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From time to time the board becomes aware of articles or information that would be educational and informative 

to licensed psychologists and the consumers of psychological services. In such cases, the board will attempt to 

bring this information to licensees and consumers, provided Ihe necessary authorizations for publication can be 

obtained. In the posting of any information on its web site, the board will maintain sale discretion as to what 

information is posted. 


The following information regarding telepsychology has been excerpted with the permission of the primary author 
from "Regulation of TeJepsychology: A Survey of State Attorneys General" by Gerry Koocher & Elisabeth Morray. 
Professional Psychology: Research and Practice, October, 2000, vol. 31, issue #5, pages 503-508. 

In light of the survey data obtained in this research, the authors offer the following regarding telepsychology: 

CI 	 1. Before engaging in the remote delivery of mental health services via electronic means, practitioners 
should carefully assess their competence to offer the particular services and consider the limitations of 
efficacy and effectiveness that may be a function of remote delivery. 

a 2. Practitioners should consult with their professional liability insurance carrier to ascertain whether the 
planned services will be covered. Ideally, a written confirmation from a representative of the carrier should 
be obtained. 

CI 3. Practitioners are advised to seek consultation from colleagues and to provide all clients with clear 
written guidelines regarding planned emergency practices (e.g., suicide risk situations). 

CI 	 4. Because no uniform standards of practice exist at this time, thoughtful written plans that reflect careful 
consultation with colleagues may suffice to document thoughtful professionalism in the event of an 
adverse incident. 

III 	 5. A careful statement on limitations of confidentiality should be developed and provided to clients at the 
start of the professional relationship. The statement should inform clients of the standard limitations (e .g., 
child abuse reporting mandales), any state-specific requirements , and cautions about privacy problems 
with broadcast conversations (e.g., overheard wireless phone conversations or captured Internet 
transmissions). 

CI 	 6. Clinicians should thoroughly inform clients of what they can expect in terms of services offered, 
unavailable services (e.g., emergency or psychopharmacology coverage), access to the practitioner, 
emergency coverage, and similar issues. 

CI 	 7. If third parties are billed for services offered via electronic means, practitioners must clearly indicate that 
fact on billing forms. If a third-party payer who is unsupportive of electronic service delivery is wrongly led 
to believe that the services took place in vivo as opposed to on-line, fraud charges may ultimately be filed. 
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(Numerous articles avai lable on web-search) 


Please be advised any resources, materials or website addresses are purely for evaluatory 
purposes and discussion, This supposes no endorsement by the California Board of Psychology 

regarding any treatment or opinions expressed in any of these resources. 

Ohio Psychological Association re : Telepsychology 
http://www.ohpsych.org/resources/1/fi les/Comm%20T ech%20Committeel 
T elepsychologyGuidelinesApproved041208,pdf 

California Board of Psychology, 

Board of Psychology Update 2005 "Tips on Telepsychology" 


http://www.psychboard.ca .gov/formspubs/bopO 1 05, pdf 


California Board of Psychology-Notice to California Consumers Regarding the 

Practice of Psychology on the Internet 

http ://www.psychboard.ca.gov/consumers/internet-thrpy.shtml 


ATA: American Telemedicine Association 
http://www.americantelemed . org/i4a/pages/index, elm ?pageid=3311 

Review Paper: 
The Effectiveness of Telemental Health Applications : A Review 

http://publications,cpa-apc,org /media.php?mid=694&xwm=true 

Telepsychiatry review: Canadian Psychiatric Assoc: Telepsychiatry : Guidel ines 
and Procedures for Clinical Activ ities (2001 ): 

http://www.psych iatry.med.uwo.ca/ecp/info/toronto/telepsych/index.htm 

Canadian Psychological Assoc: Ethical Guidelines for Psychologists Providing 
Psychological Services Via Electronic Media (2008) : 
http://www.cpa.ca/aboutcpa/boardofdirectors/committees/ethics/ethicalgui 
delinesl 
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I. "REAMBLE 


The American Telcmedic ine Association (A TA), with members from throughout the Uni ted 
Slates and throughout the world, is the principal organization bringing togeth er tei cmcdicine 
practitioners, healthcare institutions, vendors and others involved in providing rcmote 
hca lthcare using telecommunications. AT A is a nonprofit organization that seeks to bring 
together diverse groups from traditionaimedicinc, academia, technology and 
tel ecommunications companies, e·hea lth , all ied professional and nursing associations, 
medical societies, government and others to overcome barriers to the advancement of 
tclemedicine through the professional, ethical and equitable improvement in health care 
delivery. 

ATA has embarked on an effort to establish practice guidelines and technical.standards for 
telemedicine to help advance the-sc icnce and to assure the un iform qual ity of service 10 
patients. They are dev.eloped by panels"that include experts from the field and other 
strategic stakeholders and designed to serve as both an operational refcrence ,ana 'an 
educational tool to aid in provid ing appropriate care for patients. The gu idelines and 
standardsgenerated by ATA will undergo a thorough consensus and rigorous review;with 
final approvarby the ATA 'Board of Directors. Existing products will be"reviewed ,and 
~pdated-periodically . 

The practice ofmcdicine is an integration cifboth the science and art of preventing, 
di~gnosing, and treating diseases. Accordingly. it should be recognized that compliance 
with these guidelines will not guarantee accurate diagnoses or successful outcomes. The 
purpose of these standards is to assist practitioners in pursuing a sound course of action ,to 
provide effective and safe medical care that is founded on current information, ava ilable 
-resources, ana patient needs. The practice guidelines and technical standartls recognize that 
safe and effective practices require specific training, skills, and techniques, as described in 
each document. The resulting products are properties of ATA and any reproduction or 
modification of the published practice guideline and technical standards must receive prior 
approval by ATA. 

If circumstances warrant, a practitioner may responsibly pursue a course of action different 
from the gu idelines when, in the reasonable jUdgment of the practitioner, such action is 
indicated by the condition of the patient, restric ti ons or limi ts on avai lable resources, or 
advances in in formation or technology subsequent to publication of the guidelines. 
Nonetheless, a practitioner who uses an approach that is significantly different from these 
guidelines is strongly advised to provide documentation , in the patient record, that is 
adequate to explain the approach pursued. 

This guidelines document focuses on interactive video-conferencing based mental health 
services and telemental health/telehealth. The document is a companion document to ATA's 
Evidence-Based Practice for Telemelllal Hcalth, an educational tool to aid practitioners in meeting 
these practice guidelines. 
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2. SCOPE 

These guidelines arc designed to serve as both a consensus operational best practi ce reference 
based on clinical empirical experience and an educational tool to aid practitioners in providing 
appropriate telehcalth care for patients. The term tclehcal th indicates an inclusion of all hea lth 
profess ional s, ranging from medic ine to mental hea lth , to educators, and to nurses. The use of 
telehea lth also refers to the broader scope of e-health and di stance education. Telcmenlal health 
therefore, is the practi ce of mental health specialties at a di stance. The practice of medicine is an 
integration ofbolh the science and art ofpreventing, di agnosing, and treating diseases. It should 
be recognized that adherence to these guidelines will not guarantee accurate diagnoses or 
successful outcomes. The purpose of these guidelines is to assist practitioners in pursuing a 
sound course of action to provide effective and safe medica l care that is founded on current 
information, available resources, and patient needs. The guidelines are not meant to be 
unbending requirements of practice and they are not des igned to, nor shou ld they be used, to 
establish a legal standard of care. The American Telemedicine Association adv ises against the 
use of these guidelines in litigation in which the clinica l decisions of a practitioner are called into 
question. 

The primary care or managing practitioner is responsible for the dec ision about the 
appropriateness of a spec ific procedure or course of action, considering all presenting 
circumstances. An approach that differs from the A TA guidelines does not necessarily imply that 
the approach varied from the standard of care. If circumstances warrant, a practitioner may 
responsibly pursue a course of action different from these guidelines when, in the reasonable 
judgment of the practitioner, such action is indicated by the condition of the patient, restri ctions 
or limits on available resources, or advances in information or techno logy subsequent to 
publication of the guidelines. Nonetheless, a practitioner who uses an approach that is 
significantly different from thesc guidelines is advised to document in the patient record 
information to explain the approach pursued. 
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3. INTRODUCTION 

Tclclllcntal health is one or lhe mosl active applications of tclchca lth rendered in the Un ited 
Stales. Mental health is particularly suited to the usc of advanced COIllJl1utllca ti on technolog ies 
and the internet for delivery of care. By using advanced communication technologies, mental 
health profess ionals are able to widen their reach to patients in a cost·cffcctivc manner, 
ameliorating the mal distribution of spec ialty care. The following Guidelines arc des igned to a id 
in the development and practice orcohercnt, effective, safe and sustainable telemental hea llh 
practices. Establishing g uidelines (or tciemental health improves clinical outcomes and promo tes 
in fonncd and reasonable patient ex pectations. Whcn guideli ncs, position statements, or standards 
from a profess ional organ ization or soc iety such as (but nol limited to) the American Psychiatric 
Associati on J, American Psycholog ical Association2 or Na tional Association of Social Workers :! 
ex ist, it is ad vised that mental health professionals review these documcnts and inco rporate them 
into practi ce. 

Telemental health, li ke lelemedicine, is an in tentionally broad term referring to the provision of 
mental health and substancc abuse serv ices from a distance. This guideline focuses on two-way, 
interacti ve videoconfcrencing as the moda li ty by which (elemental health serv ices are provided . 
In the future , additional sections will be added to address the use of the interne t and other 
asynchronous or socia l relationship environments for interactions between mental health 
professionals and thei r patients and famili es. The use of other modem technologies such as 
virtual reali ty, electron ic mail , remote monitoring devices (home tel ehealth store and forward 
techno logy), chat rooms, and web-based clients are not included in this version of the telemental 
health guidelines. 

The A TA provides the core standards for telemcdici ne operations and provides overarch ing 
guidance for administrative, clinical, and technical standards 
(http ://www .amcri cantelemed.org/i4a/pageslindex.cfm?page id"=3 311). The Practice Guidel ines 
for Vidcoconferenc ing-Based Tclemental Health covers al l areas, reflecting the basic compone nt 
processes associated with most telemental heal th consultations. The telementa l health gu idelines 
give further detail to these core standards in relat ion to the spec ialty area. Th is section of the 
guideline contains requirements, recom mendati ons, or actions that are identifi ed by tex t 
containing the keywords "shall ," "should ," or "may." "Shall" indicates that it is required 
whenever feasible and practica l under loca l condi ti ons. "Should" indicates an optimal 
recommended acti on that is particularly suitable, without men tioni ng or excluding others. 
"May" indicates additional points thai may be considered to further opt imize the telemental 
health carc process. 

A glossary oftenns, references to literat ure , and informative web sites arc inc luded at the end of 
the document. 
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4. APPLICATIONS FOR THE PRACTICE OF TELEMEDI CINE 


a. Clinical Applications 

Currently, the point of delivery for telemental health services is as varied as the type of 
serv ices that arc being provided. Sites incl ude hospitals, emergency rooms, community 
mental health cenlers, clinics, phys ician offices, nursing homes, assisted living fac il ities, 
prisons, schools, and patient homes. With careful planning, lclemental health services can 
significantly impact the quality, timeliness, and ava ilabi li tv of services in almost any mental 
health care delivery system.4, f. 6, 7,8,9, 10. II. 12. 13, 14, IS, 16, 1"7 , ]8 

Scope afServices 
Clinical appli cations of telemedicinc encompass diagnostic, therapeutic, and forensic 
modaliti es across the li fespan. Common applications include pre·hospita lizalion assessment 
and post-hospital follow·up care, scheduled and urgent outpatient visits, medication 
management, psychotherapy and consultation. 

Clinical Interviews 
Telemcntal hea lth interviews may be conducted between physicians in consultation, between 
a physician and another health care provider (e.g., a case manager, elin ical nurse practitioner 
or physician ass istant), or between menta l hea lth professionals and a patient. Other persons, 
such as another hea lth care provider or family member, may also be present in a patient 
interview. The Telemental health interview may be an adjunci to periodic face-to· face 
contact or may be the only contact; and is typically supported by add itional communications 
technologies such as faxed or emai led consultation information or transmiss ion of an 
electron ic medical record . 

