
is covered by private health insurance. 
Covered individuals are required to pay 

a monthly premium for their insurance. 
State insurance commissioners in the 
US provide regulatory oversight for over 
more than 900 private health insurance 
companies. The federal government does 
not generally regulate private insurance 
companies. Minimal coordination oc-
curs between private and public insur-
ance programs; some people have both 
public and private insurances while oth-
ers have neither. However, strategically, 
CMS generally leads the way in setting 
new policy, with the private insurance 
community often shifting their coverage 
strategy to mirror that of CMS. 

In the private health insurance arena, 
The Health Maintenance Organization 
Act of 1973 established the foundation for 
managed care organizations (MCO) and 
their comprehensive cost-saving meth-
ods. An MCO is a health plan with a group 
of doctors and other providers working 
together to provide health services to its 
members in a manner organized to man-
age cost, utilization, and quality. MCO’s 
differ from simple private insurers such 
as Blue Cross/Blue Shield by being verti-
cally integrated systems that provide not 
only the insurance coverage to their cli-
ents but also the health and delivery sys-
tem. Often businesses contract with these 
MCOs to provide health care coverage for 
their employees. The policy of each MCO 
dictates many aspects of health care. Pro-
vider networks influence how and where 
a patient receives their medical care. Uti-
lization management, medication for-
mularies, and provider incentives influ-
ence the health care delivery options the 
provider selects (Table 3).17 Coverage for 
psychiatry, addiction, and telepsychiatry 
services are determined by the individual 
MCO and can vary widely. 

More recently, large health care sys-
tems, such as the Cleveland Clinic, have 
begun to provide their own health care 
insurance product to better access their 
facility for services.

As of 2018, approximately 8.5% (27.5 
million) of the US population were un-
insured at any point during the year. 
Nevertheless, persons in the US with-
out health insurance are not devoid of 
health care options. Although unin-
sured patients receive fewer and less co-
ordinated services than individuals with 
insurance, many uninsured patients re-



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 95S

Viewpoints

private insurers provide not only parity 
of Psychiatry services between telep-
sychiatry and in-person visits but also 
parity of reimbursement levels within 
the standards and scope of usual prac-
tice. State laws regulating telepsychi-
atry practice and reimbursement vary 
widely across the US; hence, Mental 
Health Professionals desiring to practice 
telepsychiatry need to acquaint them-
selves with their states’ laws governing 
insurance reimbursement for services, 
regulations concerning obtaining con-
sent for treatment by telemedicine, and 
rules governing practicing across state 
lines. MCO are increasingly joining 
hands with companies that provide 24/7 
access to care at a low cost by physicians 
who partner with these entities.23 In es-
sence, telepsychiatry could be an option 
to meet the growing demands for urgent 
psychiatric assessments. 

Coverage for psychiatry, addiction, and 
telepsychiatry services are determined by 
the individual private insurer or MCO 
and can vary widely. Prior to scheduling 
a video/telephone consultation, patients 
typically check with their individual 
MCO insurance provider to determine 
if psychiatry services are approved, if 
the desired provider is in-network, and 
whether telepsychiatry services are cov-
ered. Some states have mandated that 
telepsychiatry services are reimbursed.24

In view of the many benefits of tele-
health, many states in the US are im-
plementing policies promoting the uti-
lization of telemedicine services. The 
American Telemedicine Association (ATA) 
has released its 2019 State of the States 
Report: “Coverage and Reimbursement,” 
which describes policies and telehealth 
laws, allowable patient settings for tele-
health, allowable technologies and insur-

ance provider types, reimbursement and 
coverage, across all states and District of 
Columbia (DC) in the US. Most states do 
not reimburse telehealth e-mails, phone 
calls, or fax communications.

Important conclusions of ATA report 
201924 and Center for Connected Health 
Policy (CCHP) Spring 20201:
1.	 Since 2017, 40 states and the DC have 

functional policies on telehealth cov-
erage and reimbursement. All 50 
states and DC currently reimburse 
for some type of live video telehealth 
services. Reimbursements vary wide-
ly from state to state with regards to 
medical specialties covered.

2.	 A total of 36 states and DC have par-
ity policies (equivalent coverage of 
in-person health services reimburse-
ments and telehealth reimburse-
ments) for private payer coverage 

3.	 Medicaid payment parity policies exist 
in 28 states; 16 of them have mandated 
payment parity for private payers.

4.	 The majority of states recognize the 
benefits of remote patient monitoring 
(RPM) and store and forward (S&F); 16 
state Medicaid programs reimburse for 
store-and-forward, and 23 states reim-
burse for remote patient monitoring.

5.	 The patient’s residence is not eligible 
as the originating (patient-located) 
site. Nineteen states do allow the per-
sonal residence to be an originating 
site under certain rules.

6.	 Thirty-nine states and DC have a con-
sent requirement in Medicaid policy, 
regulation, or the law. This usually 
includes either a verbal or written 
acknowledgment by the patient that 
their care will be provided—by tele-
health in place of an in-person visit, 
an acknowledgment of (remote) risk 
of penetration of HIPAA protected 
platforms by hackers or malware, and 
agreement to participate in the visit in 
a HIPAA compliant private location.

US: Overcoming Challenges 
with Insurance Coverage for 
Telepsychiatry During the 
COVID-19 Pandemic25

Telehealth policies during COVID-19 
have been rapidly evolving. In the US, 
Medicaid providers now have broad 

Table 2. 

Medicare and Medicaid Descriptions
Insurance Medicare Medicaid

Governance Federal health insurance 
program; strictly governed by 

federal government

Joint federal and state program; 
but governed by state govern-

ments

Eligibility criteria (a) 65 years or older; (b) under 
65 with certain disabilities; (c) 

any age and who have End-Stage 
Renal Disease (ESRD) or Amyo-
trophic Lateral Sclerosis (ALS)

Individuals and families with 
limited income and resources 

Coverage includes Inpatient care; skilled nursing 
facility (Part A); outpatient, and 
some preventive care (Part B), 

prescription drugs (Part D)

 Inpatient care; skilled nursing 
facility, outpatient care in feder-
ally qualified health center, rural 

health clinic

Costs Cost depends on the coverage Cost depends on the individuals’ 
income and the rules, policies, and 
procedures in the given state. Each 
state has their own Medicaid rules

Table 3. 

Common Types of MCOs
Health Maintenance Organizations (HMOs): A patient chooses an in-network primary care pro-
vider, who is responsible for referrals to specialists. The insurance typically pays only in-network 
providers and is generally the cheapest option.

Preferred Provider Organizations (PPOs): Patients can choose from a list of in-network providers 
for primary and specialty care. Patients can also see out of network providers but will incur a 
higher cost than in-network counterparts. Additionally, patients can typically see in-network 
specialty providers without a referral. Prices tend to be higher due to increased flexibility.

Point of Service (POS) Organizations: Point of service organizations are a cross between HMO 
and PPOs, which require a PCP but allows patients to see in-network specialists without refer-
rals. The cost is typically between HMO sand PPOs.

Exclusive Provider Organizations (EPO): EPOs allow patients to choose their in-network provid-
ers without the need for establishing a primary care provider and receiving referrals. However, all 
out of network expenses are not covered. 
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authority to utilize telehealth and tele-
phonic consultations in place of face-to-
face requirements. Special telemedicine 
licensure requirements were waived 
for all Medicaid providers, even though 
state-mandated requirements still apply. 
Policy changes in response to COVID-19 
by private insurers (Aetna, Cigna, and 
Blue Cross Blue Shield) have made tele-
health more widely available. Waivers of 
copays for telepsychiatry services have 
been offered for a period. The following 
are the key findings of the changes that 
the Center for Medicare and Medicaid 
Services has made to telehealth policies 
for fee-for-service care since March 2020:
1.	 There are no geographic restrictions 

for patients. The patient can partic-
ipate in the telehealth interaction 
from their home. Some states make 
allowances for practitioners to see 
patients in neighboring or adjoining 
states. Twenty-nine states have ad-
opted the federation of State Medical 
Boards Interstate Medical Licensure 
Compact, which allows for an expe-
dited licensure process to obtain li-
censes to practice in the other states.

2.	 The practitioner can provide services 
when at home and need not put their 
home address on the insurance claim

3.	 Apart from live video, audio-only tele-
phone services for behavioral health 
counseling and educational services 
are allowable.

4.	 All practitioners can bill Medicare for 
professional services provided.

5.	 The amount of reimbursement will 
be the same as if provided in-person. 
Some rates for telephone visits have 
increased to match in-person care by 
medical complexity rather than con-
tain artificial ceilings on billing codes.

6.	 At the beginning of the pandemic, 
only a few states permitted audio-
visual telehealth exams to qualify 
as originating the patient–provider 
relationship, which is required to 
write a prescription for a controlled 
substance. However, given concerns 
about the ongoing opioid epidemic, 
states and DEA laws were relaxed at 
the beginning of the COVID-19 pan-
demic, allowing for care provision 
for medication-assisted treatment 
(MAT) and the prescribing of other 
controlled medications following an 
interactive audiovisual interview. 

Conclusion
The silver lining in the COVID-19 pan-
demic is the rapid expansion of telep-
sychiatry. But telepsychiatry practice 
might return to pre-COVID levels once 
the COVID-19 pandemic abates. Never-
theless, the data drawn from the many 
positive outcomes and the satisfaction 
reviews will help in asserting the value of 
telepsychiatry to key CMS, private insur-
ance, and MCO stakeholders. Telepsychi-
atry will likely remain a permanent and 
prevalent practice form for the delivery 
of psychiatric services in the US.

India has also made strides but still 
struggles against numerous roadblocks. 
IRDAI has directed the insurers to allow 
telemedicine consultation claims. Te-
lepsychiatry comes under the purview 
of TPG, yet barriers persist at the policy 
implementation and patient education 
levels. In the US, numerous changes in 
the insurance coverage have occurred to 
accommodate telemedicine during the 
COVID 19 pandemic. In India, there is a 
need for government solutions for more 
fair distribution and better education 
about benefits. Insurers, both the pub-
lic sector and private companies, should 
reimburse more preventative services, 
which would include claims for both 
hospitalization and outpatient services, 
including telepsychiatry costs incurred. 
Many private companies offer supple-
mental benefits for outpatient services 
consultations, but we propose that these 
should be a mandatory part of all the 
insurance plans and rather than only 
available as a paid supplement. Decreas-
ing psychiatric care costs would enable 
clients to afford preventative outpatient 
care, reducing noncompliance with med-
ications due to nonaffordability, relapse 
of psychiatric conditions, hospitaliza-
tions, and secondary disability-adjust-
ed life years (DALY) due to psychiatric 
illnesses. Government health insurance 
schemes also need to provide coverage 
for outpatient services so that the eco-
nomically weaker populations can also 
get the benefit of telepsychiatry. Outpa-
tient care and telepsychiatry lag behind 
acute care coverage in both India and the 
US, yet recent strides provide hope for 
continued expansion of these important 
services in both countries.
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Samir Kumar Praharaj1 and Shahul Ameen2

Medical practitioners are ex-
pected to periodically update 
their knowledge and skills 

to keep abreast of the developments in 
their fields of practice. This is also man-
dated by the regulating bodies such as 
the Medical Council of India (MCI) and 
State Medical Councils (SMC).1–3 A  “clin-
ical care gap,” which refers to the gap 
in practice from the available evidence 
to treat or manage a patient in a cer-

The Relevance of Telemedicine in Continuing 
Medical education

AbStrAct
Continuing medical education (CME) 
is essential for medical practitioners 
to update their knowledge and skills 
periodically to provide clinical care in 
keeping with the evidence available. 
Traditional methods of CME such as 
workshops, conferences, and seminars are 
helpful to bridge the gaps in practice. With 
advancing technologies, online format 
is used to deliver CME with appropriate 

modifications. Although there are distinct 
advantages of online CME in regards to 
wider reach and flexibility, there are certain 
drawbacks beyond just technological 
limitations. Interactivity using ingenious 
ideas may be required to motivate and 
engage learners during online CME.

