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Abstract

Background: The COVID-19 pandemic has significantly disrupted mental health services, particularly for
individuals with serious mental illness (SMI). These disruptions have highlighted the need for innovative
strategies to maintain continuity of care while minimizing health risks.

Methods: This review analyzes the adaptations in community mental health care during the pandemic,
focusing on the roles of pharmacy and laboratory diagnostics in managing mental health disorders. A
comprehensive literature search was conducted to gather evidence on the impacts of telehealth, medication
management, and supportive resources in mental health rehabilitation.

Results: Findings indicate that telehealth services have been pivotal in ensuring access to mental health
care during the pandemic, allowing for ongoing support despite physical distancing measures. The
integration of pharmacy services has facilitated the continuity of psychotropic medications, while
laboratory diagnostics have remained critical for monitoring treatment efficacy and potential side effects.
Moreover, the involvement of family members and community resources has proven essential in fostering
a supportive environment for patients.

Conclusion: The adaptations made in mental health care delivery during the COVID-19 pandemic
underscore the importance of flexibility in treatment approaches. Collaboration among healthcare
providers, pharmacists, and community resources is vital for enhancing patient outcomes. Future strategies
should focus on sustaining these innovations to improve access and quality of care in mental health services.
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1. Introduction

The ongoing COVID-19 epidemic has necessitated significant changes in the provision of outpatient mental
health treatments for persons with severe mental illness (SMI) in the United States. Federal and state
regulations restrict face-to-face interactions and explicitly instruct health institutions to minimize in-
person contact. The alteration in care provision has significant public health ramifications, since persons
accessing services via the public mental health system are more susceptible during public health
emergencies (1). Various factors elevate the risk of infection and adverse outcomes in this demographic,
including inequities in healthcare access, heightened susceptibility to COVID-19 stemming from social
disparities (e.g., elevated poverty rates resulting in residential instability and food insecurity, significant
unemployment rates), increased prevalence of medical conditions, and detrimental health behaviors (2).
Furthermore, the pandemic intensifies the risk of adverse mental health consequences, which should be
acknowledged as an important public health concern. As there is presently no vaccine or targeted treatment
for COVID-19, health initiatives concentrate on prevention and screening, facilitating access to intensive
services for individuals exhibiting severe symptoms, and ensuring the continuity of therapy for other
chronic illnesses (3).

The pandemic poses a significant risk to the continuation of treatment for severe mental illness (SMI). It is
imperative for community mental health facilities (CMHCs) to create strategies to guarantee the continuity
of key services and sufficient stocks of psychotropic drugs. This article seeks to offer community-based
mental health clinicians assisting clients with serious mental illness (SMI) with pragmatic advice for
enhancing continuity of treatment amidst swiftly changing mandates and guidelines for healthcare
practitioners.

2. Evolution of Healthcare during the COVID-19 Pandemic

Clients with serious mental illness (SMI) receiving services from Community Mental Health Centers (CMHC)
outpatient and community teams may have persistently heightened risks of significant disabilities,
emergency room visits, psychiatric inpatient stays, self-harming behaviors, arrest and imprisonment, food
and water instability, and homelessness. In an epidemic of public health, it is essential to evaluate these risk
variables with the individual's susceptibility to COVID-19 infection to ascertain the most effective approach
to address their treatment requirements. The clinical team must evaluate the medical and mental risks and
benefits for each individual client, incorporating input from the physician in charge as necessary, to
determine if there is an urgent or essential requirement for in-person care and, if so, what adjustments to
care delivery are required. Furthermore, natural encourages warm lines, and pandemic-compatible mental
advance directives need to be established as the standard of treatment in the peri- and post-COVID period.