Emergency Evaluations 
Many programs across the United States provide emergency evaluations by telemedic ine 
successfully with minimal support staff and standards in place at the patient si te. Emergency 
evaluations for psychiatric hospitali zation can be conducted via telemedicine, and usually 
will require additional personnel to provide physical control of the environment and possib ly 
the patient, for patient safety. Situations such as a patient who is suicidal, homicidal, or 
suffering from dementia or acute psychosis may require additional personnel in the room in 
addition to family members. In gencra l, adequate support staff or responsible family 
members shall be present at the remote site in order to safely care for th e patient. If other 
alternatives arc immediately ava ilable to meet the patient's needs withou t transfer, services 
are preferred to be provided on·site and in.person. In the event that support staff and family 
members are not present, the tel emental health provider must make a determination whether 
. ct· · .. d dr· r )9 20 2) 22 S . I .Imme late mterventlon IS eeme necessary lor patient salety. ' ., pecla attention 
shall be paid to thc enhanced need for privacy and confidentiality and every attempt to 
preserve the patient's right to privacy sha ll be employed. 
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Case Management 
In large distributed systems where mult i-provider case management is needed, 
vidcoconfcrencing allows collaboration betwecn all the involved clinical participants 
regardless of distance. Clinica l treatment r lans can be devcloped with input from experts 
who would not otherwise be avai lablc .23. 24. 5.2(, 

Clinical Supervision 
Supervision of trainees (res idents or interns) at a distant site can facilitate both train ing and 
patient care. Supervision may be done either in real-time with the supervisor prescnt via 
vidcoconferencing, or, when appropriatc, by thc use of store and forward technology?? 
Supervising practi tioners shall compl y with statc and federal requirements for in-person 
supervision for residents and other practitioners whose positions are federa lly or state funded. 

Non-Clinical Applications of Vidcoconfcl'cnci ng 

Distance Learning 
Videoconferencing technologies for education e ncompass a broad range of applications. 
These illclude, but are not limited to, poinl-lo-poin t applications, such as physician-to­
physician, physician-to-patient, or multipoint sessions such as a classroom setting where a 
teacher is at one site and the "pupils" are at other multiple remote sites. Distance learning 
modalities can be used for off-site mentoring to teach new techniques, or multi-sit e 
transmission of "grand rounds" conferences and continuing medical education (CME) events. 
These can be streamed via the internet or transmitted a number of ways including po int-to ­
point circuits and the public Internet (if transmitting protected health infonnation or other 
sensitive infonnation via the public internet, AES encryption or a virtual private network 
(VPN) shall be used to secure the transmission).2!). 29 Distance education modalities can also 
be used for clin ical care of patients, e.g. patient teaching regarding medications, therapies, 01' 

compliance with treatment plans. 

Research 
Tclemedicinc has been appl ied as an effective and rel iable means of gathering research data 
from cl inical populations. Telemental health enab les multi-site and remote acquisi tion of 
information via in-person interviews or direct observation, as well as providing a simple 
means of archiving patient-provider interactions in video format for later scoring and 
eva luation. All requirements for human subjects resea rch shall be applied to the use of 
telemental health for research purposes, especially when research involves the use of video or 
aud io taping of the telemedicine conversations. Attention shall be paid to issues of 
confidentiality and informed consent, ensuring that patients who are involved in research 
trials via tclemedicinc understand consent is for the purposes of research and not for 
receiving care via telemental health. Efforts ,\'hull be made to ensure that patients receivi ng 
telemental health services arc aware that telemedicinc conversations will be recorded on ly 
with their c0l1sent.30 

Adm i 11 is frat ion 
Interactive two-way audio-v isual communication between dista nt hospitals, clinics, schools, 
and justice centers is an effective means of providing administrative services and supp0l1 and 
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helps organizations to achieve cost savings in large or geographically dispersed systcms. 
Any discussion of protected health information shalf be secured through use of a private, 
point-to-point circuit, an ISDN connection, or AES encryption or a virtual private network 
(VPN) shull be used for transmissions via the public internet. 

5. GUIDELINES FOR THE I'RACTICE OF TELEMENTAL HEALTH 

Any organization or provider considering the use of telecommunications equipment for the 
purpose of prov iding mental health or substance abuse care to a remote si te shall have in 
place prior to initi ating such a service a set of Standard Operating Procedures or Protocols 
that shall include (but are not limited to) the following administrative, clinical and technical 
specifications. 

The guidelines shall specifically describe roles, responsibilities (i.e., daytime and after-hours 
coverage), communication, and procedures around emergency issues. The degree of 
involvement of the telemental health provider will vary greatly between remote sites and be 
determined by legal issues, local resources, and staffing available to the c1inic.)1 

a. Standard Operating Procedures/Protocols 

Telemental health organizations and providers shall ensure that appropriate staff is available 
to meet patient and provider needs before, during, and after telemental health encounters of 
all types. Organizations and practitioners shall have agreements in place to assure licensing, 
credenlialing, training, and authentication of patients and practitioners as appropriate and 
according to local, state, and national requirements. 

Telemental health organizations and practitioners slrall be aware ofthc enhanced 
requirements for privacy and confidential it y that is afforded to patients receiving mental 
health care. In the United States, additional state regulations for privacy, confidentiality and 
patient ri ghts apply above and beyond requirements in place for general health care 
interactions. 

Telemental health organizations and practitioners shall have billing and coding processes in 
place that share information across systems for the purposes ofpaymellt that do not risk 
exposure of mental health patients' personal health information. 

Telemental health organizations and practitioners shall determine processes for 
documentat ion, storage, and retrieva l oftelemental health records. Specifi c descriptions 
shall be in place that address who can have access to the records. Most organizations 
institute a higher level of security on mental health patients ' records than on other patients' 
records. 

Patients receiv ing menial health and substance abuse services are afforded a higher degree of 
patients' rights as well as organizational responsibili ties. Telemental health organizations 
shall be aware of these additional responsibilities and ensure that they are achieved. 
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Telemental health organi zations and practitioners shall have in place polic ies and procedures 
that add ress all aspects of administrative, clini cal, and technical components regarding the 
provision of telemental hea lth and .\·h all keep the pol icies and procedures updated on an 

annual basis or marc often as needed. 

Te lemcntal health organizations and practitioners shall have in place a sys tematic quality 
improvcment and performancc management process that complies with any org<lI1izal ional , 
regulatory, or accredi ting, rcquirements for outcomes managemcllt. The quality 
improvement indicators sltall address the critica l components of providing telementa ! healt h 
services and sh,,11 be used to make programmat ic and cl in ical changes. 

Telemental health orga ni za tions and practitioners shall comply w ith the specific consents to 
treat and for medication administration that apply to the area of mental health . Although no 
special consents arc needed to lise telemental health to serve pat ients, addi tional layers of 
c;onsellt arc rcquired during thc course of treatment of pcrsons with menial health cond itions. 
Procedures ...hllll be in place between organizations and telemental health practit ioners for the 
purposes of obtaining and sharing consents for mental health treatment and services. 

Telcmcntal hea lth profess ionals shall be aware of who has regu latory authority and any and 
all requ irements (inCluding those for liability insurance) that apply when pract icing telehealth 
in another jurisdiction (eg. Across state lines), with particular attention to the additional 
responsibility that might app ly in mental health encounters. 

b. C linical Specifications 

• The telcmedicine operation and its health profess iona ls !ihall ensure that the standard of 
care deli vered via tclemedicine is equiva lent to any other type of care that can be delivered to 
the patien t/client, considering the specific contex t, location and liming. and relative 
ava ilability of in~person care. 

• Health professionals slwll be responsible for main taining professional discipline and 
cl ini cal practi ce guidelines in the delivery of care in the tclemedic ine sett ing, recogni zing thaI 
certain mod ifications Illay need to be made to <lccommodale specific circumstances. 

• Any modifications to specialty speci fic clinical practice standards for the tcl emcdicine 
sett ing .\'h(ll/ ensure that clinical requirements speci fi c to the disc ipline arc maintained. 

• Hea lth professionals prov iding tclemedicinc services shall have the necessary education , 
training/oricn tation, and conti nuing educa tion/professional developmenllo insure they 
possess tbe necessmy competencies for Ihc provision of quality health services. 
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1. 	 General Telemental Health Practice Issues 

• 	 Exam Inclusion Criteria/Scope: Thc inclusion of cases for a telemental health 
consult is at the discretion of the referring and consult ing clinicians. There are no 
absolute contraindications to patients being assessed using telemental health. 32 

• 	 Consult Request Dala: Information shall be available to the consulting practitioner that 
meets legal and regulatory requirements for referral and that provides supportive and data 
to the practitioner in preparation for eva luating the Telemental health patient, and for 
on~going patient management. Procedures shull be in place between 
organizations and practitioners for sharing patient mental healtll infonnation. 

• 	 Cultural Competency: The clinician practicing telemental health should have 
cultural competency in the population he or she is serving at a di stance.33

• 34 

Cultural influences may be different between the patient and the practitioner sites 
and means of assessing the di fference and not ifying the practitioner shall be in 
place. 

• 	 Cognitive Testing: Cognitive tcsting may be provided via telemedicine but ma)1 

need to be modified for use via video. Organizations administTating cogniti ve 
testing via videoconferencing shall be aware of the properties of the indiv idual 
test instrument, how it may be impacted by videoconferencing, and potential 
needed modifications. Computer-based testing may be providcd at the patient 
location and results securely transmitted to the telemental health practitioner for 
scoring and interpretation. On~s ite testers are appropriate to be used for cognitive 
testing and telemental hea lth organizations shull have in place arrangements for 
the use of anci ll ary staff to administer c0p':nitive testing and the sharing of results 
with the telemental health provider.24 •35•3 .37,38,39,40 

• 	 VideotefeconJerencing (VTC): The fo llowing guidelines arc recommended to 
ensure the safety of patients and also accurate diagnosis, appropriate intervcntion, 
and supportive ongoing care. 

All persons in the exam room at both sites shall be identified to all 
participants prior to the consultation room. Disclosing persons who are 
attending the consu ltation shall be done by panning each end of the 
consu ltation with the video camera or at a minimum, announcing the presence 
of individuals present and asking the patient's pennission for additiona l 
persons to be in the room. Permission from the patient is not required if safety 
concerns mandate the presence of another individual or if the patient is being 
legally detained, but should be encouraged by the practitioner. 

Clinical History/Results: The sharing of cli nical history and results slwll 
compl y with establ ished legal and regu latory requirements. Telcmental health 
organizations and pract itioners shall have agreements in place that outline the 
procedure for securely sharing such clinical history and results. Laboratory or 
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procedure results ,,'Iuutlt! be rev iewed by the telemental health consultant via 
remote health record access or frlCs irnile. Telemenlal health consultants need 
to have access to relevant clinical data as if the patien1 were being seen in 
person. Electronic prescribing sholiltl be used where ava ilable.'w, 41. 42. 4l 

Reports: As wi1h any consultation, th ere shall be a traceab le record of the 
teleconsultation at both the referring and consulting sites. The practitioner at 

a minimum shall have documentation including pertinent and required aspects 
of the cl inical encounter, and the patient site shal l havc documcntationthal a 
telcmental health visit occurred wi th the pat ient. The consultant's opinion and 
any services that were ordered or performed shall also be documented in the 
palient' s medical record and communicated by wrillell report to the requesting 
physician or other appropriate source (e.g. , phys ician assistant, nurse 
practitioner, doctor of chiropractics, physica l therap ist, occupationallherapist, 
speech-language therapist, psychologist, socia l worker, lawyer, insurance 
company) as required by professiona l conduct, legal, or regulatory 
requirements. Recommended language for the consultant includes "Based on 
the video images and history prov ided, my impression is as follows." Verbal 
communication with referring practitioners, or other pert inent entities may be 
given and written records of the interaction shall be kept according to legal 
and regulatory requirements at least at one site (referring andlor consulting). 
Reports may be faxed , mai led or electronically sent aftcr the intcract ion has 
ended and !jllOlild be done using secure methods. A consultant report shal! 
include at a minimum the diagnosis andlor differential diagnoses, a summary 
of the findings, and recommended management. 