Keywords: Continuing medical education 
(CME), continuing professional 
development (CPD), online learning, 
distance education, telemedicine
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tain way, is present among the medical 
practitioners.4 To reduce this gap, they 
need to periodically attend continuing 
medical education (CME) or continuing 
professional development (CPD) ses-
sions. CME includes “any activity which 
serves to maintain, develop, or increase 
the knowledge, skills and professional 
performance and relationships that a 
physician uses to provide services for pa-
tients, the public, or the profession.”4 In 
contrast, CPD is a broader concept and 
includes “educational methods beyond 
the didactic” and “embodies concepts 
of self-directed learning and personal 
development and considers organiza-
tional and systemic factors.”4 (In this 
manuscript, “CME” is used throughout 
to maintain consistency.) CME programs 
that focus only on knowledge have lim-
ited usefulness; hence, more emphasis is 
needed on developing the practitioners’ 
skills and performance. The online CME 
falls under the ambit of “telemedicine” 
and “telehealth” framework, as defined 
by World Health Organization5 and ad-
opted by the recent “Telemedicine Prac-
tice Guidelines” by Board of Governors 
in supersession of the MCI.6 This review 
discusses the use of telemedicine in de-
livering CME and its pros and cons, and 
provides some recommendations.

Traditional vs Online CME
Table 1 compares traditional and on-
line CME. Traditional CME is carried 
out in the form of seminars, workshops, 

symposiums, or conferences, where the prac-
titioners travel to a distant site to par-
ticipate and the resource persons meet 
them face to face to conduct the sessions. 
Variants of these activities include re-
source persons traveling to the partici-
pants’ institutions as guest speakers. One 
important characteristic of most CME 
programs is the opportunity to interact 
with the presenter, both during and after 
the sessions. 

CME has also been delivered online 
using telemedicine systems, which al-
low remote delivery of content without 
any geographical limitation. One way to 
expand the reach of traditional CME to 
remote audiences is the transmission of 
live activity through satellite or the inter-
net. Depending on the type of delivery, it 
can be either synchronous (i.e., in real-time) 
or asynchronous (i.e., prerecorded content 
is available to the participants to access at 
their convenience). Teleconferencing is a re-
al-time and live interaction between par-
ticipants in different locations using au-
dio and/or video, for the purpose of CME. 

Theoretical Frameworks for 
Online CME
In developing CME activities, including 
online ones, the adult learning principles 
should be employed. Knowles described 
an adult learner as someone with self-di-
rectedness who requires education to be 
(a) relevant to their practice, (b) in keep-
ing with their learning style, and (c) in a 
nonthreatening and supportive manner.7 
Adult learning includes self-directed learn-
ing, which is characterized by discipline 
and motivation, critical thinking, abili-
ty to reflect and be self-aware, curiosity, 
openness and flexibility, independence 
and self-sufficiency, information seeking 
and retrieval skills, and good general 
learning skills.8 

Adult learning involves the principle 
of reflective practice, which includes abili-
ties such as self-appraisal and self-aware-
ness during learning, that is, reflecting 
on the content and process of learning.9 
Such reflection may result in developing 
zones of mastery around the areas of compe-
tence, that is, practicing almost at an au-
tomatic level. Kolb described a similar in-
ternal process of “experiential learning,” 
in which the learner moves, through re-

flective observation, from concrete expe-
rience to a more abstract understanding 
of a concept.10

Also relevant for online CME is situ-
ated learning theory, which encourages 
learners to construct meaning together 
by integrating what is already known 
and experienced, with the new informa-
tion gathered in a specific context.11 In 
these situated environments, learning 
results from collaborative engagement 
within “communities of practice,” that 
is, “groups of people who share a con-
cern or a passion for something they do 
and learn how to do it better as they in-
teract regularly.”12 Major components of 
situated learning include problem-based 
learning activities to increase learner 
motivation and engagement, access to 
expert guidance and feedback, a kind of 
“scaffolding” that provides a cognitive 
framework for learning (e.g., providing 
learning resources, templates, or guides), 
and opportunities to consider multiple 
perspectives through interactive discus-
sion and reflection.

Advantages of Online CME
The most important advantage of on-
line CME is the possibility to exchange 
health information and provide educa-
tion over a distance, without the need 
to move the participants, including pa-
tients, practitioners, or educators, that 
is, distance learning. In settings that have 
a solo practitioner or fewer professionals 
to carry out the work, it may not be fea-
sible for them to travel to a distant site 
to attend the program. Added to this is 
the cost of travel and logistics, which can 
sometimes be prohibitive, especially for 
international events. The broad geograph-
ical reach of online CME is a definite ad-
vantage for many learners. This is of par-
ticular advantage in pandemic situations 
(e.g., COVID-19 pandemic of 2020), with 
travel restrictions and safety precautions 
in place, when only the online mode of 
CME is possible.

Most online CME programs will be 
based on self-directed learning princi-
ples, which have several advantages. 
They can be flexible and self-paced, that 
is, performed as per the learner’s sched-
ule. The learning material can be used at 
convenient speeds, and revisited and the 
content revised as necessary. Multiple ex-

Table 1. 

Comparison of Traditional vs 
Online CME

Traditional CME Online CME

Fixed time and place Flexible time and 
place

Pace as per schedule Self-paced

Less time for  
reflection

Time for critical 
reflection

Limited access Wider reach

More interactive Relatively less 
interactive

Costs higher Cost-effective

Skill learning is 
possible

Skill learning is 
difficult

Not dependent on 
technology

Technology  
dependent
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son’s face, that too in a small rectangle in 
a corner of the screen), communication 
through nonverbal means gets ham-
pered and the communication becomes 
less effective. Interruptions due to tech-
nical reasons too can adversely affect the 
experience of learning—It is not uncom-
mon to see poor video quality and pix-
elation, voice cracks, freeze, and drops. 
Similarly, though access to the CME is 
possible through many types of devic-
es, the experience may be very different 
with smartphones as compared to large-
screen computers. It is also possible that 
devices that are commonly used for the 
purpose of fun and entertainment, when 
used for a serious academic purpose, may 
not elicit the same level of engagement 
from all learners.

As the online CMEs are dependent on 
technology, which is not uniform across 
the country, their accessibility may be lim-
ited in areas with poor internet connectiv-
ity and low bandwidth.  Also, accessing 
the CME content from home or other 
places with multiple other distractions 
may be very different from the experience 
of sitting in a hall dedicated to the CME 
program, where one can focus more on 
the task at hand. Furthermore, during on-
line CME, participants may get involved 
in other work whilst “watching online 
content,” which may reduce their concen-
tration and complete participation.

Efficacy of Online CME
The efficacy of telemedicine for im-
proving clinical outcomes has been 
established. However, the efficacy of 
online CME using telemedicine is less 
researched. Kirkpatrick and Kirkpatrick 
have described assessment at four levels 
to evaluate the effectiveness of learning 15: 
1.	 Reaction, which is studied by feed-

back from the participants and in-
cludes initial comments, overall ex-
perience, satisfaction levels, etc.

2.	 Learning, which involves knowledge 
and skills gained, examined as pre- 
and post-tests. 

3.	 Transfer, which involves changes in 
behavior after the training program 
and is evaluated 3–6 months follow-
ing the program.

4.	 Results, which include changes in pa-
tient outcomes as a result of changes 
in practice.

posures to the same content are known 
to enhance learning and retention, but 
the options for that are limited in tra-
ditional CME. The inclusion of self-as-
sessments can enhance reflection and the 
learning experience. For the instructor, 
the possibility to teach a large group of 
participants over a wide geographical 
area is an added benefit. These advantag-
es can be summarized in the phrase “any-
time, anyplace.”

The use of video teleconferencing allows 
two-way interaction between the partic-
ipants, with an experience almost like 
face-to-face meetings. With good qual-
ity cameras and other advanced tech-
nologies, it is possible to have veridical 
experience during online CME. A good 
platform or application to run the event 
enhances user experiences, especially if 
it has many built-in interactive elements. 
With the simultaneous use of multiple 
elements, such as videos, transcripts, 
discussion boards, and quizzes, different 
learner needs can be satisfied. It is pos-
sible to access the educational content 
using a wide variety of interfaces, such 
as personal computers, laptops, tablets, 
or even smartphones. Also, with wider 
availability of broadband network facilities, 
Wi-Fi connectivity has resulted in access-
ing educational content synchronously 
from almost anywhere. 

A variety of educational programs can 
be conducted online. The online equiva-
lent of seminars, called webinars, allows 
the delivery of educational content us-
ing the internet, with the possibility of 
some interaction between the presenter 
and participants using online interac-
tive tools. They can accommodate more 
participants than a physical conference 
room setting that could be limited by 
space and accessibility. Webinars provide 
the participants the convenience of at-
tending an academic presentation from 
the comfort of their offices or homes. 
This can be particularly useful for very 
focused topics with very few interested 
persons around the world, which can 
lead to the development of communities 
of practice. These groups can adopt online 
technologies to enhance social ways of 
learning. For example, the use of chat 
rooms can enhance interactions that 
may be personal as well as on work-re-
lated topics. As needed, more formal 

discussions around clinical topics, ei-
ther synchronous or asynchronous, are 
possible. Some forms of asynchronous 
discussion may be preferred by busy cli-
nicians who find it challenging to make 
arrangements for face-to-face meetings, 
teleconferences, or online synchronous 
conferences. Another advantage of on-
line CME is the possibility of inclusion of 
several experts in a panel discussion, which 
may be, due to logistic reasons, difficult 
in physical CME. 

Disadvantages of Online CME
Many educators believe that self-direct-
ed, informal methods of learning are not 
as effective as traditional CME and that 
they should not be equated. For most of 
the traditional programs, especially those 
organized by medical associations, there 
is some screening of the speakers by a 
committee, thus ensuring some quali-
ty standards. However, this may be less 
stringent for online CME and webinars, 
some of which could be self-styled and 
self-promoted, as exemplified by the cur-
rent flurry of webinars with the COVID 
pandemic. In such situations, it will be 
incumbent upon the participants to care-
fully choose which webinar to attend, as 
against most standard CME programs. 

There is some, albeit older, evidence 
to suggest that many clinicians prefer 
traditional CME delivery methods over 
online programs.13,14 Specifically, online 
learning may not appeal to those who 
prefer face-to-face contact with teachers 
or fellow learners. Also, interactions in 
a traditional CME go beyond the class-
room to other areas, including dining 
tables, which may foster networking and 
other collaborations, which is possible 
only with socialization.

As we understand more about the use 
of online technologies, it has become 
apparent that to be effective, just like 
off-screen education, these activities 
must be interactive in order to engage 
the learner and improve their impact. 
In this context, there is a limitation re-
garding which interactions can happen 
during an online CME. The experience of 
online interaction itself is very different 
from that of in-person interaction. When 
the streaming is such that only the slides 
are visible on the screen (or, even if the 
presenter too is visible, it is only the per-
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Several studies have reported a posi-
tive experience and increase in physician 
knowledge following online CME (Kirk-
patrick levels 1 and 2), but few studies 
have examined their effects on practice 
behavior and patient outcomes (Kirkpat-
rick levels 3 and 4).16–18

There is very weak evidence that online 
CME is actually superior to traditional 
CME.19–23 Cook et al., in their systematic 
review, suggested that elements such in-
teractivity, practice exercises, repetition, and 
feedback are associated with improved 
learning outcomes in online formats, 
whereas the evidence for other variations 
in online instructional formats (e.g., the 
spacing of material, blended learning, 
use of animations) was inconclusive.24 

A pragmatic effectiveness trial may be 
challenging to carry out, as the major dif-
ference between traditional and online 
CME involves geographic accessibility. 
Also, several e-learning modules and 
CMEs are created by a wide range of pub-
lic and private organizations, and there 
is no pedagogical standard to examine 
the quality of these courses. At most, the 
content and course development have 
been examined as some of these require 
accreditation and certification.