Clinics must evaluate a range of service delivery alternatives that cater to clients' requirements and
preferences for treatment, in addition to their mental and medical risk profiles. These care delivery
alternatives are not indistinguishable. Utilizing a diverse array of care delivery techniques concurrently may
provide regular interaction while mitigating the danger of viral infection for both clients and staff. The
spectrum encompasses community-based in-person care with suitable preventive therapies; clinic-based
care in spacious rooms facilitating physical distance; clinic-based telehealth, wherein clients engage in
telepsychiatry sessions within private clinic offices; clinic-based care conducted in standard offices
adhering to local public health regulations; and telehealth interactions with clients at home or within the
community. Care provided by clinics may be enhanced by training family members, creating connections to
warm lines, and incorporating more e-mental health resources (4).

Although the majority of Community Mental Health Centers (CMHCs) may transition to telehealth services
for many clients, a considerable subset will still need in-person assistance to address fundamental
requirements or due to insufficient access to the required equipment or data plans for telehealth
engagement. Telehealth may be modified to overcome technological or psychological obstacles. The
customer may attend a telemedicine session in an isolated space, therefore reducing close interaction with
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clinic personnel. Clients exhibiting cognitive disorganization or paranoia associated with technology or
surveillance may be receptive to telephone interactions, which offer an efficient and familiar option for
clients, and possess enhanced pragmatic advantages for Community Mental Health Centers (CMHCs) in
states now eligible for equitable reimbursement for specific telephone experiences. Telephone interactions
possess constraints that affect clinical treatment, as they may restrict medical observation, treatment
engagement, evaluation, and interventions, so underscoring the need for additional therapeutic
interactions.

During the pandemic, clinicians may need to briefly transition from skills training and rehabilitation
initiatives to direct support for basic needs. Consequently, caregivers may need to collaborate with the
client, natural encourages represented payees, faith-based groups, and social service agencies to identify
resources, assemble care packages, and provide warm meals. Providers doing outreach appointments
should refrain from entering houses, particularly in confined spaces or when other individuals are present,
since maintaining physical distance may be compromised. Outreach teams ought to convene in well-
ventilated locations external to the residence to visually evaluate the individual's condition, present as a
familiar and reassuring social visit, model as well as reinforce appropriate behaviors, administer
medications, and offer in-person demonstrations on utilizing smartphones or different gadgets for e-mental
health engagement. Providers must be knowledgeable with and comply with local public health
surveillance regulations for personal protective equipment (PPE) and physical distance during all in-person
interactions.

Alongside a multimodal service delivery strategy, care should use all available clinic personnel, natural
supports, and supplementary services in a comprehensive manner. Administrative personnel, such as
receptionists, may conduct welfare phone calls to assess client well-being or facilitate educational sessions
to prepare customers for telehealth appointments. Peer experts may maintain a crucial role in facilitating
person-centered health control and coping strategies, providing coaching and consulting to enhance self-
efficacy as well as self-advocacy, and addressing client needs via problem-solving. Peer specialists and case
managers may assist in providing access to virtual spiritual, peer-based, recreational, and other groups to
enable client connections. Therapists may temporarily substitute or supplement whole clinical sessions
with telephone calls designed to instruct the client in the development, enhancement, and practice of
certain behavioral skills to prevent a behavioral crisis.

3. Natural Resources as Clinical Team Extensions

Family members and caregivers may provide assistance to their loved ones suffering from mental illness,
sometimes being accessible for more hours each day or week than the therapeutic team, particularly if they
reside together. Providers mustincreasingly engage families as collaborators in care delivery. Providers may
enhance services by allocating some of their efforts towards natural supports, such as skills imparted
directly to particular consumers. Providers may collaborate with clients and families to organize their daily
schedules, particularly for leisure activities and possibilities for social connection while maintaining
physical distance. Although this imposes requirements on families, it may serve as a significant means of
augmenting brief therapeutic sessions, especially for clients who are not participating in video or telephone
consultations. Families may get additional help via cloud-based collaborative folders or additional assets
including instructional and training resources (for example, manuals, clinical tip sheets for relatives) in
order to enhance direct care. Moreover, most community behavioral health systems include assistance from
trained family experts who possess life experiences with a relative suffering from mental illness, potentially
accessible to families throughout this period.