Psycho/herapy: Standard practice guidelines for therapy sltall direct 
psychotherapy serv ices within the telemedicine sell ing. Evidence-based 
pract ice and empirica lly supported treatments shall be followed and adapted 
by the telemental hea lth practitioner as appropriate for videoconferencing. 
Persons engaged in providing psychotherapy services shall be aware of their 
professional organizations positions on tel emental health an d incorporate the 
professional assoc iation standards whenever possible. 

Medica/ion Management: Expert pharmacotherapy is the most frequently 
requested telemental health service44

• 45 and various methods have been 
employed, including: a) the tel epsych iatrisl consults to the referring primary 
care or managing physician (PCP) who prescribes the medications ; b) the 
telcpsychiat rist works with a mid-level professional at the patient site who 
wriles the prescriptions; and c) the tclepsychiatrisl d irectly prescr ibes. In this 
last scenario, clear procedures shull be established and communicated 10 a ll 
parties regarding the method for obtaining initial prescr iptions and refills and 
reporting adverse effec ts. Pharmacotherapy ~;h(lll comply with the APA and 
AACA p46 practice parameters. 
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2. 	 Psychiatric Emergencies 

Psychiatric emergencies can be experienced in a telehealth visit si mi lar to an in· 
person visit. Provisions for routine or emergent local medical management shall be 
included in an y local operating procedure or protocol. The fo llowing specific 
recommendations were adapted from II previous sel of published clini cal guidelin es 
on emergency telepsychiatry .47 

a. Administrative i ssues: A patient site assessment ,,,"all be undertaken that 
includes obtaining information on local regulations and emergency resources, 
identification of potential local co llaborators 10 help with emergency 
management. Emergency protocols s"all be created for all telepsychiatry 
clinics with clear explanation of roles and responsibilities in emergency 
situations, determination of outside clinic hours emergency coverage, and 
guidelines for determining at what point other staff and resources should be 
brought in to help manage emergency situations. 

b. Legal Issues: Clini cians shall be fami li ar with local civil commitment 
regulations and have arrangements where poss ible to work with loca l staff to 
ini tiate/assist with civil commitments. 

c. General Clinical Issues: Cl inicians shall be aware of the impact of 
telepsychiatry on provider ' s perception of control over the clini cal in teraction, 
and how this might impact provider' s management. Clinicians s"all be' aware of 
safcty issues with pati ents displaying strong affective or behavioral states upon 
conclusion of a session, and how patients may then interact with remote s ite 
staff. 

3. 	 Special Groups 

a. Children: Children generally respond very pos itivcly to vidcoconferencing 
consultations.48 VTC procedures for the evaluation and treatment of youth ,'+hull 
follow the same guidelines presented for adu lt with modifi cations to consider 
the developmental status of youth, such as motor functioning, speech and 
language capabilities, and relatedness. When legally required, fami lies shall be 
informed when a telehealth appointment is scheduled for their child, in order to 
prepare their child for a VTC appointment. 

a. 	 The room at the originating site (patient site) should be large cnough 
to include the youth and a parent, and one to two other indiv iduals and 
to allow the camera to scan an area large enough to adequately observe 
children's motor skill s as they move about the room, play , and 
scparate from their parents.49, 50 

b. 	 A table sh{)lIld be avai lable to provide a surface for thc child to draw 
or play whi le the parent relates the history, but the table SllOlI'" not 
interfere wi th communication or viewing the youth's molor ski ll s. 
Some simple toys should be provided both to occupy the child and to 
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allow assessment of sk ills and sholiltl be selec ted based 0 11 age­
appropriateness and child safety standards. 

c. 	 The carc and the cl imcal proccdures llsed witb childrcn should fo llow 
the practice parameters developed by the Ameri can Academy of Child 
and Adolescent Psycbiatry. 

b. Elderly Populations: Sensory deficits, espec ially visua l and audi tory, can 
impair the abi lity to interact over a videoconfercncc connection.5 1 Clinics sllltll 
consider the usc of technologies that can help with visual or auditory 
impairment. The geriatric patient often has multiple medical problems, many of 
which affect cognitive/behavioral state, requi re appropriate laboratory, 
radiologic, and other di agnosti c procedures. The inclusion of fa mily members 
stumM be undertaken as clinica ll y appropria te and wi th the permission of the 
patient. Interv iewing techniques shall be appropriate for a patient who may be 
cognitively impaired, or find it difficult to adapt to the technology. 

c. Rural Populations: Clinicians work ing with patients from rural or front ier 
issues shull be awarc of issues unique to working with rural populations via 
telehcalth_ 

a. 	 Clinicians shall discuss firearm ownersh ip, safety, sanctioned use of 
firearms and meaning of firea rms to patients in rural areas. Clin icians 
sh,,11 be prepared to negotiate with patients over firearm dispos ition , 
and consider involvement of patients' famil ies as appropriate. 

b. 	 Clinicians shul! be sensi ti ve of impact of disclosures made during 
emergency management on patient confident ia lity and relationships in 
sma ll communities. 

c. 	 Cl inicians ",lUll! consider including fami li es in emergency treatment 
situations where possible and clin icall y appropriate, while also 
assessing and be attenti ve to exacerbation of family tensions in small 
communities. 

d. 	 Clin ic ians sh{tll assess substance issues, be fami liar with local 
resources for substance usc assess ment and treatment, and be prepared 
to playa more active role in substance use treatmcnl. 52

. 53 

4. 	 Ethical Coltsidcl-atiolls 

Although telemcdicinc is not a practice in and of itse lf, practic ing at a dislance 
creates a un ique relat ionship with the palienllha! requires attention to and 
adherence to profess ional eth ical princ iples. An organizat ion or heal th 
professional that adheres La ethicaltelemedicine principles ",hflll: 

a. 	 Incorporate organizat ional val ues and eth ics statemen ts into the administ rative 
policies and procedures for telemcdicinc 

b. 	 Be aware of medical and other professional d iscipline codes of ethics when 
using telcmedicine 
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c. 	 lnfonn the patient of their righ ts and responsibilit ies when receiving ca re at a 
distance (through telemedicine) includ ing the right to refuse to use 
telemedicine 

d . 	 Provide patients and providers with a formal process for reso lving ethical 
questions and issues that might arise as a result of a telemedicine encounter 

e. 	 Eliminate any conflict of interest to influence decisions made about, for, or 
with patients who receive care via telemedicine. 

c. 	 Technical Specifications 

Videoconfe rencing is a communications tool that has made poss ible the recreation of cl inical, 
consultati ve, and educational settings regardless of the geographic location of participants. A 
wide array of equipment and standards-based software is available that can greatly enhance 
the capabilities and usefulness of the videoconferencing system. Telemental health users 
where avai lable, practical and affordable should be able to, when cost-effective: 

• 	 Display static pictu res, diagrams, or objects. 
• 	 View and share a computer desktop or applications. 
• 	 Play videos or CDs so people at other locations can see and hear them. 
• 	 Record meetings when clinicall y appropriate and with patient pennission. 
• 	 Share information on a common white board or via computer fil es . 

Other desirable features of a videoconferencing system include: 

• 	 Ease of use with minimum operator training. 
• 	 Have remote camera control so that a cl inician can pan, tilt, and zoom (PTZ) the came ra 

on the patient end for close-ups. 
• 	 Easy-to-understand visual cues to give user feedback on features selected. 
• 	 On screen messages to noti fy the user of such conditions as loss of far end video, 

incomplete or dropped connections, mUle/unmu te ctc. 
• 	 Option to view the picture sent as well as the p icture received simultaneously (known as 

' picture- in-picture' or PIP). 
• 	 Audio at 7 kHz fu ll duplex with echo cancellation (capable of el iminat ing room return 

audio echo), with easy-to-use mute function and volume adjustment. 
• 	 Standard computer and periphera l ports for transmission of data. 
• 	 Abi lity to operate at a bandwidth of384 Kbps or higher. 
• 	 Capacity for software upgrades as improvements become availab le. 

Currently, most videoconferenc ing takes place via digital telephone lines (ISDN) or over TC P/ IP 
(uti lizing a local area network (LAN), wide area network (WAN), or b roadband Intern et 
connection). Low bandwid th videophones arc often found in home ca re programs, or in 
situati ons or areas where higher band width connections arc either una vail able or cost prohib itive. 
Satel lite communications arc increasingly being used in remote areas, whether for Internet 
connectivity, or direct sa tell ite telephony. Confe renc ing can be established between j ust two 
locations (called point-to-point) or among a nu mber of sites simultaneous ly (ca ll ed multi-point). 
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High quality microphones and speakers ensure effective aural communicat ion and ,\'holl/d be 
used in telcmental hca lt h consultations to ensurc accurate interpreta tion of th e patient 's and 
provider 's spoken communication. High-quality audio is essential to th c success of 
telemcntal health services, capturing the nuances of conversation that are o fLen vi tal in 
making appropriate di agnoses. M icrophone type and placement are extremely important , as 
are the acoustical properties of th e room used . Most Oat "conference-style" microphones are 
adequate to pick up sounds around a table or in a room, as long as the microphones are 
placed on a hard, flat surface at desk or tabl e- lop level. Many wi ll also work well if placed 
on a flat wall at about head level for a seated person. If no Oat surface is available, or if 
patients may be active or agitated, an omni-d irectional microphone can be hung from th e 
eentcr of the ceil ing. "Quiet" rooms (those wi th carpeting. sofi fu rniture, acoustical 
treatments, or other sound absorbing characteristics) allow for better intelligibility of 
transmitted speech. 54, SS, 56. 57, 58. 59. (00, 6], 62, 63, 64, (,5, 66 

1, Tntnsmission Speed and Bandwidth 

Most telemental health programs use systems that transmit data at a minimum of 384 
Kbps. Transmission speed shall be th e minimum necessary to al low the smooth and 
narural communication pace necessary for cl inical cncounters. Research into the 
qua lity of data transmiss ion has shown that viewers perceive a marked difference in 
quality between 128 and 384 Kbps, but report less noticeable difference between 384 
and 768 Kbps, although the proportionate cost increase is orten much larger at th e 
higher transmission speed. The use of lower bandwidths is necessary in some 
locations due to lack of or expense of broadband access and the need to prov ide 
serv ices to disparate and/or remote populations. The use of the ln temet has gained 
popularity in recent years as a medium by which providers and patients can bridge the 
digital gap and remain connected.67 

2. Image Storage, Retrieva l and Transmission 

a. Securily: For telemental services provided within the United States, the 
Uni ted States Health Insunmce Portability & Accountability Act (HIPA A)6H and 
state privacy requirements shall be fo llowed at all timcs to protect patient 
privacy. Privacy requiremen ts in other countries shall be followed for 
telemcntal services provided in th ose countries. Tclemental h ea lth services 
being provided across political boundaries shllll be ill confom1ance with privacy 
requ ircments in both locations. Network and software security protocols to 
protect privacy and confiden tiality ,\'hall be prov ided as well as appropriate user 
accessibili ty and authentication protoco ls. Measures to safeguard data against 
intentional and unintentional cOlTupt ion shull be in place during both storage 
and transmiss ion. 

h. Ellc/J'P1ion: Within the Un ited Sta tes, HIPAA requires that e ncryption (128 
bit) of Electroni c Protec ted Health Information shall be addressed. 69 Consistent 
witb HIPAA and good practice, video sessions shall be secured to the greatest 
practical extent. 
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c. Resolution: The resolution of the di splay monitor sholil" match as closely as 
possib le the resolution .ofthe acquired image being displayed, or the originally 
acquired image resolution should be accessible using zoom and pan funct ions. 

d. Interoperabiiity: lnteroperabili ty of videoconferencing equipment has 
improved significantly in the past few years through a number of standards that 
have arisen in the industry. Mosl telecommunications standards are established 
by the International Telecommunications Union (ITU), an agency of the United 
Nations. Equipment shall be based on these standards which allow successful 
conferencing regardless of platform or manufacturer. The ITU standards that 
shall be used comprise the H (video), G (audio) and T (data) series. 

e. Videoconferencing with Personal Computers: Computers util ized for VTC 
shall comply with all facility , state, and federal regulations. 

f Tep/IP: There are continuing innovations in software protocols designed to 
assure consistently high quality signals (called "quality of service" or QOS) for 
videoconfercncing systems using IP networks. The use of these protocols 
(which are usually implemented in the videoconferencing system itself) can 
significantly improve the quality of transmission over an IP network. 

g. Integrated Services Digital Network (ISDN): Videoconferencing over ISDN 
is governed by the H.320 ITU standard, which includes a number of associated 
standards to control video, audio, and data flow. ISDN connections usually use 
a multiplexer (MUX) to aggregate 2 ~6 individual phone lines into a single high ­
bandwidth connection. As each line transmits at 64 kbps, a mjnimum of 6 lines 
should be used to ensure transmission at least at 384 kbps. 