Quality of Online CME
Many times, the online CME often con-
sists of “re-purposed” live, formal ac-
tivities. As we start to understand the 
nuances of the use of rapidly develop-
ing technologies, it is becoming more 
apparent that principles of online learn-
ing could be very different from those 
of learning in traditional CME. The ele-
ments should, instead, evolve over time 
to increase the quality of learning expe-
riences. Establishing a “set of standards,” 
in the form of quality criteria, will help 
optimize online learning. 

Rather than merely repurposing con-
tent that was intended for a live audience, 
it is preferred that online education be 
designed appropriately for the medium. 
Talking heads or dense pages of text will 
not keep the learners engaged. Develop-
ing for smaller formats such as hand-held 
devices requires even more sensitivity to 
sizing and length of content.

Based on a consensus, the following 
quality criteria have been proposed for 
developing online CME modules; they 

should (a) be needs-based, (b) be pre-
sented in a clinical format (using case vi-
gnettes), (c) use evidence-based informa-
tion, (d) permit interaction with content 
and experts, (e) facilitate and attempt to 
document practice change, (f ) be accessi-
ble for later review, and (g) include a ro-
bust course evaluation.25

Future of Online CME
Regardless of content, these technol-
ogy-based activities allow for new ap-
proaches to CME. For example, online 
communities of learners can be formed 
to allow for follow-up reminders, report-
ing of practice changes, as well as net-
working and consulting among peers. 
These groups can assist in evaluating the 
effectiveness of the education as well as 
determining the needs for new activities. 
However, these online CME need to be 
accredited by MCI or SMC.

Planning an Online CME
All CME should be learner-centered, rel-
evant to learners’ needs, able to engage 
learners actively, and able to bring about 
behavioral changes.26 Hence, multiple 
teaching strategies, rather than only a 
single lecture or simple online text, are 
essential for changing the practice be-
havior of clinicians.27 Certain design ele-
ments and strategies are common to both 
traditional and online CME, such as need 
assessment, educational objectives, iden-
tification of learning outcomes, building 
on prior knowledge, learner engagement 
and interactions, feedback and guidance 
on learning, and authentic assessment 
methods that contribute to learning. The 
following are essential elements while 
planning online CME.

Needs Assessment
All CME, including online ones, should 
cater to the needs of learners. The clini-
cal care gaps should be established and 
the educational objectives determined 
based on these needs. This can be accom-
plished by using surveys or interviews or 
even from studies on patient outcomes.

Educational Objectives
In the recent decades, there has been 
a change in the focus of learning ob-
jectives. The desired outcomes have 

changed from simple acquisition of 
knowledge to more complex outcomes 
involving skills, changes in practice, and 
patient outcomes. All CME, including 
online ones, should focus on these high-
er-order learning outcomes.

Educational Content
The actual content of the CME should 
be given to “content-experts” who have 
requisite knowledge, skills, and exper-
tise in teaching and have demonstrated 
credibility in the field. They should have 
the ability to deliver the content, synthe-
sizing the available evidence without 
any bias and in a manner that effectuates 
behavioral changes in the learner.

Format
CME may be likened to a teaching inter-
vention that can be strategically planned 
to improve learner outcomes. The PRE-
CEDE model is a structural framework 
for a behavior change intervention.28 It 
suggests that while planning a CME, 
one should consider the predisposing 
elements (characteristics of the partic-
ipants, such as knowledge, beliefs, val-
ues, and attitudes), enabling elements 
(social and environmental factors such 
as access, resources, and skills), and re-
inforcing elements (positive or negative 
feedback from others).

Interactivity
Effectiveness of learning is improved by 
increased interaction between the expert 
and the participants and among the par-
ticipants themselves. Use of case-based 
discussion, multiple strategies to pro-
mote interactions, and appropriate use 
of formative assessments are required to 
ensure enough interaction. 

Strategies
A back-up plan should always be ready 
because issues, such as technical prob-
lems with the devices, speaker backing 
out, may arise. As the target participants 
are busy clinicians, online CME should 
stick to time. Some of the time spent for 
interactions between the participants, 
speakers, and the technology can be 
perceived as a waste of time by certain 
participants, leading to frustration and 
reduced motivation in them.29
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Orientation
A period for online orientation, prior to 
the actual program, may help the speak-
ers and the participants to learn how to 
access the site, get familiar with the app, 
install browser plug-ins, learn how to 
download and upload files, and in gener-
al, become used to the technologies. This 
time can also be used to introduce the 
speakers and the participants, instill in 
them a sense of community, and enhance 
the opportunities for interactions. 

Tools
The choice of learning resources and 
tools should be based on the appropri-
ateness to that particular learning activ-
ity rather than going by the latest fad 
or trend, which may hamper learning. 
It should not be based on assumptions 
about the age, skills, knowledge, or pref-
erence of prospective participants. 

E-Moderating
Although moderating an online discus-
sion is similar to moderating a face-to-
face discussion, there are substantial 
differences. Salmon has described the 
five-step approach for e-moderating. 
(a) Access and motivation: Participants are 
welcomed and made familiar with the 
e-learning material. They may need help 
with technical aspects during this step. 
(b) Online socialization: Participants begin 
interaction online, which leads to the for-
mation of a group identity. The role of the 
moderator is to ensure participation of 
all, that is, encouraging the lurkers to en-
gage actively. (c) Information exchange: Par-
ticipants are actively involved with course 
content and online activities. Moderators 
provide encouragement and guidance in 
participation. (d) Knowledge construction: 
Participants discuss the content and come 
up with new knowledge. The moderator 
facilitates discussions, summarizing the 
progress. (e) Development: At this stage, 
participants take active responsibility for 
learning online, and the role of the mod-
erator is more supportive and may be to 
respond occasionally.30

Research on Online CME
Educational research is limited in the In-
dian setting, and effectiveness of CME, 
including online CME, has not been 

evaluated. Most published research is 
limited to feedback from participants 
or a pre- and post-test to examine the 
changes in knowledge. More research is 
needed to study higher-order changes, 
that is, behavioral changes in practices 
and patient outcomes (Kirkpatrick levels 
3 and 4), to demonstrate the effectiveness 
of online programs. This is relevant in 
the context of a pandemic of webinars in 
the background of the current COVID-19 
situation, which has curtailed all face-to-
face CME activities. Standards need to be 
formulated, based on established quality 
criteria, to evaluate the online CME.

Recommendations for 
Regulating Online CME
In India, CMEs are regulated by MCI 
and SMCs, which mandate at least 30 
accredited CME credit hours every five 
years for renewal of registration.13 The 
quality of CME is monitored by the ac-
crediting bodies, based on the organiz-
ing body, speakers, topic, duration, and 
feedback from participants.13 The CME 
credit hours vary from 2–4 for a full day 
event, for which prior approval is neces-
sary.3 Online CME should be included 
by MCI and SMC at par with traditional 
ones, and accredited based on the con-
sensus quality criteria25 listed above. 
More elaborate criteria to evaluate the 
quality of CME is given by the Accredi-
tation Council for Continuing Medical 
Education.31

Conclusion
Clinicians are encouraged to regularly 
update their knowledge and skills and 
maintain the standards of clinical ex-
cellence required for the optimal care of 
patients through CME that is aimed at 
improving performance and optimizing 
the outcomes of practice. Rapidly evolv-
ing technologies have made it possible 
to develop and implement high-quality 
online CME courses that can meet the 
diverse needs of practitioners with con-
venient and flexible access. However, 
there is limited evidence to conclude 
that online delivery is superior to tradi-
tional CME. Also, interactive elements 
are essential to increase motivation and 
engage learners online, maybe, more so 
than in conventional settings.
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care addressing distance, transportation 
and cost-related barriers to treatment 
engagement from the comfort of home. 
Telemedicine has been regarded as 
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“electronic personal protective equipment” 
by reducing the number of physical contacts 
and risk contamination for patients during 
COVID-19 crisis. This review aimed to give 
a broad view of patients’ perception of the 
use of telepsychiatry in terms of clinical 
outcome, cost-effectiveness, and solutions 
to address patients’ challenges with the 
adoption of technology. Over the years, 
telepsychiatry, both in synchronous and 
asynchronous modalities, had shown to 
improve patients’ adherence to treatment, 
follow-up rates, and clinical symptoms, 
overcome stigma and discrimination, 
and save cost expenses accessing health 
care with better satisfaction and usability 
outcomes. Its utility is widespread 
such as in delivering care emergency 
evaluation, crisis intervention, conducting 
neuropsychological assessments, 
psychotherapy, promoting lifestyle 
modification, enhancing self-efficacy, and 
overcoming patients’ linguistic and cultural 
barriers to care. However, patients’ privacy 
and confidentiality and psychiatrists’ 
legal liability remain as matter of major 
concern in digital platform. To keep up 
with the pace of technology and patients’ 
expectations, a more agile approach is 
essential to develop, improve, and evaluate 
telepsychiatric interventions.

Keywords: Access to mental health care, 
cyberpsychiatry, patient’s perspective, 
telemedicine, telepsychiatry, user’s 
perspective

Psychiatric illness is the second 
leading cause of disease burden in 
the recent Global Burden of Diseases, 

Injuries, and Risk Factors Study,1 and it is es-
timated to affect about one in every sev-
en individuals. Similar to other health 
sectors, mental health had progressed 
to secondary prevention with the im-
plementation of strategies of early eval-
uation, diagnosis, and intervention of 
mental illness with the aim for universal 
coverage as stated by the World Health 
Organization.2

About 83% of patients do not receive 
basic evaluation and treatment for any 
mental disorder in India. Possible rea-
sons speculated were inadequately 
trained primary health care profession-
als are reluctant or unable to detect, di-
agnose, or manage common mental dis-
orders.3 Telepsychiatry serves to bridge 
the gap.4,5

This article intends to give a telescop-
ic view of the long, vexatious dormant 

period in the evolution of telepsychiatry 
in the delivery of clinical services, con-
tributed mainly by the service provider’s 
skepticism about its potential benefits. 
Lack of professional standards and no 
investigation of specific telepsychiatry 
applications have also led to its retarded 
growth.6 Both psychiatrists and patients 
doubted the ability of telepsychiatry ser-
vice to provide satisfactory and cost-effec-
tive treatment. Hence many studies were 
conducted in the last two decades to look 
at the outcome of the telepsychiatric in-
tervention. However, only a few have 
looked into the end-users’ perspective. 
It was found that patients’ acceptance 
levels, satisfaction levels, and feedback 
on telepsychiatric services influenced 
how clinicians’ viewed the use of telep-
sychiatry.7 Understanding the patient’s 
perspective of telepsychiatric services 
will help psychiatrists and health care 
systems to better tailor their approach-
es in catering to the patient’s felt needs. 
This article discusses aspects of patient 
care such as acceptability, satisfaction, 
cost expenditure, travel time, treatment 
adherence, stigma, linguistic and cultur-
al barriers, use in special population and 
crisis, smartphone applications, and pa-
tient’s rights while providing telepsychi-
atric services.

Dawn of Telepsychiatry
The techniques of telepsychiatry as a 
means for health care delivery for the 
underserved came a long way. It evolved 
from a simple two-way telephonic ser-
vice in the late 20th century to the syn-
chronous real-time assessment of pa-
tients through a live video feed.8–13 

Models of contemporary telepsychia-
try services are integrated care (collabo-
rative care model) and transition consul-
tation clinic models. 