Providers must assist in identifying and expanding alternative natural supports for clients without familial
or other inherent support systems. While physical distance remains essential, virtual contacts and online
networks are becoming vital. In contrast to hotlines or emergency lines, which cater to those facing
psychiatric emergencies, warm lines provide a supportive alternative for those in distress seeking
emotional assistance. The COVID-19 epidemic has resulted in an increase in the accessibility of warm lines,
many of which are operated by peer support groups (5). Providers may consider organizing these
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resources, assisting clients in entering phone numbers into their mobile devices, and disseminating them
on organization websites or social media platforms.

4. Formulating a COVID-Compatible Mental Advance Order

Providers must collaborate with clients to revise safety measures and assist in the creation or modification
of a psychiatric advance medical directive that incorporates contingency planning for pandemics. Advance
directives specify an individual's preferences for medical services and treatments when they are unable to
communicate their desires. Federal law mandates that institutions receiving CMS payments implement
advance directives, including those pertaining to mental health disorders. Companion guidance materials
are being developed to enhance engagement with both natural caregivers and providers in the creation and
implementation of the psychiatric advance directive. Given the varying impacts of the COVID-19 epidemic
on hospitals and crisis centers, patients should consider the treatment setting in their advance directives.
It is essential to notify the client that some elements of their preliminary directive may not be feasible to
implement, since conditions and resources are subject to change throughout this period. Providers should
assist in resolving these circumstances to ensure optimal adherence to the individual's preferences as
outlined in their mental advanced directive.

The advantages of virtual care are well demonstrated, as is its insufficient usage in public behavioral
healthcare (6,7). Institutional and legislative obstacles to the widespread implementation of telepsychiatry
and digital health treatments are now being addressed in response to emerging demands. Federal policy
changes have shown a broad acknowledgment that the adaptable use of electronic medical records may be
essential for sustaining continuous mental health care during the COVID-19 pandemic (8). The Office for
Civil Rights (OCR) has declared it will waive penalties under the the Health Insurance Portability and
Accountability Act (HIPAA) for health care providers utilizing "everyday communications technologies" to
assist their clients (9), while acknowledging the tension between facilitating access to care and
safeguarding patient rights (10).

Research indicates that telepsychiatry, conducted by telephone and videoconferencing, is both viable and
satisfactory for patients with serious mental illness (SMI), potentially enhancing customer satisfaction
(11,12). Studies on telepsychiatry treatment has often included meticulous execution planning, assistance,
and assessment. The pressing need for rapid implementation of telehealth services has compelled
healthcare locations around the US too hastily embrace new technologies, processes, job aids, and training
for physicians who are concurrently managing critical clinical requirements. Clients may lack access to the
necessary technology, software, or data plans for telepsychiatry. Both personnel and service customers may
need many instructional sessions to get sufficient proficiency for autonomous use.

Mental health practitioners must optimize possibly constrained time for evaluation and treatment, since
clients experiencing psychosis may struggle with prolonged sessions conducted by phone or video chat.
Providers should strive to enhance the number of client interactions, perhaps decreasing their time (e.g.,
shifting from one weekly 30-minute session to two weekly 15-minute sessions). Increased visit frequency
may provide enhanced opportunity to evaluate dynamic characteristics linked to heightened risks of
functional impairment, victimization, drug use, self-harm, violence, and changes in housing or work status.
Moreover, enhanced interaction with therapeutic team members facilitates greater social engagement
during this phase of physical separation. Communicating and establishing trust by telephone is especially
difficult for clients exhibiting substantial mental disorder and paranoia; hence, clinicians must adeptly
integrate engagement, evaluation, and intervention techniques. Providers may encounter significant
challenges in adequately assessing and engaging clients who have just registered in services via telehealth.