3. 	 Physical LocationlRoom Requirements 

Q. 	 Room Set-up: During a telemental health sess ion, both loca ti ons shall be 
considered a pati ent examination room regardless of a room's intended use . 
Both sites shall be appropriately designed with audio and visual privacy and 
additionally the originating site shall have the abili ty to accommodate posture 
and movement visual izati on by the provider.1o The ability to view written or 
drawn material should also be available. Rooms ~·Izall be designated private 
fo r the duration of the VTC and no unauthorized access shall be pemlitted. 
The organization ,\'hall take every precaution to ensure the privacy of the 
consult and the confi dent iality of the pat ient. All persons in the exam room at 
both sites shall be identified to all participants prior to the consultation and 
the patient 's permission .\'h(ll/ be obtaincd for any visi tors or cl in icians to be 
present during the session. 

b. 	 Room Lighting: The room in whi ch videoconferencing is used slwll be well 
lit ( 150 n candles at the patient is rccommended), preferably using light 

IS 


http:provider.1o


sources liS close to day light as possible (i.e., nuorescen t day-light or full 
spect rum bulbs rather than incandescent). The room s"lIlI be comfortably lit 
for the patient and li t well enough for the provider to see the patienl without 
shadows falling 0 11 the pat ient's face or other areas where clin ical data is 
being displayed (such as lower ex tremities, hands, etc.). The lighting of the 
provider 's space "'''ltll mec! the same requi rements in that the patient must be 
able to sec the face of the provider wi th no shadowing. Daylight is often the 
softest and more comfortab le li ght for the patient to view the cli ni cian . 

c. 	 Backdrop: Backdrops behind the patient and provider sIIoultl be clean and 
plain in color and not fu ll of distractions such as office papers, book shelves, 
etc. Blue is an optimum color for backdrops as blue nei ther rcnects or 
absorbs light, is H calming color, and helps to accentuate the area of interest. 

d. Ergonomic COl1siderations: The comfort of the mental health professional 
undertak ing the consultati ons should be considered to preven t fat igue and 
computer vision synd rome problems common with increased computer 
interacti ons. 71 Gaze Angle: Gaze angle is the angle between the ncar participant's 
camera and where thc near parli cipant looks at lhe onscreCJl far participan t (eye 
con tact). The vertical location of the far participant on the screen will affect gaze 
angle. Gaze angles of approximately 5 10 7 degrees are imperceptible 10 most 
persons l

•
l 
. Gaze angle should be as small as practical. 

d. 	 Administrative Issues 

I. 	 Organizations shall ensure the technica l readiness of the te lehea lth equipment 
and the clinical env ironment.72 Organizations providing telehealth services 
.~/UlII have processes in place to ensure the safety and effectivcness of 
equipment through on-going support and maintenance.n . 74 Organizations 
providing telehealth services shall have policies and procedures in place to 
ensure the physical security of telehealth equipment and the e lectronic 
security of data. 7s Organizat ions .\·IUlII have appropriate redundant systems 
and appropri ate recovery procedures in place that ensure avai lability of the 
network for critical connectivi ty. Organizations shltll ensure compliance w ith 
all relevant safety laws, regulations, and codes fo r techno logy and technical 
safety. ~;". X\' Organizations sh,,11 have infection control policies and procedures 
in place [01' the usc oftelehea lth equipment and patient per ipherals. 

2. 	 Pol icy Related Sleps to Optimize Tclemcntall-l ea lth Practi ces 

It 	 is criti cal to develop policic.s and procedures to ensure consistent 
implementati on of tclemcntal health program functions. Key po li cies that 
sllllll be addressed include: 

• 	 Release of information and informed consent 

• 	 Ident ifying all required patient information for a rcfcnal/consultation 
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• A reliable process for communicating fi ndings afler consults 

• Ensuring privacy and confidentiality 

• lntake procedures and screening 

• Staff roles and responsibilities 

• Transmission of patient data 

• Use of electronic medi cal records 

• Appointment scheduling; synchronizing schedules at all s ites 

• Transmission of prescriptions, lab orders and progress notes 

• Eva luation and measurement of pati ent outcomes 

• Q uality improvement 

• Sa fety 

• Licensing, liability and malpractice insurance 

• Continuous training 
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AllPEND)X A: EX isting Digitallmnging Standards 

This is not meant to be a comprehensive list of all exis ting standards, but rath er prov ides a 
descri ption of the standards most relev,mt to the pract ice of tclemental health. 

ITU-T: The International Telecommunications Union has establ ished a senes of standards 
(I-1.300) for VTC.1t includes such secti ons as the 11 .320 series for circui t-switched, 11 x 64 (i .e ., 
ITU-T); the H.323series: packet -switched/network , Internet Protocol; and the H.324: Pla in O ld 
Telephone Service (POTS). 

Scssionlnitintion Protocol (SIP): The In ternet Engineering T,lsk Force RFC 3261 also app lies 
to VTC. SIP is a text-based protocoJ for ini tiating in teract ive communication sessions betw een 
users, including voice, video, chat, and virtual rea lity . 

JllEG/T IFM ' A V: Some of the most commoll compression methods used for sti ll images 
include the fol1 owing. The method used depends on the achievable compression rati o and the 
number and types of artifacts created during compression. Lossless compression allows for the 
reconstruction of the exact original data prior to compression without any loss of info rmati 011 . 

Lossy compression refers to methods that lose data once the image has been compressed and 
uncompressed. The level of compression and method used affect th e amount of data loss and 
whether or nol it is visually percept ible. The type and level of compression may vary depending 
onlhe type of exam. Different compression algorithms will achi eve different compression ralios 
with varying degrees of artifacts. The choice of compress ion method and level shou ld be 
reviewed periodi cally for each image and exam type, to insure that artifacts arc not perceptible . It 
should be noted that lossy compress ion can affect the colors in an image. 

o 	 JPEG (2000): JPEG 2000 uses wavelet technology that allows an image Lo be 
retained withou t any distortion or loss. [7 1] File ex tens ions for JPEG 2000 are 
e ither .jp2 or .j2c (traditiona l JPEG is either .jpg or .jpeg). 

o 	 T IF: Tagged Image File Fonnat used for formatt ing and compressing images. It 
can be lossy or lossless . The fil e extension TJF is .tiff or .ti f. 

o 	 WA V: A method of compression using wavelets transforms (mathemati ca l 
functions that divide data based on frequency components). Thcre are a varie ty of 
file extens ions depending on the wavelet method used. It ca n be lossy or loss less. 

HL7: Hea lth Level Seven is one of several Amcrican National Standards Jnstilulc (ANSJ) 
Standards Deve loping Organizations (SOOs) operating in the hea lthcare arena . Hea lth Level 

76Seven 's domain is clinical and administrative data. 

US HIPAA: The Uni ted Sa tes Hea lth Jnsurance Portability & Accountabi li ty Act of 1996 
(Public Law 104- 191 )ca ll s for improved efficiency in healthcare deli very by s tandard izi ng 
electronic data in tcrchange, and the protection of confidentiality and security of health data 
through setting and enforci ng slandards.77

,7E It has rule s for: 

o Standardization of electronic patient health, administrativc and finan cial data 
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o 	 Unique health identifiers for individuals, employers, health plans and health care 
providers 

o 	 Security standards protecting the confidentiality and integrity of " individually 
identifiable health information," past, present or future. 

JCAHO: The Joint Commission evaluates and accredits nearly 15,000 health care organizations 
and programs in the United States. An independent, not-for-profit organization, The Joint 
Commission is a standards-setting and accrediting body in health care. Since 195 J. The Joint 
Commission has maintained state-of-the-art standards that focus on improving the quality and 
safety of care provided by health care organizations. The Joint Commission's comprehensive 
accreditation process eva luatcs an organization's compliance with these standards and other 
accreditation requirements. Joint Commission accreditation is recognized nationwide as a 
symbol of quality that reflects an organization's commitment to meeting certain performance 
standards. To earn and maintain The Joint Commission's Gold Seal of ApprovaJTM, an 
organizati on must undergo an on-site survey by a Joint Commission survey team at least every 
three years. (Laboratories must be surveyed every two years.) 
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APPENDIX B: Tclel11cdicinen'clchclilth G lossary 

The following is a list of terms and defin itions tha1 are commonl y used ill tclcmedicinc and 
te lchea ll h. The lis1 was assembled for the purpose of encouraging consistency in employi ng these 
terms in A TA related documents and resource materials. The list is not all-inclusive and may be 
augmented by specialty areas as deemed appropriate. 

Application SCI-vice Provider (ASP): An ASP hosts a vari ety of applications all a central 
server. For a fee, customers can access the applications that interes1 them over secure Jnternet 
connec tions or a private network. This means Ihat they do not lI eed to purchase, insta ll and 
maintain the software themselves; inslead they rent the appl ications they need from their ASP. 
Even new releases, such as software upgrades, arc generally included ill the pri ce. 

Asynchronous: This term is sometimes used to describe store and forw<l rd transmission of 
medical images or information because the transmission typica lly occurs in one direction in time. 
This is the oppos ite of synchronous (see below). 

Authentication : A melhod of verifying the identi ty of a person sending or receiving 
infonnation using passwords, keys and other automated identifiers. 

Bandwidth: A measure of the information carrying cap<lcity of a communica tions channel; a 
praclicallimit to the size, cost, and capabi lity of a telemedicine serv ice. 

Bluetooth Wireless: Bluelooth is an industrial spec ification for wireless personal area networks 
(PANs). Bluctooth provides a way to connect and exchange infomlation between devices such as 
mobile phones, laptops, PCs, printers, dig ital cameras and video game consoles over a secure, 
globally un licensed short-range radio frequency. The Bluetooth speci fications are developed and 
licensed by the Bluetooth Special Interest Group. 

Broadband: COllllllunicat ions (e.g., broadcast telcv ision, microwave, and satelli te) capab le of 
carrying a wide range of frequencies; refers to transmission of signals in a frequency-modulated 
fashion, over a segment of the tolal bandwidth avai lable, thereby permitting simultaneous 
transmiss ion of several messages. 

Clinical Infol-matioll Sys tem : Rela ting exclusively to the informat ion regarding the care of a 
patient, rather than administrative data , this hospital -based informat ion systcm is designed to 
coll ect and organize data. 

CODEC: Acronym for coder-decoder. Th is is thc videoconfercncing dcvice (c.g., Polycol11, 
Tandberg, Sony, Panasonic. etc) that converts analog video and aud io signals to dig ital video a nd 
audio code and vice versa. CODECs typ ically compress the dig ital code to conservc bandwidth 
on a telecommunications path. 
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Compressed video: Video images that have been processed \0 reduce the amount of bandwidth 
needed to capture the necessary information so that the infomlation can be sent over a telephone 
network. 

Computer-based Patient Record (CPR): An electronic fonn of individual patient information 
that is designed to provide access to complete and accurate patient data. 

Data Compression: A method to reduce the volume of data using encoding to reduce image 
processing, transmission times, bandwidth requirements, and storage space requirements. Some 
compression techniques result in the loss of some infonnation, which mayor may not be 
cl inically important. 