The collaborative care model includes 
the provision of specialist psychiat-
ric services from urban health centers 
by engaging primary care physicians 
in the evaluation and treatment of 
patients in the remote locale using a 
digital platform. Most studies7,8,11,14–16 
showed that this model is cost-effec-
tive. The conventional integrated care 
models have often suffered insufficient 
funding, lack of continued support 

from psychiatrists, limited coverage of 
mental disorders during the training, 
and monitoring.17 Some apps can be of 
some help in this model.18

In transition telepsychiatry clinics,19 
the psychiatrist provides in-person con-
sultation during the first contact, to ar-
rive at a diagnosis, initiate treatment, 
educate the patient about the illness as 
well as the operation of telepsychiatry 
application. Subsequent follow-ups are 
held over VC-based teleconsultation to 
review and optimize the treatment at 
regular intervals.

Dimensions of 
Telepsychiatric Care 
Acceptability and 
Satisfaction
In a study by Das et al.,19 about 96% of 
patients accepted telepsychiatry in a 
follow-up session. More than 90% of pa-
tients find telepsychiatry as either “very 
much” or “highly acceptable” over in-per-
son follow-up consultation. The accept-
ability was mediated by many factors 
such as respect for privacy, acceptability 
of telepsychiatrists’ demeanor, and easy 
access to mental health care. 

Treatment Adherence
Adherence to medical treatment in chron-
ic diseases is quite challenging. Reasons 
for nonadherence to medications are hos-
pitalization stigma, the anxiety of long-
term treatment, the mechanical complex-
ity of treatment, cognitive challenges, 
forgetting medication, and intentional 
skipping of doses. Several studies20–25 on 
the use of smartphone-based applica-
tions in chronic noncommunicable con-
ditions such as cardiovascular disease 

even in pediatric age groups, diabetes, 
chronic pulmonary diseases, hemophilia, 
and psychiatric disorders had shown in-
creased adherence to medication and bet-
ter clinical outcome such as reductions 
in symptom severity, normal blood test 
parameters, emergency room visits, and 
hospitalizations.

Cost-Effectiveness
The cost for any intervention comprises 
of direct medical costs, direct nonmedi-
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cal costs, and indirect nonmedical costs. 
Direct medical costs stem from the uti-
lization of health care services. Direct 
nonmedical costs include patients’ trav-
el expenses to receive professional help, 
loss of leisure time, and caregivers’ use 
of time. Indirect nonmedical costs can 
be estimated from productivity losses in 
gainful employment, such as the number 
of days absent from work (absenteeism) 
and the number of days spent at work 
with reduced efficiency (presenteeism). 
While the response to treatment provides 
the clinical perspective, indirect medical 
costs give a societal perspective in eco-
nomic analysis. Trimbos and Institute of 
Medical Technology Assessment Ques-
tionnaire for Costs associated with psy-
chiatric illness (TIC-P) is a standardized 
questionnaire26 that incorporates all the 
three components of costs necessary for 
a comprehensive, cost-effective analysis. 
This questionnaire has been put to use in 
a study looking at the cost-effectiveness 
of an internet-based teleconsultation for 
patients with eating disorders.27 Each 
patient via teleconsultation28 saved an 
average of 5 hour travel time and a 325-
mile round trip spent to reach the tertia-
ry care clinic for neurological treatment. 
Economic evaluations performed have 
shown that guided online self-help29 and 
therapist-delivered online cognitive-be-
havioral therapy30 for depression have a 
high probability of being cost-effective 
compared to care-as-usual. 

Telepsychiatry was found to be an 
economically sustainable model to pro-
vide mental health care in our Indian 
setting. A study16 reported that the cost 
expenses in delivering telepsychiatry are 
nearly 50 and 4 times more economically 
beneficial in comparison with a tertiary 
care center and community outreach 
services, respectively. Both patient and 
care providers perceived the service to be 
effective in reducing consult time, better 
frequency of consult, better monitoring 
of both clinical symptoms and drug titra-
tion, and to some extent, access to psy-
chological techniques.

Impact on Stigma and 
Discrimination 
Smartphone-based applications have 
helped to reduce internalized stigma 
and thus enhance follow-up and adher-

ence to antiretroviral therapy in persons 
living with HIV infection.31–33 These apps 
provided educational information and 
assistance in managing symptoms, re-
minders for medication schedule, pro-
moted physical activity, healthy foods, 
and stress management.

Linguistic and Cultural 
Barriers to Care
Due to a shortage of interpreter avail-
ability, the aging population belonging 
to culturally and linguistically diverse 
communities receives delayed evalua-
tion and management of dementia. The 
use of interpreters via telemedicine had 
overcome these barriers to care and was 
comparably feasible and acceptable to 
that of in-person interpretation.34 When 
the psychiatrist and patient do not speak 
in a common language or dialect or have 
cultural differences, it can hamper their 
interaction, causing a gap in communi-
cation of the clinical management. In 
such a scenario, albeit interpreters are 
of great help, they skip communicat-
ing the nuances of patients’ intimate, 
sensitive details to psychiatrists. This 
phenomenon is termed as “lost in trans-
lation” syndrome. Also, the presence of 
an interpreter (third party) in the psy-
chiatrist–patient dyad can impact their 
therapeutic alliance. Patients wished to 
use teleconsultation with their native 
language speaking, remotely situated 
psychiatrist, rather than through an in-
terpreter.35

Special Population 
Children and adolescents were found to 
regard technology-assisted psychiatric 
intervention as novel and intriguing. 
Also, they were more proactive in learn-
ing and appreciated that they had a sense 
of control over the situation by master-
ing the cues to address technical prob-
lems quickly.36 Parents perceived that 
behavioral intervention strategies were 
concrete as it saved them from availing 
leave for the otherwise in-person psychi-
atric consultation.

There is a shortage of evidence regard-
ing the effects of tele-intervention on 
cognitive, behavioral, and emotional out-
comes among perinatal women. Howev-
er, a meta-analysis37 comprising 852 peri-

natal diabetic women from six countries 
shows that Internet-based self-monitor-
ing interventions (for glycemic control, 
medication adherence, physical activity, 
and diet control) can decrease the level 
of glycated hemoglobin A1c and decrease 
cesarean deliveries. An ongoing Digital 
Cognitive Multi-domain Alzheimer’s 
Risk Velocity (DC-MARVEL) trial is a re-
motely delivered multi-domain lifestyle 
intervention aimed to enhance cogni-
tive function and mental health of older 
adults with subjective cognitive decline. 
Its pilot study had recruited, screened, 
and assessed entirely using teleconsulta-
tion,38 and at the end of the 1-year inter-
vention, patients showed improvement 
in cognition and depressive symptoms. 
Many participants also expressed that 
they felt engaged and satisfied with in-
terventions. Technology-based stress 
management interventions39 had shown 
positive effects on self-efficacy in care-giv-
ing skills in family carers of people with 
dementia in rural settings.

When neuropsychological tests were 
done using videoconference over a high-
speed network connection, adults aged 
65–75 years showed no difference with 
the in-person assessment.40 This encour-
aging result calls for further exploration 
of neuropsychological testing of older 
adults by using digital platforms.

Telecrisis Intervention
Crisis intervention is the management of 
emotional distress that emerged in the 
contexts of disaster, trauma, and suicidal 
risk. The Internet could be used to help 
people going through severe emotional 
distress in providing intensive and le-
gitimate support. People going through 
crises often do not seek help because of 
the fear, shame, and stigma associated 
with the subject. The anonymity of an 
online environment and accessibility at 
any time of day may enable them to opt 
internet-based support over face-to-face 
support, and some app could detect the 
imminent risk of suicide.41 No smart-
phone app was found to provide compre-
hensive, evidence-informed crisis sup-
port,42 and it is worth researching, given 
the widespread use of smartphones in 
this era.
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Telemental Health Apps
Telemental health self-help services can 
be of help for subsyndromal or mildly ill 
psychiatric conditions as these may not 
require consultation with professionals.43 
With the assistance of information tech-
nology, mental health professionals have 
designed a computerized, internet-based 
“self-help” software for self-monitoring, 
self-evaluation, self-intervention for anxi-
ety, depression, adjustment problems, etc. 
Urban, employed individuals found these 
digital-health apps more comfortable and 
reported that their health literacy and 
confidence improved on continued use.44 
Also, they perceived traveling down for an 
in-person consultation or holding a fixed 
appointment over VC with mental health 
partners as time-intensive, often incur-
ring hindrance to their busy work sched-
ule and multitasking leading to drop-out. 
For these users, self-help applications 
come across as a viable option for their 
sustained engagement in mental health 
care. However, they need periodical rede-
signing of their services customizing to 
users’ contexts and requirements.

Rights of Patients 
Teleconsultation must not only serve for 
equality of access to high-quality mental 
health care from psychiatrists but also 
give a sense of empowerment amongst 
technologically challenged users. Pa-
tients have the right to seek a second 
opinion, to avail authentic information 
on mental health illness, to have access 
to their virtual medical records, and to be 
part of a health care system where their 
feedback is well taken for the improvi-
sation of existing mechanisms.45 Patient 
confidentiality in the telemedicine con-
text is a matter of concern for both pa-
tients and psychiatrists.

In the latest Indian telepsychiatry op-
erational guidelines (TPOG-2020),46 two 
kinds of informed consent, implied and 
explicit, are discussed and addressed. 

Patients’ Perception 
of Limitations in 
Telepsychiatry
Age
Digital immigrants and digital natives 
are born before and after the early 1990s, 
respectively. The former grow up having 

technology as part and parcel of their 
livelihood. Thus, age still remains as a 
non-modifiable challenge in the accep-
tance of telepsychiatry by patients.47

System Transference
It is analogous to transference in psy-
chotherapy, where patients have a 
pattern of feelings, attitude, and past 
experiences towards telepsychiatry oper-
ational systems.48 It can be either positive 
or negative. Patients with positive system 
transference welcome and advocate telep-
sychiatry. In the case of a patient with neg-
ative system transference, it is advised to 
be honest in accepting the shortcomings 
of the system, empathizing with their 
difficulties without affecting the thera-
peutic relationship. It is vital to address 
their difficulties or teleconsultation may 
be withheld and in-person consultation 
continued till the time the patient is com-
fortable with the operational systems.

Interference Due to 
Psychopathology and 
Personality Traits
Patients’ symptoms and personality 
traits can interfere with the telepsychia-
try process. For example, a patient with 
active psychotic complaints can incorpo-
rate the VC monitor into his delusional 
thinking and terminate further telecon-
sultation.49 On the other hand, another 
patient with socially shy, body-image 
concerns reported more comfort in tele-
consultation, citing that her psychiatrist 
cannot view her body due to limited cov-
erage by the camera in VC. 

Nonavailability of 
Psychotropic Medications
Although consultation with psychia-
trists can be attained via telepsychiatry, 
psychotropic medications are rarely sup-
plied in rural pharmacies.50 

Strategies to Improve 
Teleservice: Learnings from 
the Patients’ Perspective
Digital Flexibility and 
Training
In a panel discussion with lay represen-
tatives conducted in the UK,51 the citi-

zens opted for patient-centered design 
and continuous evaluation and feedback 
over more research. Also, the following 
principles were suggested for the devel-
opment of teleconsultations: 
•	 To serve based on the respect and dig-

nity of the individual.
•	 End-users (patients, caregivers, and 

health professionals) should be in-
volved in designing new technologies. 

•	 To promote design in the context of 
the use.

•	 Holding an induction session prior 
to the actual scheduled session to 
train the patient in the technical sys-
tem’s operation and the additional 
communication skills required when 
interacting with patients via these 
new media. This step will reduce the 
apprehension and build confidence in 
patients and their caregivers in carry-
ing out VC. 