Conducting a comprehensive first examination and establishing a therapeutic rapport may be challenging
by telephone. New clients may get significant advantages from an initial in-person contact, including a
comprehensive intake evaluation and diagnostic interview, which may include physical observation and
examination if warranted. Videoconferencing-based telemedicine is the second-best alternative for new
customers, with telephone consultations serving as a temporary solution. Telehealth provides possibilities
for environmental and interpersonal evaluations that are unavailable during in-person therapy sessions,
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and this information may facilitate clients' functional recoveries. Key priorities for assessment and
treatment for both new and existing clients include safety evaluation and management, psychological and
pharmacological strategies for addressing psychiatric symptoms and concurrent substance use disorders,
physical health assessment and management, and enhancing care through the integration of natural
supports and the utilization of asynchronous digital health interventions.

Robust and efficient community-based mental health treatment is crucial to reduce emergency department
visits and hospital psychiatric hospitalizations, which heighten the risk of COVID-19 exposure and further
strain the healthcare system. Providers, in conjunction with clinic managers, the medical director, and/or
the risk leadership team, should assess the risks and advantages of conducting in-person consultations with
clients at heightened risk of possibly fatal self-injurious behavior or aggression towards others, as opposed
to using telemedicine services. Clients who are unfamiliar to the clinical team, possess significant historical
as well as clinical risk factors, or are newly indicating intentions to harm themselves or others should be
emphasized for in-person care, with appropriate infection risk mitigation measures (PPE, physical
distancing, etc.). Due to potential challenges in accessing hospital beds and a reduction in traditional clinic-
based services, administrators may need to reassign certain outpatient clinical personnel to outreach and
crisis response teams to improve capacity for both proactive and reactive client engagement, ensuring
appropriate precautions for both clients and staff are maintained.

At the commencement of any telehealth and telephonic interactions, it is essential for the provider to
acquire and record the client's phone number and present location. The phone number is essential for
resolving technical issues, such as when a customer is unable to attend a videoconference or experiences
disconnection. Providing a precise address is crucial to ensure emergency responders can accurately locate
the client for a welfare check if needed. It is essential to formulate and revise safety plans to guarantee that
all elements align with the constraints present in customers' local surroundings. If the client has a safety
plan, it is important to provide simple access to the plan in various formats and to guarantee that all
components of the plan are practical. Depending on the characteristics of suicidal or homicidal thoughts,
distress tolerance will be most effective in facilitating the client's down-regulation until the acute crisis
subsides (13). It is essential for providers to recognize triggers for suicidal impulses; instruct the client to
observe emotional, cognitive, or physiological signals; and assist the client in devising alternative responses
when first warning signs arise. Preferably, natural supports—especially those cohabitating with the
client—will aid in recognizing early warning signals and facilitate compliance with the safety plan,
contingent upon the client's consent for their involvement.

5. Fundamental Psychotherapeutic Approaches

Excessive concern, anxious avoidance, and sleeplessness are very frequent in persons experiencing mood
and psychotic symptoms, serve as potential causative factors for mental illness, and are each amenable to
therapeutic management (14). Moreover, inadequate self-esteem—characterized by detrimental self-
perceptions and diminished self-efficacy—are recognized predictors of both sadness and schizophrenia
(15,16). These significant objectives of in-person cognitive behavioral therapies for mood and psychotic
disorders may also be accomplished via remote care. In times of anxiety and unpredictability clients may
revert to previous maladaptive behaviors. As physicians and clients enhance their telehealth capabilities,
their intervention tactics increasingly resemble in-person therapy (17). Throughout a national health crisis,
the primary focus is to address lapses to avoid relapse, acute compensation, and risky behaviors.