Diagnostic Equipment (Scopes, Cameras & Other Peripheral Devices): A hardware device 
nol pari of the central computer (e.g. digitizers, stethoscope, or camera) that can provide medical 
data input to or accept output from the computer. 

Digital Camera (still images): A digital camera is typically used to take still images of a 
patient. General uses for this type of camera include dennatology and wound care. This camera 
produces images that can be downloaded to a PC and sent to a providerlconsultant over a 
network. 

Digital Imaging and Communication in Medicine (DICOM): A standard for communications 
among medical imaging devices; a set of protocols describing how images are identified and 
formatted that is vendor-independent and developed by the American College of Radiology and 
the National Electronic Manufacturers Association. 

Disease Management: A continuous coordinated hea lth care process that seeks to manage and 
improve the health status of a carefully defined patient population over the entire course of a 
disease (e.g., CHF, DM) The patient populations targeted arc high-risk , high-cost patients wi th 
chronic conditions that depend on appropriate care for proper maintenance. 

Distance Learning: The incorporation of video and audio technOlogies, allowing students to 
"attend" classes and training sessions that are being presented at a remote location. Distance 
learning systems are usually interactive and are a tool in the delivery of training and education to 
widely di spersed students, or in instances in which the instructor cannot travel to the student's 
site. 

Distant Site: The distant site is defined as the telehealth site where the provider/specialist is 
seeing the patient at a distance or consult ing with a pat ient's prov ider. (CMS) Others common 
names for this tcnn include - hub site, specialty site, provider/physician site and referral site. The 
site may also be referred to as the consulting site. 

Document Camera: A camera that can display written or typed information (e.g., lab results), 
photographs, graphics (e.g., ECG stri ps) and in some cases x-rays. 
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Electronic Data JntcrciHlllgc (EOI): The send ing and receiving of data directly between 
trading partners without paper or human intervention. 

Electronic 1)lIticnt H.ccord: An electronic form of indiv idua l patien l informat ion that is 
designed to provide access to complete and accurate patient data, alerts, reminders, cl inical 
decision support systems, links to medical Imowledgc, and other aids. 

Encryption: A system of encoding data 011 a Web page or e-mail where the information can on ly 
be retrieved and decoded by the person or computer system authorized to access il. 

Firewall: Computer hardware and software that block unauthorized communications between 
an inst itut ion's computer network and ex temal networks. 

Full-motion Video: This describes a standard video signal that allows video to be shown at the 
distant end in smooth, uninterrupted images. 

Guideline: A statement of policy or procedures by wh ich to detenninc a course of acti on, or g ive 
guidance for selling standards (Loane & Wootton , 2002). 

H.320: This is the technical standard for videoconferencing compress ion standards that allow 

different equipment to interoperate via Tl or ISDN connections. 


H.323: Th is is the technical standard for vidcoconfercncing compression standards that allow 

different equipment to interoperate via the Internet Protocol (see below). 


H.324: This is the technical standard for videoconfereneing compression standards that allow 
different equipment to interoperatc via Plain Old Telephone Service (POTS). 

Health Levcl-7 Data Communications Protocol (HL-7): This communication standard gu ides 
the transmission of health-related infomlation. HL7 allows the integration of various 
applications, such as beds ide tenninals, rad iological imaging stations, hosp ital ccnsus, order 
entries, and patient accounting, into one system. 

HIPAA: Acronym for H ealth Information Portability Act. 

Home Health Care & Remote Monitoring Systems: Home health care is care provided to 
individuals and fam ilies in their place of residence for promot ing, maintaining, or restoring 
health ; or for minimizing the effects of disabi lity and illness, includ ing terminal illness. 1n the 
Medicare Current Beneficiary Survey and Medica re cla ims and enroll ment da ta, home health 
care refers to home visi ts by professionals including nurses, phys icians, social workers, 
therapists, and home health aides. Using remote monitoring and interactive devices allows the 
patient to send in vita! signs on a regular basis to a provider without the need for travel. 

Infonnatics: The usc of computer science and in formation technologies to the management and 
processing of data, informat ion and knowledge. 
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Integrated Services Digital Network (ISDN): This is a common dial- up transmiss ion path for 
videoconferencing. Since ISDN services are used Oil demand by dialing another ISDN based 
device, per minute charges accumulate at some contracted rate and then are hi li ed to the site 
placing the call. This serv ice is analogous to using the dialing features associated with a long 
di stance telephone call. The in itiator of the call will pay the bill. ISDN permits connections up 
to 128Kbps. 

Interactive Videoffelevision: This is analogous with video conferenc ing technologies that 
allow for two-way. synchronous, interactive video and audio signals for the purpose of 
delivering telehealth, telemcdicine or distant education services. It is often referred to by the 
acronyms - lTV, IATV or VTC (video teleconference). 

Internet Protocol: The Internet Protocol (IP) is the protocol by which data is sent from one 
computer to another on the Internet. Each computer on the Internet has at least one address that 
un iquely identifies it from all other computers on the Internet. IP is a connection less protocol. 
which means that there is no establi shed connection between the end points that are 
communicating. The IP address ofa videoconferencing system is its phone number. 

Interoperability: lnteroperability refers to the abi lity of two of more systems '" to interact wi th 
one another and cxchange information in order to achieve predictable results ("'refers to more 
than technical systems) (Bergman. Ulmer and Sargious, 2001). There arc three types of 
interoperability: human/operational; cl inical; and technical (Canadian Society for Telehealth , 
2001). Interoperabi lity refers to the ability of two or more systems (computers, communication 
devices, networks, software, and other infonnation technology components) to interact with one 
another and exchange data according to a prescribed method in order to achieve predictable 
results (ISO lTC-215). 

ISDN Basic Rate Interface (URI): This is an ISDN interface that provides 128k of bandwidth 
for videoconferencing or simultaneous voice and data services. Multiple BRI Jines can be linked 
together using a multiplexer (see below) to ach ieve higher bandwidth leve ls. For instance, a 
popular choice among telchcaltb networks is to combine 3 BRllines to provide 384k of 
bandwidth for video-confercncing. It should be noted that BRJ services are not available in some 
rural locations. One should check with their telecommunications providers on the availabi lity of 
BRI service before ordering videoconferencing equipment that uses this type of service . 

ISDN Primary Rate Interface (PRJ): This is an ISDN interface standard that operates using 
23, 64k channels and one 64k data channel. With the proper multiplexing equipmcnt the ISDN 
PRJ channels can be selected by the user for a video call. For instance if the user wants to have a 
videoconference at 384k of bandwidth then they can instruct the multiplexer to use channels 1 
through 6 (6 x 64k = 384k). This is important because the user typically pays charges based on 
the number of .64k channels used during a videoconference. Thc fewer channels used to obta in a 
quality video signal the less ex pensive the ca ll. 

JCAHO: Acronym for Joint Commiss ion on Accred itat ion of Hea lthcare Organiza tions. 
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Lossless: A forma! of data compression, typically of an order of less than 2: I, in wh ich none of 
the original data in fonnat ion is losl when the image is reproduccd. 

Lossy: A process of data compress ion at a relat ively high rat io, wh ieh leads to some pcrmanent 
loss of informat ion upon reconstruction. 

Medical! Nursing Call Center: A call cenler is a centralized office that answers incoming 
telephone calls from patients. Such an office Illay al so respond to leiters, faxes , e-Illaiis and 
similar wriuen correspondence. Us uall y statTed by nurses, call centers prov ide basic health 
information and instructions to ca ll ers but do not provide an official diagnosis of conditions or 
prescribe medicine. Call centers act as an initial triage point for patients. 

Mobile Tclehealth: The provision of health care services with the assistance of a van, trailer, or 
other mobile unit in which the hea lth care provider might provide pat ien t services at a di stance 
from a norma l medical facility. Services may also be provided through mobile technologies that 
allow a mobile vehicle equipped with medical technologies to attach to an existing hea lth care 
faci lity, such as mobile CT, MRl , or teledenlistry. 

Multiplexer (MUX): A device that combines multiple inputs (ISDN PRJ channels or ISDN SRI 
lines) into an aggregate signal to be transported via a single transmission path. 

Multi-point Control Un it (MeU): A device tha i can link multiple videocon ferencing sites into 
a single videoconference. An MCU is also often referred to as a "bridge". 

Multi-point Teleconferencing: lnteracti ve electronic commw1ication between multiple users at 
two or more si les whi ch facilitates voice, video, andlor data transmission systems: audio, 
graphics, computer and video systems. Multi-po int teleconferencing requires a MCU or bridging 
device to link multiple sites into a single videoconference. 

Network Integrators: Organizat ions special izing in the development of software and related 
services that allows dev ices and systems to share data and communicate to one another. 

Originating Site: The originating site is where the patient andlor the patient 's pbysician is 
located during the telehealth encounter or consult (eMS). Other common names for this term 
inelude - spoke site, patient s ite, remote site, and rura l si te . 

Patient Exam Camera (video): This is the camera typ ica lly used to examine the genera l 
condition of the patient. Types of cameras include those that ma y be embedded with sel-top 
videoconfercncing un its, handheld video cameras, gooseneck cameras, camcorders, etc. The 
camera may be analog or digi tal depending upon the connection to the videoconfercllcing unit. 

Il cri l)hcral Devices: Any dev ice that is attached to a computer externally, i.e . Scanners , mouse 
pointers, printers, keyboa rds; and clinical monitors such as pulse oximctcrs, weight scales, are all 
exa mples of this. 
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Pharmacy Solutions: The use of electronic information and communication technology to 
provide and support comprehensive pharmacy services when distance separates the participants. 

POTS: Acronym for Plain Old Telephone Service. 

Presenter (Patient Presenter): Tclehea lth encounters require the distant provider to perfoml an 
exam of a pat ient from many miles away. In order to accomplish that task an ind ividual with a 
clinica l background (e.g., LPN, RN, etc) tra ined in the use of the equipment must be available at 
the originating site to "present" the patient, manage the cameras and perform any " hands-on" 
activities to successfu lly complete the exam. For example, a neurological diagnostic exam 
usuall y requires a nurse capable of testing a pati ent 's refl exes and other manipUlative activities. 
It should be noted that in ce rtain cases, such as interview based clinical consultations such as 
Tclemental Health or Nutrition Services, that a li censed practitioner such as an R.N or LPN, 
might not be necessary. and a non-licensed provider such as support staff. could provide 
telepresenting functions. 

RHIO: Regional Health Informati on Organization (RHIO) and Health Information Exchange 
(HIE) are often used interchangeably. RHIO is a group of organ izati ons with a business stake in 
improving the quality, safety, and efficiency of health care delivery. RHJOs are the building 
blocks of the proposed National Health Information Network (NHIN) initiative at the Office of 
the National Coord inator for Heal th Information Technology (ONCHIT). 

Router : This device provides an interface between two networks or connects sub-networks 
within a single organization. It routes network traffic between multiple locations and it can find 
the best route between any two sites. For example, pes or H.323 videoconferencing devices tell 
the routers where the destination device is located and the routers find the best way to get the 
information to that distant point. 

Standard: A statement established by consensus or authority, that provides a benchmark for 
measuring quality, that is aimed at achieving optima l results (NIFTE Research Consortium, 
2003). 

Store and Forward (S&F) : S&F is a type oftelehealth encounter or consult that uses st ill 
digital images of a patient for the purpose of rendering a medical opinion or diagnosis. Common 
types ofS&F services incl ude rad iology, pathology. dermatology and wound care. Store and 
forward also includes the asynchronous transmiss ion of cl inical data, such as blood glucose 
levels and electrocardiogram (ECG) measurements, from one site (e.g., patient's home) to 
another site (e.g., home hea lth agency, hospital, clinic). 

Switch: A switch in the videoconfereneing world is an electrical device that selects the path of 
the video transmission. It may be thought of as an int elligent hub (sec hub above) because it can 
be programmed to direct traffic on specific ports to specific destinations. Hub ports feed the 
same informati on to each dev ice. . 

Synchronous: This term is somctimes used to describe interactive video connections because 
the transmiss ion of information in both directions is occurring at exactly the same period. 
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S)lstcm/Network Integration: The use of software that allows devices and systems to share 
data and communicate to one another. 