Virtual Physical 
Examination
Virtual physical examination has less re-
gard in telepsychiatry as the diagnosis is 
largely interview based. Hence, telepsy-
chiatry was believed to be more feasible, 
as opposed to other disciplines of medi-
cine.52 Physical examination is crucial to 
rule out organicity and examine drug-re-
lated adverse effects and comorbid med-
ical symptoms. Some components of 
physical examination can be directly ob-
served via video, like examining gait dis-
turbances by asking the patient to walk. 
In contrast, some others may require 
proxy indicators of conventional clinical 
findings like blowing a balloon to exam-
ine functional lung status. Yet others like 
higher mental function can be assessed 
with the help of family members—for 
example, the level of orientation, smell 
for alcoholic or ketotic breath in altered 
sensorial states. However,  critical and 
emergency conditions mandate the per-
formance of physical examination by lo-
cal physicians and psychiatrists.

Delivery of Medication
Psychiatrists and officers-in-charge of 
district mental health programmes53 and 
district hospitals must ensure to stock all 
primary care centers under them with es-
sential psychiatric medications.
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Conclusion 
Telepsychiatry is perceived to be ac-
ceptable, satisfactory, and economically 
serviceable by patients, particularly be-
longing to underserved communities. 
Synchronous mode of service must be 
preferred as it is of paramount impor-
tance to perpetuate the doctor–patient 
relational interaction that fortifies di-
agnosis and treatment. A “one-size-fits-
all” approach will not suit the needs of 
all patients when culture and contexts 
are considered. Hence, it is crucial to 
take up an iterative approach incorpo-
rating patient’s subjective experiences 
and refining the teleservices periodical-
ly catering to their specific needs. In the 
wake of the COVID-19 pandemic, access 
to mental health care was affected by 
many barriers, such as patients’ fears of 
acquiring infection from hospitals.  Re-
assuringly, telepsychiatry has swiftly 
become a substitute to traditional in-per-
son psychiatry, similar to the other fields 
of medicine. The rapid adoption of tele-
psychiatry must not compromise on the 
quality of the care, comfort, and safety 
offered to patients. Telepsychiatry is not 
a panacea to the issues of accessibility 
and equity in our health care system. Ev-
eryone deserves access to psychiatrists 
who can physically examine and treat pa-
tients. However, it can be considered an 
add-on to the existing armamentarium, 
a credible one at that. 
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3.	 Remote patient monitoring (RPM): 
Remote monitoring might be helpful 
for medication monitoring and to ob-
tain basic information such as vitals, 
weight, and height and blood glucose 
level.

4.	 Email/phone/fax which can be: 
	 a.	� Synchronous (provides live, two-

way interactive transmission be-
tween patient and provider at dis-
tant locations) or

	 b.	� Asynchronous (involves acquiring 
medical data and then transmitting 
this clinical information for later 
being reviewed by a specialist).3 

Telepsychiatry explicitly refers to re-
mote clinical mental health services, 
while “telehealth” denotes broader 
scope of health care services in remote 
setting including nonclinical services, 
such as continuing medical education, 
administrative meetings, and provider 
training.4 In essence, telepsychiatry and 
telehealth use fall into four broad cate-
gories: educational, research, adminis-
trative, and clinical. There are several 
models of telepsychiatry some of which 
are elaborated further.  

Telepsychiatry Integrated 
Care Models for Rural 
Community5

Telepsychiatric integrated care delivers 
both physical and mental health ser-
vices, to be provided under one umbrel-
la or platform with close communica-
tions amongst providers with primary 
care physicians playing a greater role in 
managing mental health disorders. This 
helps to address the shortage of mental 
health professionals, improves access, 
and moves the needle toward more eq-
uitable distribution of mental health 
services delivery. The important modes 
of service delivery under this broad 
model are:  

Hybrid Telepsychiatry: A United States 
Perspective with Relevance to India

Abstract
Telepsychiatry provides a platform for 
mental health care delivery in rural and 
remote areas. Hybrid Telepsychiatry 
model combines home-based 
telepsychiatry with domiciliary visits 
by community mental health workers. 
This involves use of different modes 
of teledevices which ensures safe 
and secure clinical platform. Research 
evidence supports that incorporating this 
model seems to use the specialist time 
efficiently where the resources are limited 
and services need to be catered for larger 
geographical community. The current 
telepsychiatry practice in the United 
States, specifically the hybrid model, has 
indisputably shown significant benefits 
in caring for psychiatric patients. Such 
valuable clinical model and its relevance 
to current mental practice and also its 
application in the Indian scenario can 
be helpful in providing comprehensive 
multidisciplinary treatment. This review 
evaluates and highlights the potential 
risks and benefits of adopting the hybrid 
telepsychiatry model in the Indian mental 
health system.

Keywords: Domiciliary visit, telepsychiatry, 
telemedicine, hybrid telepsychiatry, mental 
health services

Telepsychiatry can provide a plat-
form for mental health care deliv-
ery in rural and remote areas by 

linking clients to psychiatrists located at 
a different location and also connecting 
primary care practitioners in rural areas 
to networks of mental health specialists 
throughout the country. Telepsychia-
try is in practice for several decades in 
the United States (USA) and has been 
successfully adopted to care for people 
with mental health needs. Telepsychi-
atry promotes and enhances access to 
psychiatric care for patients and it has 
evidently demonstrated positive clinical 
outcomes.  In India, there is dire need 
for mental health professionals not only 

in rural but also in urban areas.  Hence, 
incorporating telepsychiatry model of 
practice tailored to the needs of the In-
dian mental health system will enhance 
quality of care and reduce the mental 
health treatment gap.1 The aim of this re-
view is to increase the understanding of 
the current telepsychiatry practice in the 
USA, specifically the hybrid model com-
bining home-based telepsychiatry with 
domiciliary visits by community mental 
health workers, and discuss its relevance 
and application in the Indian setting 
with the goal of providing comprehen-
sive multidisciplinary treatment. 

Telepsychiatry 
The American Psychiatric Association 
(APA) Telepsychiatry Task Force stated in 
February 2018: 

“Telemedicine in psychiatry, using vid-
eo conferencing, is a validated and effec-
tive practice of medicine that increases 
access to care. The APA supports the use 
of telemedicine as a legitimate compo-
nent of a mental health delivery system 
to the extent that its use is for the benefit 
of the patient, protects patient auton-
omy, confidentiality, and privacy; and 
when used consistent with APA policies 
on medical ethics and applicable govern-
ing law.”

Telepsychiatry involves providing 
variety of clinical services, including 
psychiatric assessments, psychological 
therapies, psycho-education, and phar-
macological management. The APA has 
developed a tool kit for the use of psychi-
atrists and other providers.2 

The basic technologies used in telepsy-
chiatry are as follows:
1.	 Live videoconferencing
2.	 Save/store and forward: The save/

store and forward technique can be 
utilized in non-emergent cases or cas-
es well known to the psychiatrist.
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1.	 The telepsychiatry collaborative 
care model: In the model of collabo-
rative care in telepsychiatry, an offsite 
mental health provider collaborates 
with primary care providers and oth-
ers to manage patients in remote rural 
or underserved community areas. The 
three randomized controlled trials 
(two studies on depression and one 
study in PTSD)6,7,8 to assess the telepsy-
chiatry collaborative care model which 
cumulatively enrolled over a thousand 
patients all showed that this approach 
is clinically effective. This model can 
be extended to home-based mental 
health care provision as in hybrid tele-
psychiatry (discussed further).

2.	 The telepsychiatry behavioral 
health consultant model and the 
telepsychiatry consultation–liai-
son model:  The behavioral health 
consultation model could be modified 
to use in small rural primary care clin-
ics which are deficient in onsite mental 
health specialists by employing offsite 
telepsychiatrists and teletherapists 
who provide service using interactive 
video. The behavioral health special-
ist performs a conventional initial 
diagnostic assessment using video or 
phone services. The consultation can 
be done asynchronously using store 
and forward technologies. Following 
the consultation, the telepsychiatrist 
develops a treatment plan for the pri-
mary care team to implement. 

3.	 The telepsychiatry curbside con-
sultation model: In this model, pri-
mary care clinician are categorized 
into “learning network” which is 
specific to a disease and they meet at 
a regular interval via video telecon-
ference. The primary care physicians 
through teleconference, discuss the 
patient management difficulties with 
a specialist physician based in an Ac-
ademic Health Training Institute and 
prepare a treatment plan. 

Hybrid Telepsychiatry 
Hybrid telepsychiatry is an amalgama-
tion of in-person psychiatry services and 
telepsychiatry services. It is a team-based 
practice in which a social worker or men-
tal health professional goes to the pa-
tient’s home with an electronic device to 
connect the patient with an offsite telep-
sychiatrist. Hybrid model involves assim-

ilating telepsychiatry consultation into 
traditional in-person care systems. This 
model is employed not only in rural  areas 
but also in many other settings such as 
underserved areas within a city, nursing 
homes for the elderly, group homes for 
adults, multiplex and individual hous-
es where the residents find it difficult 
to travel due to transportation, cost or 
physical and cognitive limitations.9 The 
hybrid telepsychiatry approach seems to 
be more efficient and clinically effective 
than outpatient visits as it can improve 
timeliness of care and frequency of visits 
based on the clinical need. The hybrid te-
lepsychiatry may help improve the acces-
sibility of psychiatric services between ur-
ban and rural areas, especially following 
discharge from an inpatient psychiatric 
unit or from an emergency department 
visit.10 Though, live videoconferencing is 
a commonly used technological modal-
ities in telehealth services, other modal-
ities such as store-and-forward clinical 
information, RPM, email/phone/fax can 
also be used in hybrid telepsychiatry.

The evidence for the benefits of “hy-
brid” care in services in remote and ru-
ral areas is still emerging. However, ev-
idence supports that hybrid care model 
undoubtedly reinforces the patient’s will-
ingness to participate in the outpatient 
clinical services and engage with their 
clinical team. It can also help in improv-
ing medication adherence in severe men-
tal illness. Also, hybrid psychiatric care 
had enhanced overall service delivery and 
helped improve outpatient follow-ups 
with the specialists compared with pa-
tients who had only the outpatient clin-
ical services.10 Literature review reveals 
that patients living in urban area have 
better follow-up than patients in rural 
area.11 This disparity exists both in India 
and the USA. This lack of equitable dis-
tribution between rural and urban health 
care can be remedied by using telepsychi-
atry as important fragment of hybrid care 
service model to make sure that the men-
tal health services are available to people 
living outside the urban areas.12,13

Functions of Hybrid 
Telepsychiatry 
In telepsychiatry, there are low-, moder-
ate-, and high-intensity care levels. For 
example, a text message or email remind-

er would be considered low intensity, a 
brief follow-up conversation by phone is 
moderate intensity and a full video ses-
sion is high intensity. The hybrid model, 
like other telepsychiatry models allows 
for all levels of intensities but adds the 
in-person visit by a mental health work-
er. The in-person visit is valuable in help-
ing with device and technology, remind-
ers, reinforcement, and compliance, and 
adds the value of personal rapport as 
well. The various functions are listed in 
Table 1.

Risk and Benefits of 
Home Visit by a Mental 
Health Worker in Hybrid 
Telepsychiatry 
Advantages
1.	 No travel time for patient or psychia-

trist resulting in cost savings. 
2.	 Collaborative approach involving 

multidisciplinary team members is 
unaffected. 