6. Medical Administration

Community mental health practitioners often serve as the first contact with the healthcare system for
clients with serious mental illness (SMI) and acted as first responders during the COVID-19 epidemic for
several people. During this period, medical treatment should focus on COVID-19 infection prevention
techniques, collaboration with medical professionals and public health for physical health condition
management, facilitation of decreased smoking or cessation, pharmaceutical oversight, and laboratory
monitoring.
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Mental health practitioners must identify the symptoms and signs of COVID-19, educate clients about
fundamental tools for symptom recognition, and convey public health guidelines in a manner that is
understandable and actionable for clients. Materials intended for clients and the broader populace may
need customization to accommodate insufficient medical knowledge (18-22) and to advocate for enhanced
harm reduction techniques to decrease virus exposure. Providers may assist customers in addressing
logistical obstacles to mitigating infection risks, perhaps selecting from many choices, each linked to certain
hazards. Numerous social services and facilities upon which clients depend (for instance, clubhouses,
pantry programs, hostels) may be temporarily inaccessible or pose an intolerable risk of infection.
Treatment plans including clinic or pharmacy visits must explicitly include efforts to mitigate the risk of
COVID-19 disease. Clients may find it more difficult to adopt risk mitigation methods owing to cognitive
impairments, disruptive symptoms, and/or insufficient abilities to use or access essential resources.
Consequently, teams must convert CDC instructions into specific behavioral examples and use several
methods to visually demonstrate these actions. These may encompass illustrating proper handwashing
techniques; individualized approaches to handwashing duration; utilization of disinfectants in the home,
particularly in shared living situations; explicit instructions for maneuvering in public spaces, including
spatial awareness of distances exceeding six feet; implementation and elimination of face masks; and
adjusting interpersonal interactions with neighbors. Instruction may take place in person outside the house
or be conducted by videoconference if telemedicine is feasible.

The team of mental health professionals should be conscious of each client's primary care provider or assist
them in establishing treatment. Coordinating with primary care, communicating new respiratory signs, and
advocating for examination and COVID-19 testing when warranted is essential. Clients exhibiting
respiratory signs should be instructed to contact their primary care physician or the emergency room in
advance, rather than arriving unannounced. Furthermore, collaboration with primary care providers and
experts may be necessary to maintain the management of chronic medical diseases amid heightened system
load and/or office closures, especially for disorders associated with a more severe course of coronavirus
infection (23-26). Clients without housing, telecommunication devices, or computers will encounter
specific obstacles in accessing their medical care requirements. Behavioral health practitioners doing
outreach visits might be taught to evaluate vital signs. In some instances, resources have been designated
for the acquisition of communication equipment and/or information plans for customers requiring
assistance. County and state public health authorities provide advice on PPE guidelines for various contexts,
facilitate access to COVID testing, and may provide quarantine locations for those who are homeless or lack
enough room for isolation. Public health agencies should be notified when clients test positive for COVID-
19, especially if the client may struggle to adhere to isolation protocols due to compromised insight or
judgment. Public health may choose to use contact tracing and evaluate client contacts in a mental health
facility, residential unit, or shelter.

7. Laboratory Surveillance

In standard pharmacotherapy, laboratory tests are often necessary to assess therapeutic drug
concentrations, evaluate renal or hepatic function, and detect and monitor additional side effects, including
unfavorable metabolic reactions. This surveillance may also be hindered during the COVID-19 epidemic,
necessitating modifications to therapy. A client's laboratory may be closed or have limited hours, or they
may encounter obstacles in accessing the lab. The psychiatrist provider and team must collaborate with the
client to evaluate the dangers and benefits of every test for ongoing monitoring and assess the viability of
alternative drugs that do not need monitoring.

