
BUILDING TELEHEALTH CAPACITY 

for BEHAVIORAL HEALTH 
 

 Introduction to Telehealth:  

CVT Myths and Facts 





Northwest Mental Health  
Technology Transfer Center 

Our Role: 

Provide training and technical assistance (TA) in evidence-based practices (EBP) to behavioral health 

and primary care providers, and school and social service staff whose work has the potential to improve 

behavioral health outcomes for individuals with or at risk of developing serious mental illness in 

SAMHSA’s Region 10 (Alaska, Idaho, Oregon, and Washington). 

Our Goals: 

• Ensure availability and delivery of free, publicly-available training and TA to Region 10 providers. 

• Heighten awareness, knowledge, and skills of the workforce addressing the needs of individuals with 
mental illness. 

• Accelerate adoption and implementation of mental health-related EBPs across Region 10. 

• Foster alliances among culturally diverse mental health providers, policy makers, family members, and 

clients. 

www.mhttcnetwork.org/northwest  



The MHTTC uses affirming language to promote the 

promises of recovery by advancing evidence-based and 

culturally informed practices.  
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CHAT Box 
> We’ll share info about logistics 

> Let us know if you are having tech issues 

> To you:  from our training team 

> From you:  only visible to hosts/panelists 

> NOT for content-related questions (see next slide) 
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1.  Type question into Q&A Window  

Questions – 2 options (participants are muted): 

Click Raise Hand in the Webinar Controls. 

 
 

The host will be notified that you've raised your hand. 

 
 

Click Lower Hand to lower it if needed. 
   

 

2.  Raise hand (will be called on/unmuted in order) 
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> Will be shared in the chat box near the end & also emailed out 
 

> Helps the presenters plan future sessions 
 

 There will NOT be certificates or CEUs for this 
series. 

 Slides & resources WILL be posted after the session 

 

After today’s session 
Please complete the evaluation survey (LINK): 



Today’s Presenters 
• Brad Felker, MD                                                                      

VA Puget Sound Health Care System                          
Professor, University of Washington                                    
Dept of Psychiatry & Behavioral Sciences 

• Marc Avery, MD                                                              
Principal Consultant, Health Management Associates           
Clinical Professor of Psychiatry, University of Washington 

• Melody McKee, MS, SUDP                                           
Program Director, Behavioral Health Training, Workforce and 
Policy Innovation Center, Behavioral Health Institute 

• Cara Towle, MSN RN MA                                             
Associate Director, Telepsychiatry                               
University of Washington 

• Jennie Harvell, CQCT/HIT.  Sr. Advisor.   M.Ed 
Washington State Heath Care Authority 

 



Behavioral Health Institute (BHI) 

Training, Workforce and Policy Innovation Center 

The Behavioral Health Institute (BHI) Is a Center of Excellence where 

innovation, research and clinical practice come together to improve 

mental health and addiction treatment.  The BHI established initial 

priority programs which include: 

• Improving care for youth and young adults with early psychosis  

• Behavioral Health Urgent Care Walk in Clinic 

• Expanded  Digital and Telehealth Services 

• Behavioral Health Training, Workforce and Policy Innovation 

Center  



BUILDING TELEHEALTH CAPACITY 

for BEHAVIORAL HEALTH 

INTRODUCTION TO DIGITAL HEALTH: 

CVT MYTHS AND FACTS 
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SESSION #2 OBJECTIVES 

 

> Briefly review the history of telehealth. 

 

> Review common myths associated with the use of Clinical Video 
Teleconferencing (CVT). 

 

> Review core literature and facts one needs to know to provide CVT. 
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DISCLAIMER 

> Any information provided in today’s talk is not to be 
regarded as legal advice. Today’s talk is purely for 
informational purposes.  
 

> Always consult with legal counsel. 
 

> Presentation is based on information available as of 
4/15/2020. 
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DIGITAL HEALTH MODALITIES 
 

• Clinical Video Teleconferencing (CVT) 

 
• This series of talks will focus on CVT Basics 
 

• Digital Health: 
• Apps 
• Web-based 
• Phone Care Mgmt. using CATI 
• Secure Email 
• Texting 
 

• Changing the way mental health care is delivered: 
• How to utilize Digital Health modalities into routine traditional mental health care. 
• How Digital Health will change the way we deliver mental health care. 
• How will we train providers in how to appropriately use these modalities. 
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WHERE WE STARTED 
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HISTORICAL PERSPECTIVE 1970-2020 

• 1970’s  
• 15 federally funded telemedicine projects in the 1970s. 
• Cumbersome and expensive technologies . 

• 1980’s 
• Resurgence in the 1980s with widespread entry into computer 

age. 

• 1990’s 
• International telemental health applications (e.g. Australia). 

• 2000’s 
• Improved technology and internet access opens possibilities 

for multiple digital health modalities 
• Policies, billing, re-imbursement were lagging pre-COVID 
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MYTHS AND FACTS 

• “Diagnoses are not valid” 
• Hilty et al. Telemedicine Journal and e-Health. 