3.	 Improved access, especially to those 
who are homebound. 

4.	 Better coordination with other service 
providers such as those engaged in so-
cial service. 

5.	 lf the mental health provider is a 
nurse, she can perform brief physical 
examination, monitor metabolic pro-
file, get vitals, check weight, and do a 
brief examination for side effects such 
as EPS and blood glucose level.9

6.	 Helps reduce the risk of violence, ag-
gression, and abuse. 

7.	 Observing children and families in 
their own environment such as home 
will give better understanding of nat-
uralistic behaviors which perhaps can 
be masked when the patients or fami-
ly visits to the clinic due to the “white 
coat syndrome” that is commonly 
seen when patients come to clinics on 
their best behavior, minimizing their 
symptoms.12

Disadvantages
1.	 There might be issues with confiden-

tiality if the therapist or nurse arrives 
in a vehicle that has the company 
logo or other signage. Neighbors 
may come to know that there is a per-
son with mental illness in the house 
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not only supports the clinical symptoms 
and medication management but also 
deals with issues related to accommoda-
tion, finances, and other important needs 
to help person to integrate into the com-
munity. They also assist with activities of 
daily living, shopping, and managing pub-
lic transportation. Its benefits have good 
evidence especially in urban settings.18 
Nevertheless, use of Telepsychiatry in the 
ACT model of working is still in its incipi-
ent stage. A project in Delaware  added te-
lepsychiatry to an existing ACT program 
for regular clinic visits and then expanded 
to include use of home telepsychiatry vis-
its for ACT patients. Similar project was 
initiated in El Paso, Texas. However, the 
outcome of the performance of  these proj-
ects is not yet available.19  

Telepsychiatry During 
COVID Pandemic
Prior to the COVID pandemic, patients’ 
homes were not considered as clinical 
service sites, and Medicare (health in-
surance for adults aged 65 or older, or 
disabled adults) would not reimburse for 
telemedicine services originating from 
homes.9 However, during COVID pan-
demic crisis, to increase access to physi-
cians in rural areas, the US government 
passed a law to permit telemedicine to 
be reimbursed by Medicare if the patient 
is in a clinical facility located in a county 
outside of a metropolitan area. A trained 
nurse, if she suspects psychiatric patient 
having COVID-19 symptoms at home, 
can collect saliva sample.20

Telepsychiatry in India
The first telemedicine unit in India was 
launched in March 2000, in a remote vil-
lage called Aragonda in Andhra Pradesh. 
Four years later in December, 2004, the 
Schizophrenia Research Foundation 
(SCARF) holds the distinction of pioneer-
ing the first use of telepsychiatry by ren-
dering telepsychiatry services to victims 
of tsunami in the coastal districts of Tam-
il Nadu.3 Their services included the staff 
visits by mobile bus conducting clinics 
connecting to the main site in Chennai, 
where specialists are based. They have 
been actively providing services. In May 
2020, the National Institute of Mental 
Health and Neurosciences (NIMHANS), 

which could increase stigma in the 
community.

2.	 Another limitation of current telep-
sychiatry in the USA is that there are 
limitations on out-of-state practice, 
since each state has a separate licens-
ing system. Any practice even if in-
advertent could lead to allegations 
of malpractice, litigation, adverse 
actions by the licensing board, etc. If 
physicians provided therapy services 
through telemedicine to patients liv-
ing in a residential area of a particular 
state where the physician actually did 
not have license to practice, then the 
indemnity insurance company may 
not be obligated to pay a judgment 
or even to reimburse associated legal 
fees if the patient initiates a lawsuit.14 

3.	 There is risk of unpredictable behav-
ior, safety issues, and risk of violence. 

4.	 Many insurance providers may not 
provide cover for telepsychiatry.

Telepsychiatry in the USA
In 1959, the Psychiatry Institute of the 
University of Nebraska utilized video-
conferencing for education, research, 
consultation, and treatment for psychi-
atric disorders.2 In 1969, Massachusetts 
General Hospital utilized video methods 
for providing consultations at an outpa-
tient clinic located in Logan Internation-
al Airport in Boston. In the 1970s and 
1980s, telepsychiatry services gradually 
expanded to various locations such as 
schools and courts in the communities 
surrounding academic medical centers. 
There were multiple small pilot projects 
implemented but they did not always 

sustain due to limited financial resourc-
es and technological limitations. Telep-
sychiatry rose in popularity in the early 
1990s due to lowered costs due to devel-
opments in technology along with its 
impactful utilization in prisons, univer-
sities, and federal health systems.13,15 Be-
tween 2014 and 2019, telehealth services 
in the USA grew by ~35%. In a survey of 
5,375 Emergency departments and 4,537 
responders, 20% reported utilizing telep-
sychiatry services.16 All states in the USA 
are using telepsychiatry, although there 
is much variation in the extent and scope 
of these services with some states being 
more advanced than others. In one of the 
more advanced states is South Carolina, 
the South Carolina Department of Men-
tal Health and the South Carolina Hos-
pital Association partnered with Duke 
University and have launched an exten-
sive statewide telepsychiatry network, 
the first in the USA.17 The COVID-19 pan-
demic has fueled the use of telepsychi-
atry and, overnight, telepsychiatry has 
become the preferred mode of providing 
psychiatric care. This is expected to large-
ly remain and grow further even after the 
pandemic is controlled. 

Assertive Community 
Treatment and 
Telepsychiatry
In the USA, intensive community psychi-
atric care for patients with severe mental 
illness (does not include common mental 
disorders that are mild or moderate in se-
verity) is provided by assertive community 
treatment (ACT).  This model of services 

Table 1.

Roles and Functions of Hybrid Telepsychiatry
Assessment Clinic interview, diagnostic assessments, mental state exam-

ination, cognitive evaluation 

Treatment Medication prescription, providing therapy individual, CBT, 
interpersonal 

Medication management Checking compliance, titrating medication, monitoring drug 
level, monitoring the side effects  

Continuing care Regular follow-up, physical examination, monitoring for 
metabolic syndrome, checks vitals and weight, routine blood 
test, COVID testing using collection of saliva

Education Psycho education, relapse prevention

Collaboration Interactive video for consultation liaison work with other 
specialist and team members 

CBT: cognitive behavioral therapy.
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Indian Psychiatric Society and the Tele-
medicine Society of India, with collabo-
rative efforts, formally drafted the oper-
ational guidelines for the telepsychiatry 
practice in India to provide guidance to 
psychiatrists in the setting up, implemen-
tation, administration, and provision of 
telepsychiatry services. This guidelines 
focus mainly on interactive videoconfer-
encing-based psychiatry services.21 

Hybrid Psychiatry in India
The Mental Health Action Trust (MHAT) 
has been providing community-based, 
free, comprehensive mental health ser-
vices across 8 districts of Kerala through 
more than 50 centers over the last de-
cade.22 It has pioneered a model of decen-
tralized care by partnering with other 
community-based organizations. The 
essential elements of this hybrid ser-
vice in the voluntary sector are the use 
of nonprofessional community health 
workers through a task sharing model 
and the use of telepsychiatry. Task shar-
ing allows the professionals (psychia-
trists, psychiatric social workers, clinical 
psychologists, and occupational thera-
pist) to train, empower, supervise, and 
support longitudinally nonprofessional 
community mental health workers in 
delivering care. As the number of clin-
ics and number of patients (more than 
4,000) grew, telepsychiatry became more 
and more important. During the current 
COVID pandemic, this has become the 
predominant model of service delivery.

The various components of telepsychi-
atry as practiced in MHAT are as follows:
1.	 Use of videoconferencing: This was 

primarily used by the nonmedical 
professionals of MHAT from the clin-
ics they were visiting to communicate 
with the psychiatrists. This was man-
datory for all newly enrolled patients 
but for existing patients it was used 
when there was a clinical or social 
need. The equipment used were lap-
top computers at both ends. Video-
conferencing was also used, but less 
often, by the mental health workers 
in the community where it would be 
through mobile phones. In this clin-
ical service the commonly available 
free software was used.

2.	 Use of mobile phones: During the 
case discussion and clinical super-

vision, mobile phones are routinely 
used. This could be from the men-
tal health clinics and community it 
served during the weekly visits by 
the MHAT team or by volunteers who 
play the role of community case man-
agers round the clock. 

3.	 Electronic database: All patients’ med-
ical records are securely maintained in 
a customized cloud-based database. 
The documentation made by non-
medical team members are monitored 
in real time by psychiatrists working 
remotely. The electronic prescriptions 
are then generated by the psychiatrists 
from the same database and transmit-
ted via email to the community clinics 
for dispensing medications. The clin-
ics are encouraged to print and file a 
paper copy of the prescriptions for the 
patient records which are safely main-
tained in the clinics. The database 
generates appointments for future 
clinic visits and allows the tracking of 
all patients to minimize dropouts and 
nonadherence.

4.	 Use of mobile apps: The most import-
ant of the mobile apps used is the one 
for encouraging medication adher-
ence. This app, called “99 DOTS,” was 
successfully used in India for improv-
ing medication adherence in tuber-
culosis treatment. Patients or family 
members are encouraged to dial a 
toll-free number and hang up after 
they complete hearing to the options 
of an automated answer service. The 
app alerts the community-level work-
ers when phone calls are not received 
from a particular patient. 

5.	 Use of videoconferencing, appoint-
ment booking systems, and various 
apps for administrative and training 
requirements.

Spandana Home Healthcare 
Model
In May 2020, with the need arising of 
COVID-19 pandemic to provide services 
by visiting patients at home, Spandana 
Healthcare in Bangalore in association 
with Health Heal Home Healthcare ser-
vices launched the Home Healthcare 
Services. This involved visit by mental 
health registered nurse along with coor-
dinated video consultation with the spe-

cialist psychiatrist. Following the video 
consultation with the specialist, e-pre-
scriptions were generated. This visit also 
involved administering of depot inject-
able medications whenever needed. This 
model could possibly help improve the 
continuity of care. 

Conclusion
Telepsychiatry though has gained at-
tention during COVID pandemic is not 
a new concept, nonetheless it will con-
tinue evolve. Over the last few decades, 
it has been gradually developing and 
spreading its roots in various health 
sectors in the USA. With the imple-
mentation of guidelines for the use of 
telemedicine, it has gained importance. 
Combining in-person review by men-
tal health nurse or a social worker after 
visiting the patient at home, along with 
video consultation termed as hybrid te-
lepsychiatry could act as substitute for 
an existing model of outpatient-based 
reviews. Availability of limited special-
ist time can be efficiently utilized by 
incorporating the hybrid telepsychiatry 
model. Experience of this model with ad-
aptations based on the need in India by 
an NGO and private sector are discussed 
in this review. However, one needs to 
examine the efficiency of this model, ac-
ceptability, and outcome in comparison 
with the traditional face-to-face reviews 
in the busy outpatient clinics, after it is 
operationalized and has expanded. 
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we have also visualized what the future 
has in store for our practice of psychiatry, 
considering how rapid technological 
advances can occur and how these advances 
will impact us. There will be challenges on 
the road ahead, especially for a country 
like India for instance; the digital divide, 
lack of knowledge to utilize the available 
technology and the need for a quality 
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AbStrAct 
Technology is bringing about a revolution 
in every field and mental health care is no 
exception. The ongoing COVID-19 pandemic 
has provided us with both a need and an 
opportunity to use technology as means 
to improve access to mental health care. 
Hence, it is imperative to expand and 

harness the tremendous potential of 
telepsychiatry by expanding the scope of 
its applications and the future possibilities. 
In this article, we explore the different 
avenues in digital innovation that is 
revolutionizing the practice in psychiatry 
like mental health applications, artificial 
intelligence, e-portals, and technology 
leveraging for building capacity. Also, 
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control and regulation. However, it is safe 
to presume that telepsychiatry will evolve 
and progress beyond these roadblocks 
and will fulfill its role in transforming 
health care. Telepsychiatry will improve 
the health care capacity to interact with 
patients and family. The blurring of national 
and international borders will also open 
international opportunities to psychiatrist 
in India, heralding a new wave of virtual 
health tourism.