The COVID-19 epidemic has profoundly influenced our healthcare system and global landscape. Community
psychological clinics are exhibiting resilience in response to widespread trauma, and systems have the
potential to undergo posttraumatic development as we start to recover from the epidemic. Numerous
modifications undertaken to ensure care continuity throughout the epidemic may and need to be
preserved—at least partially—after its conclusion. Experts anticipate ongoing expansion and utilization of
technology in behavioral health care (27), suggesting that this innovative, adaptable, and technology-driven
care model may enhance clients' functional recoveries (28) and potentially address mental healthcare

https://reviewofconphil.com 6495



disparities among underserved and marginalized groups (29). This encompasses enhanced flexibility and
creativity in care delivery, offering a range of remote and in-person options; improved integration of
behavioral and physical healthcare for pre-existing conditions; tertiary prevention of infectious diseases
due to heightened exposure risk and adverse health consequences; augmented collaboration and shared
decision-making concerning long-acting injectables (LAI) and clozapine utilization; revision of safety
strategies and psychiatric advance directives to incorporate emerging technologies and expanded support
systems; increased incorporation of natural supports; and the integration of electronic health services to
address primary and secondary psychiatric symptoms. To minimize human interaction, healthcare
providers are swiftly transitioning to telehealth, motivated by newly established payment codes for
telehealth services from the Centers for Medicaid and Medicare Services (30-35). CMHCs in states that have
not opted to expand Medicaid may subsequently have restricted access to the recommended procedures
and resources, potentially leading to increased rates of care interruption and/or worse clinical results
throughout the pandemic response (36-38).

8. Conclusion

Providers as well as administrators have rapidly ascended a significant learning curve. Considering that
experts anticipate recurring pandemics, healthcare providers and behavioral health administrators should
develop decision trees to assess medical, psychological, and social risks for various CMHC clients, along
with appropriate care delivery options that mitigate risks to the individual, the medical staff, and the public.
The increased use of electronic mental health services may effectively meet both immediate demands
during the COVID-19 pandemic and persistent requirements after its resolution. Politicians and clinical
managers must address existing clinical deficiencies while also considering how COVID-related
modifications may shape future sustainable processes, especially in the event of repeated outbreaks.

References

1. Druss, B. G. (2020). Addressing the COVID-19 pandemic in populations with serious mental illness.
JAMA Psychiatry.

2. Chowkwanyun, M., & Reed Jr, A. L. (2020). Racial health disparities and COVID-19—Caution and
context. New England Journal of Medicine.

3. Adalja, A. A, Toner, E., & Inglesby, T. V. (2020). Priorities for the US health community responding to
COVID-19. JAMA: The Journal of the American Medical Association.

4. Lal, S, & Adair, C. E. (2014). E-Mental health: A rapid review of the literature. Psychiatric Services,
65(1), 24-32.

5. Halstead, M. (2020). Stressed over COVID-19? Text new hotline for help from local counselors. The
Southern Illinoisan.

6. Schmeida, M. McNeal, R, & Mossberger, K. (2007). Policy determinants affect telehealth
implementation. Telemedicine Journal and e-Health, 13(2), 100-107.

7. Simmons, S. C, Eccleston, A, Saeed, S. A, Leonhardt, G. G.,, & Lancaster, M. (2005). The need for
telepsychiatry and e-mental health in publicly-funded mental health systems. Psychiatrist
Administrator, 5(2), 30-35.

8. Saeed, S. A, Bloch, R. M, & Diamond, ]. M. (2012). Telepsychiatry: Overcoming barriers to
implementation. Current Psychiatry, 11(12), 28.

9. Department of Health and Human Services (2020). OCR announces notification of enforcement
discretion for telehealth remote communications during the COVID-19 nationwide public health
emergency.

10. Hall, J. L., & McGraw, D. (2014). For telehealth to succeed, privacy and security risks must be identified
and addressed. Health Affairs.

11. Baker, A. L, Turner, A, Beck, A, Berry, K,, Haddock, G., Kelly, P. |, et al. (2018). Telephone-delivered
psychosocial interventions targeting key health priorities in adults with a psychotic disorder:
Systematic review. Psychological Medicine, 48(16), 2637-2657.

12. Kasckow, |, Felmet, K., Appelt, C., Thompson, R., Rotondi, A., & Haas, G. (2014). Telepsychiatry in the
assessment and treatment of schizophrenia. Clinical Schizophrenia & Related Psychoses, 8(1), 21-27A.

https://reviewofconphil.com 6496



13.
14.
15.
16.