TIID S1: A dig ital carrier or type of telephone line serv ice offering high-speed data, voice , or 
compressed video access in two di rect ions, with a transmission rate of 1.544 Mbps. 

T3 /DS3 : A carrier of 45 Mbps. 

TCPIIP (Transmission Control Protocol/Jnternet Protocol): The underlyi ng communications 
rules and protocols that allow computers to interact with each other and exchange data on the 
In ternet. 

Telecommunications Providers: An cnt ity licensed by the government (the Federal 
Communicat ions Commission in the U.S.) to provide telecommunications services to indi viduals 
or institut ions. 

Teleconferencing: Interactive electronic communication between multiple users at two or more 
sites which facilitates voice, video, andlor data transmission systems: audio, g raphics, computer 
and video systems. 

Telehcalth and Telemedicine: Telemedicine and telehea lth both describe the use of medical 
infonnation exchanged from one site to another via electronic communications to improve 
patients' health status. Although evolv ing, telemcdicine is sometimes associated with direct 
patient cl inical services and telchealth is sometimes associated with a broader defin ition of 
remote healthcarc services. 

Telematics: The use of information processing based on a computer in telecommunications, and 
the usc of telecommunications to permi t computers to trans fer programs and data 10 one another. 

Tclemento"jng: The usc of audio, video, and other telecommunications and e lectronic 
information processing technologies to provide individual guidance or direction . An example of 
this help may involve a consultant aid ing a distant clinician in a new medical procedure. 

Tclemonitoring: The process of using audio, video, and other telecommunications and 
e lectronic information process ing technologies to monitor the heal th status of a pat ience from a 
distance. 

Telcprescllce: The method of using robotic and other instrulllents that permit a clinician to 
perform a procedure at a remote locat ion by manipUlat ing dev ices and receivi n g feedback or 
sensory information that contributes to a sense of being present at the remote site and allows a 
satisfactory degree of technical achievement. For example, thi s term could be applicd to (l 

surgeon using lasers or dental hand pieces and receiving pressure similar to that created by 
touching a paticn t so that it seems as though s/he is actuall y present, pcrmittin g a satisfactory 
degree of dexterity. 
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Teleradiology and Picture Archiving and Communications Systems (PACs): The electronic 
transmission of radiological images, such as x~rays, CTs, and MRIs, for the purposes of 
interpretation andlor consultat ion. Digital images are transmitted over a di stance using standard 
telephone lincs, satellite connections, or local area networks (LANs). Teleradiology also is 
beginning to include the process of interfacing with the hospital infonnatioll systcmslradiology 
infonnation systems (HISIRlS) in the transport of dig ita l images. PACs provide centralized 
storage and access to medical imagcs over informati on systems. 

Ultrasound: A device that uses high-frcquency sound waves to examine structures inside the 
body. Jt can rapidly detect tumors and other abnonnalities, often right in the physician's offi ce. 

Universal Service Administrative Company (USAC): The Universal Service Administrative 
Company administers the Universal Service Fund (US F), which provides communities across the 
country with affordable telecommunication servi ces. The Rural Health Care Division (RHCD) of 
USAC manages the telecommunications discount program for health care. 

Videoconferencing Systems: Equipment and software that provide real-ti me, generally two 
way transmission of di gitized video images between multiple locations; uses telecommunications 
to bring people at physically remote locations together fo r meetings. Each individual location ill 
a videoconferencing system requires a room equipped to send and receive video. 

Videoconferencing: Real-time, generally two way transmission of digitized video images 
between multiplc locations; uses telecommunications to. bring people at physically remote 
locations together for meetings. Each individual location in a videoconJerefi cing sys tem requires 
a room equipped to send and receive video. 

WiFi: Originally li censed by the Wi-Fi Alli ance to describe the underl ying technology of 
wireless local area networks (WLAN) based on the IEEE 802.1 1 spec ifications. 1t was developed 
to be used for mobile computing devices, such as laptops, in LANs, but is now increasingly used 
for morc services, including Internet and VoIP phone access, gaming, and bas ic connectivity of 
consumer electronics such as televisions and DVD players, or digital cameras. (Wikipedia) 
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Input to Board of Psychology Regarding the Slat us and Recommendations 

Regarding Tclcpsychology and Related Telchcalth and More S,)ccitically, of 


T elcsu I,crvisioll 


Carol Fa lender, Ph.D. 

As the Board of Behavioral Sciences has indicated a move to change its regulations to 
allow for a large segment of associate social worke rs and marriage and family interns to 
receive all the ir pre-licensure supervised experience through telesupervision , it is cri tical 
to review aspects of thi s which are a departure from standards of pract ice of clinical 
supervIsion. 

What is clinical supervision? 

Clin ical supervision is the major vehicle for the transmission of competence, knowledge, 
ski ll s, and va lues, to future generat ions of psycho!ogists-and the major mechanism to 
ensure qual ity of services and gatekeeping to the profess ion. 
Falender and Shafranske (2004) defined clinical supervision as "a distinct professional 
activity in which education and tra ining aimed at developing sc ience-informed practice 
are facilitated through a collaborative interpersonal process. It involves observation, 
evaluation, feedback, facilitation of supervisee se lf-assessment, and acq uisition of 
knowledge and skills by instruction, modeli ng, and mutual problem-solv ing. Buildi ng on 
the recognition of the strengths a nd talents orthe supervisee, supervision encourages self­
efficacy. Supervision ensures that cl inical (supervision) is conducted in a competent 
manner in which ethical standards, legal prescriptions, and professiona l pract ices are used 
to promote and protect the welfare of the client, the profession, and society at large" (p. 
3). 

The regulatory task is to ensure that clin ical supervision, a distinct professiona l practice, 
(Falender & Shafranske, 2004), and the major means of trai ning fu ture generat ions of 
practitioners as well as maintaining gatekeeping and q ual ity control over services is not 
diminished. The assumption is that the supervisor will remedy any supervisory 
deficiencies to ensure that the client receives a quality of care cOlllmensurate with that 
which would be given by the supervisor him/herself 

Best practices or clinical supervision are defined. See BOP Supervision Best Practices 
http://www.psychboard.ca. go v h.! pp I iCel 11 tsl su per" i s i 011- best. sll tm I 

Tc)chc;llth, Tclcps),choiog)', and Telcsupcn'ision 

Telehealth is the use of electronic information and telecommunicat ions technologies to 
support long-distance clinical health care, patient and profess ional health-related 

http:http://www.psychboard.ca


education, public health and health administration (HRSA, 2009). Telehealth has also 

been defined as a "health delivery system that provides health-related activities at a 

distance between two or more locations using technology assisted comm unications 

(Australian New Zealand Telehealth Commitlee, ci ted by Rees & Haythornthwaite, 

2004). 


Telepsychology is the "delivery of non face-Io-face psychological services by distance 
communication technology such as telephone, e-mail, chal, and videoconferencing 
(Drude, 2008, p. 8; Koocher, 2007). 

Telepsychiatry is "practice of health care delivery that can include diagnosis, 
consultation, treatment, and transfer or exchange of medical and other data and 
educational materials through interactive audio, visual , and data communication" (cited 
in Miller, Burton, Hill , Luftman, Veltkemp, & Swope, 2005). 

Note that all the definitions omit reference to supervision or telesupcrvision (Roby & 
Panos, 2004). 

While multiple medical and other fields are quickly implementing telehealth, they arc 
NOT doing so with telesupervision-in fact, medicine is increasing monitoring, face­
to-face supervision, observation, and modeling. This is subsequent to Papadakis et 
al.'s influential work that revealed that physic ians who were di sciplined by medical 
boards had behavior during their training that was highly predictive of their later high ly 
problematic behavior: severe irresponsibility and severely diminished capacity for self­
improvement. 

Telesupervision can be defined as "the use of electronic information and 
telecommunications technologies to support long-distance clinical health care, patient and 
professional health-related education, public health and health administration" (Wood, 
Miller, & Hargrove, 2005). 

Should Telesupervision be used for individuals who are accruing hours towards 
li censure? Karen Dyck (Personal Communication, 2009) who is co-author of the most 
comprehensive implementation for psychology training answered as fo llows: 

"Just to clarify our use of distance supervision. For psychology practi curn 
students and interns; supervision is in-person. Obviously for practicum students 
the supervision process is different and live supervision of most cl ient work is the 
norm. For psychology interns--they first complete a 6 month rotation in an urban 
centre, where they are supervised (in-person) by usually 3 or 4 different 
psychologists. Evaluations are completed twice during thei r first 6 month rotation 
and their rura l/northern supervisor is informed of their progress ( including any 
concerns) prior to them switching to thei r 6 month rura l/northern. Once in the 
rural/northern sett ing, they receive in-person supervision by a registered 
(licensed) psychologist who's home base is in the same communi ty as that of the 
intern. Although the psychologist may not always be in the same community 



where the inlern meels with thei r client (as we cover a large geographic area), 
supervision is in·person. And of course li ve supervis ion and audiotaping are a lso 
used in cases where il is fcll the intern has less experience and needs greater 
supervision. This same arrangement occurs for our post·doc position. We have 
one training position that is for individuals who have completed their doctoral 
degree and are wanting an additional year of tra ining in HIra I/northern practi ce. 
Again, supervision is in·person. 

The situat ion where we do use distance supervision is in the case where we have a 
new faculty member who is not yet registered (licensed) and who is based in a 
rural or northern community . In Illany cases the successful applicants for these 
positions completed the internship or postdoc through our department, so they arc 
known to us. In these situations every effort is made to have their internship 
supervisor continue superv ising them in their new job. We do this because there 
has already been a supervisOJ··supervisee relationship formed. This makes 
di stance supervision work much better. In these cases the supervisor will also 
make occasional visits to the new facul ty member and the new faculty member 
will travel to the urban centre , so that there is some in-person supervision. We 
gcnerally prefer telephone supervision over telehealth or videoconferenced 
supervision. Although J have done live·supervision via telehea lth (participated in 
a systems meeting related to a client), as this was a client issue with which they 
had less fami li arity. I should al so mention that interns and new faculty have 
access to all the specialists in our department and , depending upon the need, 
specialists wi ll travel out to assist them and supervi se them on more specialized 
cases (e.g., neuropsych). 

In situations where the new faculty are unknown to us, they typically spend some 
time in the urban centre getting to know our department faculty and their assigned 
supervisors. There are typically two. Once that orientation is complete they 
relocate to their rura l/northern location and supervision is provided typically by 
phone. Again, the assigned supervisors will travel out 10 the new faculty members 
community so that at least some in·person supervision does occur. The new 
faculty member will also travel into Winnipeg for thi s purpose. Simi lar to the 
abo ve situation, specialists are also avai lable to travel out to the new facully 
mcmber to assist with cases that are more specia lized. 

1 re~t1ly do believe in.pcrson contact is crucilll to developing a good 
supe"visee-supenrisor relat ionsh ip. Of cou rsc the extenl 10 which livc­
supervision is necessary depends upon the stage ofthc person's training lwd 
the particular casc." 

(Personal Commun ication from Karen Dyck, University of 
Manitoba, May, 2009) 



Appropriate Limits for Telepsychology: 

An exerpt from the Ohio Telepsychology Guidelines (2008). : 
·'The Appropriate Usc of Telepsychology. Psychologists recognize that telepsychology 
is not appropriate for all problems and that the specific process of providing professional 
services varies across situat ion, seHing, and time, and decisions regarding the appropriate 
del ivery oftelepsychology services are made on a case-by-case basis. Psychologists have 
the necessary training, experience, and skills to provide the type of telepsychology that 
they provide. They also can adequately assess whether involved participants have the 
necessary knowledge and skills to benefit from those services. If the psychologist 
determines that teJepsychology is not appropriate, they in form those invo lved of 
appropriate alternatives." 