Keywords:  Telepsychiatry, telemedicine, 
guidelines

This is the era of digital revolution. 
Over the last two decades tech-
nology has grown by leaps and 

bounds reaching all walks of life. This 
revolution has reached the field of med-
icine too and is changing the psychiatry 
clinical practice.1 Telepsychiatry is the 
provision of psychiatric care remotely 
using different forms of telecommuni-
cation. Drago et al. defined telepsychia-
try as the “the use of electronic commu-
nication and information technologies 
to provide or support clinical psychiat-
ric care at a distance.”2 Importance of 
telepsychiatry as a vehicle for deliver-
ing mental health services is becoming 
increasingly relevant as the burden of 
psychiatric illnesses is increasing3 and 
human resources are consistently in-
adequate to handle the same.4 This de-
velopment is motored along by efforts 
and need to improve access to mental 
health services, quality of care, increase 
community-based care and integration 
of psychiatric services into primary care. 

In the ongoing coronavirus disease 
(COVID) pandemic, travel restrictions 
and reduced in-person interactions has 
provided a huge impetus to telepsychia-
try. Patients and caregivers face hardship 
to access and avail appropriate consulta-
tions and medications. Recent advance-
ments in technology may be used to 
build and maintain resilience, improve 
clinical care, facilitate recovery, and also 
to expand opportunities for education, 
administration, and research in men-
tal health. The silver lining is that the 
pandemic has provided us both a need 
and opportunity to use technology as a 
means to reach such individuals. It is the 
need of the hour to expand and utilize 
the tremendous potential that telepsy-
chiatry possesses by expanding the cur-
rently explored applications and newer 
promising future possibilities. In this 

article, the authors discuss the future of 
psychiatry practice in conjunction with 
the advances in digital health. 

Health Education/Capacity 
Building: Leveraging Digital 
Technology 
The Mental Healthcare Act, 2017 (MHCA 
2017), aims to protect, promote, and ful-
fill the rights of persons with mental ill-
ness (PMI), and places the responsibility 
on the state to ensure mental health care 
to all its citizens. The MHCA, 2017, seeks 
to overhaul the existing system and its 
implementation can cost around 94,073 
crore rupees approximately, for the gov-
ernment. Also, the government would 
incur a loss for noninvestment in mental 
health care, which is calculated to be 6.5 
times more per year than the investment 
needed to implement MHCA, 2017.4 Ac-
cording to the World Mental Health At-
las (2014),5 the number of psychiatrist 
per lakh of population in India was 0.75, 
with even lesser number of psychologists 
and psychiatric social workers. Even the 
median number of psychiatrists is only 
0.2/100,000 in India as opposed to a 
global median of 3/100,000 population. 
The numbers are equally dismal for oth-
er mental health professionals (MHPs) 
also. Median number of psychologist, 
social workers, and nurses are 0.03, 
0.03, and 0.05/100,000, respectively.5 As-
suming India would need three human 
resources per lakh population in each 
category, we would need 42 more years 
to fulfill the demand for psychiatrists, 74 
more years for nurses, and 76 more years 
for clinical psychologists and psychiatric 
social workers. This arbitrary calculation 
holds good if we assume the population 
remains constant.

One critical area where telepsychia-
try can bring about a revolution is in 
capacity building by leveraging digital 
technology. Traditional training pro-
grams involving didactic lectures, video 
demonstrations, power point presen-
tations in classroom and group format 
often fail to translate into clinical skills 
required for early diagnosis and treat-
ment of psychiatric disorders. Training 
experiences through telepsychiatry is 
advantageous since it incorporates a di-
dactic curriculum, flexibility to adopt 
between a pedagogical or andragogical 
approach depending on the profession-

al undergoing training, undertaking a 
bottom-up approach, offering the oppor-
tunity to obtain service-based learning 
while also providing the students the 
flexibility to attend training classes at 
their convenience. Further, technology 
enabled learning can help them attend 
simulated telepsychiatry consultations, 
teleconference journal clubs, satellite 
broadcasts, and web-based modules, etc.6 
Even though a psychiatry trainee may be 
familiar with the use of technology for 
communication, they might need to be 
imparted specific skills to understand 
the context of telepsychiatry practice 
like understanding the health systems 
involved, developing the clinical skills 
required to decrease the interpersonal 
distance and incorporate interpersonal 
communication and collaborative skills. 
One such example in the use of technol-
ogy in psychiatry training is the Initia-
tive for Academics and Nurturing Skills 
(INDIANS) for up scaling post-graduate 
students in psychiatry along with early 
career psychiatrists.7 Telepsychiatry can 
also introduce the concept of observer-
ship in psychiatry. A trainee can observe 
the process of evaluating, diagnosing, 
and monitoring the progress of a patient 
through online modules. This can com-
pletely overhaul postgraduation training 
by creating chances for more exposures 
into difficult clinical scenarios along 
with improving chances for liaison. This 
might result in producing more compe-
tent professionals.

Further owing to the lack of mental 
health care human resources across the 
world, especially in low- and middle-in-
come countries (LAMI) countries; tech-
nology can be harnessed to impart edu-
cation and training to not only medical 
students but also primary care doctors, 
nurses, social workers, psychologists, 
and other paramedical staff. This will 
help in not only capacity building but 
also reaching the unreached and serving 
the underserved population; eventually 
addressing the huge treatment gap in 
psychiatric disorders and reducing its 
morbidity. Considering the dearth of 
human resources, the NIMHANS Dig-
ital Academy was started to empower 
existing human resources. Digital cer-
tification courses like Diploma in Com-
munity Mental Health8 and Diploma in 
Primary Care Psychiatry9,10 were started. 
These programs are currently underway 
in different states like Chhattisgarh, Bi-
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exposure is difficult. Further in PTSD 
and specific phobias, with VR the expo-
sure can be personalized for specific situ-
ations and stimuli that can evoke the pa-
tient’s most troubling symptoms. Soon 
machine learning will benefit patients by 
increasing the likelihood of them receiv-
ing a personalized treatment regime and 
will help them in receiving psychological 
treatment through computerized con-
versational bots. AI can even change the 
face of psychiatric classification by iden-
tifying association between symptoms, 
neurobiological status, and functioning 
across diagnosis.17 

In the future, the AI could aid a clini-
cian in diagnosing a patient, can work in 
tandem with designated applications—
analyze a host of data like past history, 
risk factors, side effects, existing treat-
ment guidelines, etc., and arrive at the 
best possible treatment plan for any giv-
en patient—bringing in the possibility of 
providing “tailored treatment.” Further, 
the AI may analyze and notify demands 
of drugs, take account of the existing 
stock and automatically place an order 
for the drugs to be delivered to designat-
ed places. It is possible, along with medi-
cations, a doctor may also prescribe usage 
of a specific application for each disorder, 
which will serve different purposes like 
monitoring the patients symptoms, gen-
erating e-prescriptions, psychoeducation 
tools, monitoring adherence, and alert-
ing both the stakeholders if any warning 
signs arise. Thus, ensuring a comprehen-
sive care is delivered at the fingertips. 
Chat bots are an interesting addition in 
the field of AI. They are conversational 
agents and can play an important role in 
screening, diagnosis, and treatment of 
mental illnesses. In addition to this, they 
can also prove to be useful in suicide pre-
vention and management. 

Online Therapy
Over the past few years, there has been an 
increase in online support groups proba-
bly in response to diminishing health care 
resources. A Cochrane review had even 
reported that group therapy is more ad-
vantageous than self-help for tobacco ces-
sation.18 These groups cater to individuals 
suffering from problems like depression, 
suicidal tendencies, substance abuse, ma-
lignancy, and eating disorders. The pop-
ularity that social media has gained has 
resulted in an opportunity for the online 

har, and Uttarakhand to empower pri-
mary care doctors in psychiatry. Also, 
the Board of Governors (BoG) in super-
session to the Medical Council of India 
(MCI) and NIMHANS, Bengaluru, are 
in the process of developing an online 
module/curriculum for the practice of 
telemedicine. Registered medical prac-
titioners (RMPs) would be mandated to 
complete the module within three years 
of its release to practice telemedicine.

Mental Health Apps: Role in 
Telepsychiatry Practice 
One important area where telepsychiatry 
has tremendous potential is in personal-
izing telehealth. Recent advances in tele-
communication have made smartphones 
ubiquitous and can be harvested to pro-
vide personalized care for PMI. Mobile 
phone applications specific for individ-
ual mental illness can offer a dynamic 
two-way connectivity to a multidisci-
plinary team. A PMI may register self 
in the application that is specific to his/
her diagnosis. This application may be-
come a safe house for all the clinical de-
tails like duration of illness, clinical fea-
tures, course of the illness, medication 
status, allergies, comorbid conditions, a 
checklist to monitor adherence and side 
effects, and an e-prescription. This ap-
plication might also allow the specialist 
to monitor and manage the patient re-
motely, which is akin to running a men-
tal health clinic albeit digitally. One such 
application that has the potential to har-
ness all such endeavors is the learn, as-
sess, manage, and prevent (LAMP) plat-
form developed by Torous et al.11 With a 
help of a digital navigator who monitors 
all the patient related data like sleep pat-
terns, physical activity, and stressors, the 
LAMP platform can formulate a relapse 
risk algorithm and helps in developing 
a personalized care plan.11 These appli-
cations also offer a real time behavioral 
data and can provide information on 
how the symptoms differ across various 
dimensions. These apps eschew the need 
for any customized hardware while at 
the same time offering real-time data.12 

Recently the U.S. Food and Drug Ad-
ministration (FDA) has approved an in-
novative application for substance use 
disorder to be used along with routine 
outpatient management—reSET (Pear 
Pharmaceutics). re-SET is a part of a com-
prehensive care plan for patients with 

substance use disorders.13 In the future 
there can be different applications dedi-
cated for different purposes like an appli-
cation that can help in diagnosis, which 
can further be disease specific, applica-
tions to monitor adherence and serve as 
reminder for medications or applications 
to collect and store individual health 
records. These applications when com-
bined with artificial intelligence (AI) cre-
ate the possibility of tailored treatment, 
which is discussed later. One essential 
challenge in the currently available ap-
plications is that they are developed 
unilaterally by engineers with no inputs 
from medical professionals. Data priva-
cy and security issues remain pertinent 
but with technology growing leaps and 
bounds those concerns could also be ad-
dressed easily and applications can be 
tailored to suit each patient. 

Virtual Reality and Artificial 
Intelligence: Changing 
the Future Course of 
Telepsychiatry Practice
AI in psychiatry encompasses the use 
of techniques such as automated lan-
guage processing and machine learning 
algorithms to assess a patient’s men-
tal state. The application of AI extends 
across multiple domains ranging from 
diagnosis, prediction to management of 
psychiatric illness. There are currently 
applications that monitor through AI the 
pattern of smartphone usage and detect 
individuals at risk for developing mental 
health problems.14 AI-based techniques 
have also become useful in predicting 
psychiatric symptoms including psycho-
sis, which present as manifestations of 
disorders of thought, disorganization in 
behavior, or catatonia as well as predict-
ing treatment response.15 Machine learn-
ing algorithms have also aided in reduc-
ing the false-negative and false-positive 
diagnoses by supplementing human 
clinical ratings. Virtual reality (VR) is a 
computer-generated simulation, like im-
ages and sounds that a person can inter-
act with by wearing special equipment. 
There are overwhelming evidences that 
prove that VR as an interaction and dis-
traction tool is useful in psychiatric ill-
nesses, such as PTSD, anxiety, specific 
phobia, schizophrenia, autism, demen-
tia, etc.16 VR technology can augment in 
vitro therapy particularly when in vivo 
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peer networks to aid in mental health 
recovery and to reduce stigma. This be-
comes even more important in LAMI 
countries in reaching the unreached. 
These peer support groups are creating 
a paradigm shift by increasing access to 
health information and providing sup-
port to PMI. However, further research 
needs to expand upon these advantages 
and specifically address the question of 
whether the skills learned from peers 
through an online platform translates 
into a sustained improvement in social 
and occupational functioning in the real 
world. In addition, methodological chal-
lenges do remain, specifically in the form 
of how to evaluate such interventions and 
collect objective outcome measures. 