2013;19:444-454. 
• Hubley et al. World Journal of Psychiatry. 2016; 22;6(2): 

269-282 
 

• “Treatment is not as good” 
• Ruskin et al. Am. J Psychiatry 2004; Aug;161(8):1471-6. 
• Hailey et al. Can J Psychiatry 2008; 53(11):769-78. 
• Fortney et al. JAMA Psychiatry 2015;72(1):58-67. 
• Hubley et al. World Journal of Psychiatry. 2016; 22;6(2): 

269-282 
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2004 – Comparable Outcomes with Tele-Mental 

Health and Face-to-Face Treatment for Depression 
• Landmark study published in 2004, Paul Ruskin, MD, et al of the 

Baltimore VA 

• Compared remote “telepsychiatry” treatment of depression to 
in-person treatment  

• Comparable outcomes: Hamilton Depression Rating Scales, Beck 
Depression Inventory Scores, drop-out rates, satisfaction 

 

• Ruskin PE, Silver-Aylaian M, Kling MA, Reed SA, Bradham DD, 
Hebel JR, Barrett D, Knowles F 3rd, Hauser P. Treatment outcomes 
in depression: comparison of remote treatment through 
telepsychiatry to in-person treatment. Am J Psychiatry. 2004 
Aug;161(8):1471-6). 

 

http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
http://www.ncbi.nlm.nih.gov/pubmed/15285975
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MYTHS AND FACTS 
• “Elderly don’t like it” 

 

• Actually elderly really appreciate the convenience of it. 
• Appreciate the improved access to providers. 
• Today’s technology is not that complicated and easily taught. 
• Often has options to make it more user-friendly (e.g. large 

text). 
• Often have experience communicating with family. 
• More likely that education and income level predict internet 

use than age. 
 
• Loera.  Telmedicine and e-Health. 2008; 14(10):1087-1090. 
• Haluza et al. Health Communications 2016; 32(11): 1342-1349 
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MYTHS AND FACTS 
• “Too expensive” 
 

• Must take into account type of services one plans to provide. 
 
• Then consider direct (provider time, equipment, etc.) and non-direct costs (clinic 

space, admin support, transportation. 
 
• Then need to consider ROI (Cost-benefit ration such as a cost of service to an 

outcome such a quality adjusted life years) . 
 
• Decreasing cost of the equipment required. 
 
• Found that compared to face-2-Face care: 

• Tele has higher up front costs, but there is a “Tipping point” when it becomes 
cheaper. 

• CVT was associated with less direct and indirect costs while increasing quality of 
life. 

 
 

Hubley et al. World Journal of Psychiatry. 2016; 22;6(2): 269-282 
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MYTHS AND FACTS 
• “Ethically, it is too risky when compared to in-person 

care” 
 

• Nice review of considerations to assure ethical care is being 
delivered: 

• Providing competent, safe care. 
• Ensuring informed consent. 
• Managing boundaries. 
• Promoting privacy and confidentiality. 
• Ensuring continuity of care. 
• Addressing health equity. 

 
 

• Sabin et al. International Review of Psychiatry. 2015; 27(6): 490-495 
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MYTHS AND FACTS 
• “Patients and providers are not satisfied” 

 
• More empathic possibly due to greater eye contact. 
• Patients report less anxiety; “white coat”. 
• Better access to specialists. 
• Reduced travel time. 
• Decreased power relationship. 
• Virtual space seen as safer to both patients and providers 

(e.g. vulnerable populations). 
 

• Yellowlees et al. International Review of Psychiatry. 2016; 27(6): 476-
489 

• Hubley et al. World Journal of Psychiatry. 2016; 22;6(2): 269-282 
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• “Only stable patients should be treated with CVT” 
 

• Clinical video telehealth (CVT) has the potential to deliver much-needed mental health 
services to individuals at risk for suicide who face access barriers. 

 

•  None of the literature, professional guidelines, and laws pertaining to the provision of 
mental health services via CVT suggest that high-risk patients should be excluded from 
this modality. 

 

•  Best practices for assessment and management of suicide risk can be feasibly performed 

      by mental health professionals via CVT. 

 

•  Mental health professionals delivering services via CVT to high-risk patients would 
benefit from a     multidisciplinary network of CVT providers for referral and consultation. 

 

• McGinn et al. Psychiat Clin N Am. 2019; 42: 587-595  

 

 

 

MYTHS AND FACTS 
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DISCUSSION 

> What are other concerns do you have or have heard about regarding 
care provided via CVT? 

 

> What barriers or challenges have you faced in getting started with 
Telehealth?  
 

> What’s working well or not working well seeing patients from home? 
 

> How can we best support you? – what training, tools, supports 
would be most helpful to help get you started? 

 

  



Behavioral Health Institute (BHI) 

Training, Workforce and Policy Innovation Center 

BEHAVIORAL HEALTH TELEHEALTH RESOURCE 
 

For more information including upcoming training  

& additional resources: 

 
Visit us online: 

 https://bhi-telehealthresource.uwmedicine.org/ 

 

Email us: 

 melmckee@uw.edu  

https://bhi-telehealthresource.uwmedicine.org/
https://bhi-telehealthresource.uwmedicine.org/
https://bhi-telehealthresource.uwmedicine.org/
mailto:melmckee@uw.edu


Your Feedback is Important: 

 

• Please complete the anonymous 
evaluation by following the link in the 
chat box & you’ll get a reminder email 
also. 
 

• Evaluation data is necessary for 
continued funding to offer programs  

Post-event surveys are 

critical  to our work! 

Your feedback helps us to improve and 

develop future programing.    

 

We greatly appreciate your feedback!  



Get in Touch 
Visit us online: 

www.mhttcnetwork.org/northwest  
 

Find out about: 

• Upcoming trainings 

• New online trainings 

• Resources and Research Updates 

 

Email us: 

northwest@mhttcnetwork.org 

 
 

Follow us on social media: 

@NorthwestMHTTC 

 
 



Thank You! 