Rees & Haythomthwaite (2004) described Telepsychology for use in assessment and 
diagnosis, psychotherapy, and for educat ion and training. These authors caution that 
although psychologists may be fearful that Telepsychology might replace face-to-face, 
the consensus is that Telepsychology is an '"adjunct'l to face-to-face, as an 
enhancement. 
Others who advocated for the use of telesupervision as an adjunct include. Vaccaro and 
Lambie (2007) and Wells, Mitchell, Finkelhor, & Becker-Blease (2006). 
Framing Questions: 

Would telesupervision will improve (or maintain) the standards of care (Stamm, 1998)? 
Wi ll supervision be synchronous (occurring in real time such as skype or other interactive 
video feed) or asynchronous (email). 

In a review of the avai lable literature, some from the mainstream psychological journals, 
and much from other a llied health professionals and physicians, it is clear that the 
potential of teletherapy and telepsychology is great. Indi viduals in rural and remote areas 
gain immediate access, consultation, and therapy. The important part of thi s transition is 
to ensure that proper regulations are put in place so that the gains we have made with 
ensuring quality services to protect the public are not lost. 

Recommendations for Tclesupervision 

Several of the relevant studies (of which there are very few) enlisting telesupervision arc 
described below. The conclusions are: 

I. 	 Telesupervision should not begin until a significant and strong direct, face-to­
face relationship is establ ished. (Supported by McIlwraith, Dyck, Holms, 
Carlson, & Prober, 2005; Kanz, 2001) 

a. 	 Concern that essential elements of the "therapeutic action" could be 
lost in telepsychiatry, especially those relating to the client-therapist 
relationship, and extrapolating to the therapist-supervisor 
relat ionship--especially there is total re li ance on email 



communicat ion (Kassaw & Gabbard, 2002) although Clingerman & 
Bernard (2004) suggested that .in fact alliances are not impacted if the 
email exchanges are supplemental to other supervision. 

2. 	 Familiarity and competence with the technology is a critical aspect of 
tclepsychology and tcJesupervision. 

3. 	 Multicultural competence is a major concern for telepsychology in general 
and telesupervis ion. Indiv iduals at the local setting may have knowledge, 
sk ill s, and att itudes reflecl ing the di verse populat ions served that will n OI be 
possessed by supervi sors in another locale, including current contextual 
knowledge (Mallen, Vogel, & Roehlen, 2005). 

4. 	 Specific ethical and legal issues are raised in tclesupervision- and have 
received the most attention in the literature. Thesc need to be directly 
addressed in any regulatory position. Many of these were add ressed by the 
Ohio Psychological Association in their "Approved Telepsychology 
Guidel ines." 

a. 	 Confident ial ity 
i. 	 Ensuring cli ent privacy (Koocher, 2007) 

b. 	 Competence including 
I. 	 what competencies of psychologists translate into effective (or 

ineffective) alliances for cl ients (Koocher, 2007 
II. 	 certain modalities do not transfer to telepsychology-play 

therapy or therapies with therapeutic touch (Koocher, 2007) 
Ill. 	 Potential for misrepresentation or that interact ions wi ll be 

posted on websites or youtube sites (Koocher, 2007) 
iv. 	 Validity of web-based assessment tools 

c. 	 Informed Consent including limitation of technology, risks to 
confident iality, legall y required reporting, and identifying 
telepsychology as an «irUlovative treatment" and noti fi cat ion about use 
of electronic messages not being appropriate fo r emergency 
communications-given the risk that a suicidal cl ient wou ld 
mistakenly assume 24-7 availabil ity of the therapist to read his/her 
emai l transmission. 

d. 	 Issues of I-icensure across states in which the supervisor and supervisee 
res ide- and in which cl ients receive treatment-and competence 
including a minimum of kn owledge of and compliance with laws and 
standards of the state or country in which the cli enl resides, reporting 
laws incl uding duty 10 warn. Physicians are considering viewing the 
pat ient as "electronically transmitted" to the consu ltant' s state as an 
option to deal with the issue of li cens ure (described in McGinty, 
Saeed, Simmons, & Yildirilll , 2006) 

i. 	 What happens and who holds jurisdict ion is something in 
therapy or supervision goes awry? (Koocher, 2007) 

e. 	 Access to and storage of communications including security-exactly 
what will be part of the clinical record 

f. 	 Verification of client identity and accessing contact informat ion 
beyond email for emergencies-alternative means to contact the client 



or significant others for both emergencies and for problems with 
telepsychology equipment or connections. (Ohio Telepsychology 
Guidelines, 2008) 

g. 	 Fees and financial arrangements 
h. 	 We would add provision for termination of services in keeping with 

the APA Ethics Code (2002), providing appropriate termination and 
increased clarity to the cl ient to ensure clarity when services have 
ended. 

5. 	 Recommendations-especially relevant for supervision of supervision or 
supervision of a more experienced supervisee; 

a. 	 Mutual agreement between supervisee and supervisor on multiple 
aspects of planned interaction-as great or great specificity as the 
current Supervision Agreement that is simply a statement of current 
regu lations. Consent by client for supervisee to receive 
telesupervision with clarity as to multiple parameters including 
confidentiality. 

h. 	 Ensuring there is monitoring of both client progress and of supervisee 
progress- ideally through video tape review 

c. 	 Commitment to follow HIPAA provisions and that supervisee and 
client are fully informed of vulnerabilities of teiesupervision (All 
derived fro m Koocher. 2007) 

d. 	 The need to train individuals to understand the lack of feedback in the 
form of nonverbal communication, visual feedback (what appears to 
be disinterest could actually be concentration), engagement issues 
which are more difficult in distance transmissions, need for more 
specific types of communication rather than open-ended questions 
(Rees and Haythomthwaite, 2004). 

6. 	 Appropriate education on telesupervision to be obtained before beginning. 
This would include introduction to supervising without the presence of 
nonverbal and social cues, the possibility of diminished spontaneity , need for 
greater preparation, more structure, more intent listening, and attending 
(especially in the case of group supervision) to ensure individuals share the 
time appropriately and case material is covered consistently for all individuals 
and all cases (Wood et aI. , 2005). 

7. 	 Satisfaction by supervisee and effectiveness need to be assessed. Some 
evidence from nursing (Heckner & Giard, 2005) indicated face-lo-face was 
preferred over distance supervision. Problems with technology resulting in no 
supervision have been cited as being a major consideration; there needs to be 
a back-up plan. Issues have been raised that supervisees reponed high 
"disturbance scores"-including experiencing the session as frus trating, 
having unpleasant feeli ngs before the session, feeling insecure about 
communicating unpleasant/difficult matters, felt this was a significant issue 
for distance supervision (Sorlie, Gammon, Bergvik, & Sexton. 1999) 



Summaries ofrelcv<lnt literature: 

A major study that is directly relevant (conducted under exceptionally opt imal 
circumstances) was conducted in Manitoba's rural and northern community based 
training program for psychology interns and residents. Mcilwraith, Dyck , i-lolms, 
Carlson, & Prober (2005) {the 2nd author was referenced in the personal communication 
above} reported on a train ing model in which interns lived in and provided services to 
remote northern communities for half of the internship year. This has been widely cited 
as a pioneer project which opens the door 10 significant training using tclesupervision. It 
is important to note several dimensions that arc little discussed: 

1. 	 The program and study were funded by a grate from Manitoba health 
2. 	 The interns were part of an APA/CPA accredited intemships ite 
3. 	 Predoctoral interns and postdoctol'all'csidents received their.first 6 month.\' of 

training in Winnipeg with multiple supervisors before moving 10 the rural 01' 

northern rOlation. 
4. 	 During the fi rst 6 months, there was emphasis on expansion of ski ll s in 

preparation for the second part with careful ca libration and tracking of their 
development and progress 

5. 	 They had contact with the supervisor who would work with them during the 
second 6 months during the first to ease the trans ition 

6. 	 There was a special emphasis on the cu ltural and diversity facto rs including 
Aboriginal Cultural Awareness workshops 

7. 	 Seminars were held through the 12 month year as were weekly cl inical case 
presentations at which they were expected to present periodically. 

8. 	 During their rural rotation, they were supervised by a resident psychologist 
who lives and provides services in the region where they were placed (so all 
supervision was nOlleiesupervision) 

9. 	 There was ample contact via telephone and weekly case conferences and 
facu lty travel to the remote areas at intervals. 

Conclusions frolll their experience from J0 interns and 4 residents (collected over 
mu lt iple years) were that telehealth in general is prefcrable to use as a supplemcnt and 
support to the psychologists and interns actually living in rural and northern 
communities- not a substitute/or/hem. Interdisciplinary experiences and collaboration 
were a significant opportunity for the supervisees. Although this is a very interesting 
model, it docs not di reclly address the question of implementing exclusive 
telesupervision for all supervision, as the APA accredi ted program had a depth and 
breadth of training opportunities with a significant quantity of face~to~face supervision as 
well. They strongly advocate the/ormalion 0/a sll'ong supel'vi.\·oIJ' rclaf ionships and 
significanl/raining (inlheir case 6 monlhs) be/ore lelesupervision begins. They also 
emphasize the critical quality of knowledge of the local setting including culture and 
diversity- the importance of having staff on si te cannot be underestimated 10 provide 
context. The study does not assess the outcomes oftelesupervison versus face~to-face. 



Wood et a!. (2005) proposed a telehealth model for clinical supervision consisting of four 
modules. 

• 	 Module 1 provided didactic and hands·on training in use of 
telecommunications including mechanics and use of equipment, legal and 
ethical issues, liability, and APA practice guidelines. It is essential this be 
completed prior to beginning telesupervision. 

• 	 Module 2 included use of hypothetical case studies for supervisor· 
supervisee discussion and practice. This is to introduce ethical, legal, and 
practice.oriented issues that arise as well as developing the style of 
interaction between the dyad. 

• 	 Module 3 is live interactive teleconferencing to provide group supervision 
to provide supervision between in vivo appointments. 

• 	 Module 4 provided traditional individual face·to-face supervision for each 
supervisee in the clinical setting. 

Thus, through a combination of distance and live supervision, the authors felt that 
attention to legal, ethical, professional , and scope ofpractice considerations were all 
addressed. Web sites, email, videoconferencing, and face-to-face interactions were all 
utilized. Observation of video·recorded supervisee-client sessions supplemented the 
supervisory input by allowing supervisors direct access to clinical interactions. 
These authors summarized what is known about differences between technology· 
mediated communication and face-to-face. 

Strengths: In tedlllology-mediated supervision, visual and social cues (and the whole 
range of nonverbal communication) may be compromised or omitted. This may result in 
more task-oriented, depersonalized, less spontaneous communication (Gammon et aI., 
1998). It is also associated with more clear and structured communication, more intent 
listening, fewer interruptions, and greater preparation for supervision. It is possible the 
technology reduces the hierarchical issues between supervisor and supervisee and may 
lower social inhibitions. Introducing the active video review of sessions during 
supervision can provide a great amount of data and strength. If the supervision is 
conducted in a group, there is the opportunity for exposure to multiple clients and a 
variety of perspectives (as is typically the case in group supervision). Wood et al. 
suggested that supervisors must focus on the differences in process to ensure that it does 
not hinder effective supervision. These authors assume the combination of face-to-face 
and distance. 
Challenges: These include possibi lity that supervisees will not get what is needed from 
supervision, especially if there are heavy caseloads or a dominant group member who 
takes the majority of the supervision time. Other specific issues raised by Wood et al. 
include confidentiality, equipment cost (which we will not address here), attitudes 
towards technology, quality of supervision, and licensure issues. We would add 
technology glitches. Stamm (1999) described risks from people and from technology. 
The former include criminal intent, accidents, or idle curiosity- most of which are dealt 
with through encryption, high level virus protection, and HIPAA compliance. Most 
authors urge client identifying information be omitted from supervision emails.Itis 



important that the same informed consent procedures he used with telesupervision­
informing cl ient of uses and disclosures al allleveJs. Attit udes towards technology can 
be most critical. Higher anxiety Jllay be e li cited by use oftelesupervi sion- especially for 
indi viduals who arc less familiar with the technology. 
The Gammon ct al (J 998) study was one of very few that compared qual ity of individual 
supervision face-to-face with videoconfcrcncing. Subjective reports indi cated 
satisfaction with usi ng tclesupervis iol1 for haffofthe supervision . Licens ure is another 
large consideration- indiv idual states may not recognize telesupcrvision as equivalent to 
face-to- face, which could have enormous repercuss ions for individua ls who attempt to 
obta in licensure in other states later. Furthermore, indiv iduals who supervise over time in 
a given state in the vast majority of cases must be li censed in that state. The medical 
profession is cu rren tl y adopting various models 10 allow for special purpose licensure for 
telehea lth or moving towards mutual li cense recognition for nursing (DeLeon, cited in 
Wood e l aI., 2005). 