Mental Health Care 
Management System: An 
Innovative Solution from 
NIMHANS
The MHCA 2017 has provided a legally 
binding right to mental health care for 
over 1.3 billion people. The Department 
of Health, Government of Karnataka, 
India, initiated a digital innovation ti-
tled “Mental Health Management Sys-
tem” (e-Manas; the term “manas” in 
vernacular language means “mind”) in 
collaboration with Telemedicine Centre, 
NIMHANS, Bengaluru, India, and Elec-
tronic Health Research Centre, Interna-
tional Institute of Information Technol-
ogy, Bengaluru (EHRC-IIIT-B), India. 
e-Manas is a state-wide digital registry of 
Mental Health Establishments (MHEs), 
MHPs, PMIs, and their treatment records 
in compliance with the MHCA, 2017. 
This platform brings together all the 
stake holders in the mental health field, 
that is, regulatory authorities, district 
review boards, MHEs, MHPs, PMIs, and 
their caregivers. e-Manas is the first step 
in integrating information technology 
and the mental health system. It is the 
first initiative in the country, completely 
free of cost, funded by the Government 
of Karnataka, and may play a crucial role 
during the times of emergencies. The 
plethora of data that can be made avail-
able through the portal may help in an-
alyzing epidemiological trends, which 
might lead to tailoring improved service 
delivery. All the data available can be 
collated and can be used to monitor the 
mental health programs, availability of 

medicines in all centers by correspond-
ing mental health authorities. This will 
provide seamless services to the people 
in need and assist the right-based ap-
proach as directed by the law. On similar 
lines, Telemedicine Centre, NIMHANS, 
Bangalore, and IIITB, Bangalore, have 
initiated a development of comprehen-
sive portal for prevention of suicide 
across India titled—“NIMHANS Centre 
for Suicide Prevention,” with the aim of 
creating awareness on mental illness and 
stress, prevention of suicide, promotion 
of well-being and development of hu-
man resources (gatekeeper training pro-
gram) to curtail the incidence of suicide.19        

Electronic Health/Medical 
Records 
Electronic health records (EHRs) portals 
are provider-tethered applications that 
allow patients to electronically access 
health information that is document-
ed and managed by a health care insti-
tution.20,21 These are very important for 
patients with mental illness because the 
psychiatrists are mandated by the MHCA 
2017 to maintain a basic medical record. 
These portals are owned and managed by 
health care institutions (such as hospitals). 
Under these portals, institutions provide 
patients with web-based limited access 
to their clinical data recorded in patients’ 
health records. Patients can then access 
this information, read, and print it, or inte-
grate it into any (electronic or paper-based) 
type of patient-owned record. Apart from 
this, electronic patient portals also offer 
provisions for requesting prescriptions for 
medication refill, appointment viewing 
and scheduling, access to general medical 
information, such as guidelines, or secure 
messaging between a patient and an insti-
tution; and maintaining clinical logs like 
blood pressure, pulse rate, behavior and 
mood charts by patients. According to a 
study conducted by Kipping et al., there is 
evidence to suggest that access to EHRs by 
patients may have positive effects on acti-
vation and recovery in patients with severe 
mental illnesses (SMI) with increase in ap-
pointment adherence; and also simultane-
ously improve organizational efficiencies 
in a tertiary level mental health care facili-
ty.22 The e-Manas portal mentioned earlier 
is one such portal that aims to create an 
easily accessible patient health record not 
only to the patients but also across differ-
ent establishments within the state. The 

EHRs can be the cause of an apprehension 
also. With the increase in the practice of te-
lepsychiatry and with the usage of digital 
records, there is an increase in the concern 
about storing data in cloud, particularly 
with respect to fear of loss of data and the 
requirement to have a physical server in 
India to store details of Indian Citizens. 
Perhaps in the future, the data might be 
condensed into the form of a smartcard 
that a patient can carry around and the 
data can be retrieved by any health profes-
sional probably through a pin provided by 
the patient. There are reports of implants 
being used in by citizens of Sweden to 
ease their daily routine by storing unique 
ID, emergency contact details, health re-
cords, financial transactions, and other 
details for providing services.23 Perhaps 
there might come a day in which every 
citizens can store his entire clinical data in 
an implanted chip, which will be a game 
changer in health care. Further, there may 
be a national regulation of implanting this 
chip to every citizen immediately after 
the birth with unique ID and storing the 
health status from birth till death.  

Future Opportunities 
and Challenges of 
Telepsychiatry 
A proposed one stop center: Telepsychiatry 
soon can bring everyone together under 
one roof. “One stop center” is one such 
possibility. Currently woman or child 
victims of abuse must visit multiple plac-
es to consult different professionals like 
a psychiatrist, gynecologist, pediatri-
cian, a legal counsel, etc. With advances 
in telehealth all such services can be pro-
vided under one roof. One stop center 
can be a virtual center, which will remove 
the need for a woman or a child who 
has suffered from abuse to go from one 
place to another or perhaps even a court. 
They can attend all such visits from their 
home or woman/child friendly center 
and can obtain all these services through 
video conferencing. These centers can 
also serve as a place to provide mental 
health and psychosocial support and 
even long-term psychological support 
for such victims. One stop center can also 
help patient support groups like alcohol-
ic anonymous, narcotic anonymous, etc. 
Patients can get psychiatric consultation 
and psychosocial support under one roof 
through such one stop centers.
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Mental Health Review Boards (MHRB): 
Telepsychiatry has the potential to 
transform the functioning of the 
MHRB, which are a mandate as per the 
MHCA, 2017. Integrated online portals 
like MHMS along with EHRs could 
drastically ease the review process for 
admission and discharge of patients by 
the MHRB. It can also aid in inspection 
and audit of MHEs owing to the ease of 
availability of records due to the usage 
of an integrated portal.

Tele-evidence: Further such a setup can 
be also useful for providing Tele-evi-
dencing in a court of law, especially for 
doctors to provide their expert witness. 
This will eschew the need for the doctor 
to travel to different places to provide ev-
idence. Providing evidence online is go-
ing to change the way doctors perceive 
the court and giving evidence in the 
court of law.  

Telepsychiatry in community settings: One 
other setup where telepsychiatry can be 
indispensable in the future is the reha-
bilitation centers like halfway homes, 
long-stay homes, custodial care homes, 
prisons, juvenile homes, reception cen-
ters, elderly care home, orphanages, etc., 
where psychiatric morbidities are high. 
Considering the already existing dearth 
of human resources, telepsychiatry is 
the best possible solution to cater to the 
mental health needs of such unreached 
population. The same can also be appli-
cable to religious centers like the “Dawa 
and Dua Program,”24 which can result in 
providing psychiatric services to many 
patients visiting such places.

Wellness app “Gurukool”: Apart from 
helping patients with mental illness, cer-
tain wellness applications would come 
into the picture soon. Telemedicine cen-
ter, NIMHANS in association with stake 
holders such as Centre for Development 
of Advanced Computing (CDAC), Pune, 
and Armed Forces Medical College 
(AFMC), Pune, is developing an app 
called “Gurukool.” This application will 
be used to impart life skills, to impart sex 
education, life style modifications, sensi-
tize an individual toward mental illness, 
teach them to cope with stress, and in 
promoting positive mental health, tar-
geting predominantly the healthy popu-
lation or population at risk. 

Registry of mental disorders: National 
Level Registry of Mental Health is an 
advanced form of electronic record/por-
tal can also be available soon. This may 

be indispensable to monitor high risk 
individuals like at risk children, persons 
prone to develop mental illnesses, victim 
of abuse, survivors of disasters, etc. This 
can help in tracking such individuals 
and help to deliver effective early inter-
vention.

Wearable devices: One other area that 
is rapidly coming to the spotlight is the 
use of wearable devices in telemedicine. 
These devices might be used to digitally 
transmit patient data at real time to the 
psychiatrists, which might be useful in 
the future to monitor side effects and 
drug levels through body fluids, electro-
encephalography or electrocardiography 
changes, to ensure adherence by setting 
up automated reminders to the patient, 
etc. Owing to the limitations of physical 
examination during teleconsultations, 
Telemedicine Centre, NIMHANS has re-
cently proposed a novel concept of “vir-
tual (video-based) physical examination” 
(VPE).25 Physicians can conduct inspec-
tion part of systemic physical examina-
tion during teleconsultations. At rest 
inspection for pallor, icterus, cyanosis, 
skin lesions, abnormal movements, etc., 
can be conducted. Apart from this, in-
spection after providing instructions can 
be done to examine tremors, deglutition, 
and gait can also be conducted. Certain 
scales to grade symptoms like Abnormal 
Involuntary Movement Scale (AIMS), 
Unified Parkinson’s Disease Rating Scale 
(UPDRS) may also be applied virtually. 
This concept needs further evaluation, 
expansion, and validation but will be 
greatly benefited when used concomi-
tantly with a wearable device. 

Cost effectiveness: All these advances can 
result in a decrease in the costs incurred 
on the patient. Considering the need for 
only a minimum infrastructure to prac-
tice telepsychiatry, decreasing the need to 
travel the consultation charges can come 
down significantly along with decrease 
in the out of pocket expenditure. The 
cost-effectiveness, ability to get expert 
consultation with minimal effort and 
costs will eventually result in improving 
the quality of life for the patients.

With all the recent advances, technolo-
gy will transform how psychiatry will be 
practiced. It may even result in the devel-
opment of bed less hospitals, where tele-
psychiatry will be the predominant mode 
of service delivery. However as with all 
revolution the road ahead must address 
some problems. The main challenge that 

can arise in a country like India is the “dig-
ital divide” existing in the country and 
across the world, with certain rural areas 
yet to have proper internet connectivity. 
To compound this using all these applica-
tions and devices will require some skill 
and knowledge. All these advances will 
pose a challenge to people from lesser 
educational background, which might 
hinder them from using such services. In 
next two decades, the telepsychiatry prac-
tice is going to cut across many boundar-
ies both nationally and internationally. 
Telepsychiatry consultation and online 
therapy will be available for internation-
al clients. India may play a global leader 
role in providing health services using 
digital technology. 

Further, there is a need to have qual-
ity control for all such applications and 
AI. A quality control and regulation are 
essential to ensure all the services to be 
bug free, safety of health data and to 
prevent from data loss or theft. Further 
third-party vendors need to be regulated 
strictly to prevent exploitation. In order 
to prevent exploitation of patients and 
professionals in the future guidelines 
needs to be developed and adherence to 
the guidelines should be strictly moni-
tored. Finally, the absence of an objective 
standardized measurement like other 
medical fields and the available structure 
tools are used majorly in research set-
tings rather than in routine clinical prac-
tice. Fortney et al. have suggested that 
measurement-based care can improve 
the quality of mental health care.26

Conclusion
Information technology advances includ-
ing applications and AI do not readily 
answer all these problems but they are 
already bringing out innovations in as-
sessment, novelties in data collection, in-
creasing access to mental health care, and 
changing the very face of service delivery. 
The future will keep on changing the 
clinical processes especially with VR, syn-
chronous and asynchronous video con-
ferences and newer technologies that we 
are yet to utilize may help in reaching the 
deserved populations. Telepsychiatry will 
evolve with developments across the di-
mensions of technology, clinical applica-
tions, and care models. This can be further 
promoted by incentivizing telepsychiatry. 
With this evolution, telepsychiatry will 
fulfil its role in transforming health care 
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by increasing the capacity to interact with 
patients and family. The blurring of na-
tional and international borders will open 
international opportunities to psychia-
trist in India. Indian psychiatrist will be 
providing services to international clients 
in real time. This will herald a new wave 
of regulating and monitoring of virtual 
health tourism across the world.
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