Efficacy 

The data on supervis ion effectiveness is scanty. Sorl ie, Gammon, Bergvik & Sexton 
(1999) reported on qua litative comparison w ith 6 dyads who alternated between video 
and face-to-face supervision. Trainees rated "di sturbance" or frustration, inability 10 

communicate unpleasant or difficult matters, not feeli ng close or present to each other, 
and most affected by disturbing elements and emot ions at a rate higher th an 
supervisors-a finding attri buted to supervisee's more vulnerable status. Trainees 
viewed face-to-face as most favorabl e, especially with respect to diffi cult or disturbing 
ilems. Participants noted reduced eye contact, less nuance and diminished nonverbal 
cues with a concurrent increase on reliance on verbal cues. Emotional issues were mostly 
reserved for face-to-face contact. Therc were reports of increased preparation and self­
discipline in the video condition; however, th is may have resulted in reduction processing 
emotional response. 

Guidelines suggested by these authors incl uded the necess ity for strong s upervisory 
gu idance and preparation in the pedagogy of clinical supervision, intent attention to 
refl ect ing on reactions occurring wi thin supervision and in the cl inical sett ing, and 
supervisor assessment of whether th is is an adequate modality for each individual 
supervisee, given the reduced ability to attend to nonverbal behavior. If in face-to-face 
interactions, a particu lar supervisee res ists attending to personal material or 
intellectualizes, the video modality is not desirable. They concluded that extensive use of 
the video during the later part of mandatory psychotherapy supervision is acceptable. 

Sorlie et al. (1999) cited Norwegian Med ica l Association guidelines that approved 
initiat ion of study of video supervision given preconditions oflimi ting to a set number 
trainees and supervision settings, ensuring that supervisors were pm1 of the team at the 
trainees' workplaces. and that superv isory relat ionships had to be well established face­
to-face prior to embarking on video supervision. 



There is not actually much research on the effecti veness ofte lepsychiatry, 
telesupervision, and outcomes, and basically none on the use of such with professional 
psychologists. From the studies we have reviewed, however, it is reasonable to conclude 
that educational effectiveness decreases as the connection between instructor or 
supervisor and student becomes more distant (APA, 2001). For example, it is thought 
that simple self-study (such as reading a book) is not equal in quality to having the 
opportunity to send e-mail back and forth to the instructor ("asynchronous internet 
learning"), and that immediate contact with a distant instructor ("synchronous internet 
learning") is even better. In a longitudinal study, over 10 years in UK (U. of Wales 
Aberystwyth) the researchers concluded that face-to-face interaction is essential to 
complement distance or virtual learning (Urquhart et. aI., 2002), especially for the very 
individuals who turn to distance learning, often those who are iso lated. 

Tclchcalth 

In the realm of primary care, telehealth has been quickly adopted. Folen, James, 
Verschell, & Earles (2005). Although there is a strong "in-vivo bias" (p. 280) by 
practitioners, preliminary satisfaction reports from patients reveal there is greater comfort 
with telehealth modality. Clinicians also report patients to be more focused and receptive 
than in the in-vivo setting. However, beyond satisfaction, outcome studies of significant 
number simply do not exist, comparing treatment equivalence or differential effects. 

In telepsychiatry, Moninier, Knapp, & Frueh (2003) concluded that limited studies have 
been conducted, and although there is ev idence to support the premise that there is good 
client satisfaction (the most frequently researched measure), clinical assessment, 
outcomes, and cost-effectiveness are all good. 

Other Legal and ethical considerations 

Who is liable in the case oftelesupervision? Roby and Panos (2004) described models in 
which distance supervisors provide supplemental supervision but the local supervisors 
bear liability. Issues raised are confidential information transmission to distance 
supervisors, educational supervision to the student-which must then be integrated 
and/or approved by the local supervisor, taking into account local cultural, legal, and 
other considerat ions. 

Conclusions 

The power offace-ta-face contact in establishing the supervisory relationship is a critical 
component of supervis ion. As the priority and charge of the Board of Psychology is the 
protection of the public, it would be very beneficial to enhance opportunities for 
expanded practice in telehealth through attention to licensure reciprocity and other 
mechanisms (ASPPB, etc.), but to continue to ensure that the quality control and 
excellence in preparation is maintained for psychology. 



Train ing in Lelesupervision. Online counseling trai ning is increusingly available ... onl inc. 
(www.eLherapytnlini ng.c(lIn; www.ismil() .org) by organizat ions requiring membership 
U.S. Department of Hea lth and Human Services: 

C:\Dacuments and Sctlings\Carol\Local Setl ings\Temporary Jnternel 

Fi leslContent.IE51 WDQF4 DANltelehealth 
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Developing Telepsychology Guidelines for ~L Siale Psychologicul Association 

Ohio Psychologica l Association 


.b.!!n :llwww.ohp~yeh .org, 

APA Convention August 15.2008 


Wlllll is tclcpsych() logy? 

"TcJepsyehology is the provision of non· fa ce·to·f. 'Ice psychological services by diSlance comllluLlicatioLltcchnology such as 
telephone, e·mail, elm! and videoconferencing." 

M ission 

'· to propose a set of flexible and workable guidelines that C1Ul be applied by psychologists when providing Iclepsychology ... they 
are imended to be appl icable to any psychological services provided using COllll11 tlll ication technology." 

Statc or national guidelines for applying the American Psychological Association (APA) ethical standards when usi ng 
commun ication tech nology do not currently exist. 

G uidelincs devclopmcnt II!"orcss 

• 	 Literature and Imertlet search of relevant tclehealth guidelincs and standards including Americall Psychological 
Associat ion. 

• 	 Identify areas of APA Code of Ethics nceding telepsychology guidel ines 
• 	 Develop draft guidel ines and supportive reference documentation 
• 	 Submit draft to slate association board for feedback 
• 	 Subm it revised draft to state association membership lind other interested parties for feedback 
• 	 Review feedback and submit draft to state association board for review and approva l. 

Telepsychology Guidelines 

Ohio PsychologicH I Associat ion 


Ad opted Apr il 12,2008 


The APA and olher professional organizations have previously identified Inany of lhe issues addressed ill these 
guideli nes. These issues are identified in endnotes and documents listed in the References sect ion. It is suggesled 
that these tclepsychology guidelines be read in conjunct ion with the APA Code of Ethics. Therc is some intent ional 
redundancy between the guidelines and the APA Code of Ethics standards to emphasize the appl ication of those 
standards when practicing telepsychology. 

I. Til l' AI)pl"oprialc USl' of Tclc jlsych ology 

Psychologists recognize that telepsychology is nOI appropriate for all problems and that the specific process of 
providing professional services varies across situati on, setting, and time, and decisions rega rding the appro priate 
delivery of telepsychology services are made on a case·by·casc basis. Psychologists Imve the necessary tmilli ng, 
experience, and ski lls to provide the type of Ielepsychology that they provide. IU They also can adequately assess 
whether involved part icipants Iwve the necessary knowledge and skills to benefit from those scrvices. If the 
psycho logist determines that telepsychology is not appropriatc, they inform those involved of appr 0 prime 
alternatives. II 

2. Leglll and Ethiell l Req ui rements 

Psychologists assure that the provision oftelepsychoJogy is not legally prohibited by local or state laws alld 
rcgulat ions (supplements APA Ethics Code Scc. 1.02). Psychologists arc aware of and ill compliance wi th the Ohio 
psychology licensure low (Ohio Revised Code ClllLptcr 4 732) and the Ohio State Board or Psychology "Rules 
Govern ing Psychologists and School Psychologists" pronlulgated in the Ohio Administrative Code. 

Psychologists arc aware of and in compl iance with the laws and standards of the particular state or country in wh ich 
the client resides, includ ing requirements for report ing individuals at risk to themselves or o thers (supplcmcnts A P A 
Ethics Code Sec. 2.01). Th is step includes compl iance with Section 508 of tile Relmbilitmion Act to make 



technology access ible to pcople with disabi lities, 112 as well as assuring thaI any ad venising related 10 tclepsychology 

services is non.deceptive (supplements APA Ethics Code Sec. 5.0 1). 


3. Informcd Conscnt li nd Disclosure 

Psychologists using telepsychology provide information aboul their use of electronic communication technology and 

obtain tht: infomled consent of the involved individ ual using language that is likely to be understood and consistent 

with accepted professional and lega l requirements. In the event that a psycho logist is provid ing services for someone 

who is unable to provide consent for him or herself{i ncl uding minors), additional measures arc taken to ensure that 

appropriate consent (and asselll whcre appl icable) are obtained as needed, Levels of experience and training in 

telepsychology, if any, arc explained (though few opportu ni ties for such trai ning exist at this lime) and the cl ient 's 

info rm ed conscnt is secured (supplements APA Ethics Code Sec.J. I 0). () 


As pan of an informed consent process, cl ients arc provided suffi cient information about the limitations of using 
techno logy, inciuding potential risks to confidentiality of information due to technology, as well as any legally­
required reporting, such as reporting clin ical clients who may be sui cidal or homicidal. 14 This disclosu re includes 
in formation identifying telepsychology as innovativt: treatment (supp lements APA Ethical Principl es 10.01 b), 
Clients arc expected to provide written acknowledgement of their awareness of these limitat ions. Psychologists do 
not provide tclepsychology services without written client consent. Psychologists make reasonable attempts to verify 
the ide ntity of clients IS and to hel p assure that the clients are capable of providing informed consent (supplements 
APA Ethics Code Sec. 3. 10), 16 

When providing cli nical services, psychologists make reasonable attempts to obtain info rmation about alternative 
means of contact ing cl ients and provide cl ients with an alternative means of contacting them in emergency situations 
or whe n teiepsychology is not available. I? 

Psycho logists inform clients about potential risks of disruption in the use lelepsyehology, clearly state their policies 
as to when they will respond to routine electronic messages, and in what circumstances they will use alternative 
comm unications fo r emergency situations. IS Given the twenty-four-hour, sc:vcn-day-a.week availabil ity of an onl ine 
environment, as well as the incl ination o f increased disclosure online, clinical cl ients may be more likely to d isclose 
suicida l intentions and assunte that the psychologist will respond quickly (supplements APA Ethics Codc Sec. 4.0 5). 

4. Sec ure COlllnlUnicAtions/Elect ronic Transfer' or Client In for ma tion 

Psychologists, whenever feasib lc, use securc communicatio ns with clinical clients, such as encrypted text messages 
via e· mail or secure wehsites and obtain consent for use of non·secured communi cations. IQ Non-secure 
communications avoid using personal identify ing information,20 Considering the availabl e technology, psychologists 
makc: reasonable eITons to ensure the confidentiality of in format ion electronically transmitted to other parti es. 

5. Access to a nd Storilgc of Communications 

Psycho logists inform clients about who else may have access to commun ications with the psychologist, how 
comm unications can bc dirccted to a specific psycho logist, and ifa nd how psychologists sto re information? 1 
Psycho logists take steps to ensure that confidential information obtained and or stored electronically cannot be 
recovered and accessed by unau thorizc~ persons when they dispose of computers and other information storage 
devices.12 Clinical cli ents arc: informed of the types of info rmation that will be maintained as part ofthe client's 
record .21 

6. Fees and Financia l Arra ngements 

As with other pro fessional services, psychologists and cl ients reach an agreement SI>ccifying compcnsation, billing, 
and payment arrangements prior to providing tclepsychology services (supplements AI)A Eth ics Code Sec. 6.0 I). 

8, EXI)ira lion lind Review Da te 

These guidelines will expire in five years after their formal adopt ion unless reauthorized or replaced prior 10 that 
date. 
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