17.

18.

19.

20.

21.
22.

23.

24,

25.

26.

27.
28.
29.

30.

31.

32.

https://reviewofconphil.com

Stanley, B., & Brown, G. K. (2012). Safety planning intervention: A brief intervention to mitigate suicide
risk. Cognitive and Behavioral Practice, 19(2), 256-264.

Freeman, D., Taylor, K. M., Molodynski, A., & Waite, F. (2019). Treatable clinical intervention targets for
patients with schizophrenia. Schizophrenia Research, 211, 44-50.

Freeman, D. (2016). Persecutory delusions: A cognitive perspective on understanding and treatment.
The Lancet Psychiatry, 3(7), 685-692.

Sowislo, J. F, & Orth, U. (2013). Does low self-esteem predict depression and anxiety? A meta-analysis
of longitudinal studies. Psychological Bulletin, 139(1), 213-240.

Morland, L. A., Mackintosh, M., Glassman, L. H., Wells, S. Y., Thorp, S. R,, Rauch, S. A. M,, et al. (2020).
Home-based delivery of variable length prolonged exposure therapy: A comparison of clinical efficacy
between service modalities. Depression and Anxiety, 37(4), 346-355.

Farrell, S.]., Dunn, M., Huff, ]., & Psychiatric Outreach Team, & Royal Ottawa Health Care Group. (2020).
Examining health literacy levels in homeless persons and vulnerably housed persons with mental
health disorders. Community mental health journal, 56(4), 645-651.

Backhaus, A., Agha, Z., Maglione, M. L., Repp, A., Ross, B., Zuest, D,, et al. (2012). Videoconferencing
psychotherapy: A systematic review. Psychological Services, 9(2), 111-131.

Ben-Zeev, D., Brian, R. M,, Jonathan, G., Razzano, L., Pashka, N., Carpenter-Song, E., et al. (2018). Mobile
health (mHealth) versus clinic-based group intervention for people with serious mental illness: A
randomized controlled trial. Psychiatric Services, 69(9), 978-985.

Andersson, G., & Cuijpers, P. (2009). Internet-based and other computerized psychological treatments
for adult depression: A meta-analysis. Cognitive Behavioral Therapy, 38(4), 196-205.

Campbell, B, Caine, K., Connelly, K., Doub, T,, & Bragg, A. (2015). Cell phone ownership and use among
mental health outpatients in the USA. Personal and Ubiquitous Computing, 19(2), 367-378.

Hu, Y, Sun, ], Dai, Z,, Deng, H,, Li, X, Huang, Q., et al. (2020). Prevalence and severity of coronavirus
disease 2019 (COVID-19): A systematic review and meta-analysis. Journal of Clinical Virology, 127,
104371.

McLay, L., Sutherland, D., Machalicek, W.,, & Sigafoos, ]J. (2020). Systematic review of telehealth
interventions for the treatment of sleep problems in children and adolescents. Journal of Behavioral
Education.

Anthenelli, R. M., Benowitz, N. L., West, R., St Aubin, L, McRae, T, Lawrence, D., et al. (2016).
Neuropsychiatric safety and efficacy of varenicline, bupropion, and nicotine patch in smokers with and
without psychiatric disorders (EAGLES): A double-blind, randomised, placebo-controlled clinical trial.
The Lancet.

Siskind, D., Honer, W. G., Clark, S., Correll, C. U., Hasan, A., Howes, 0., et al. (2020). Consensus statement
on the use of clozapine during the COVID-19 pandemic. Journal of Psychiatry & Neuroscience: JPN,
45(4),200061-200061.

Ben-Zeev, D. (2020). The digital mental health genie is out of the bottle. Psychiatric Services.
Ben-Zeev, D., Buck, B., Kopelovich, S., & Meller, S. (2019). A technology-assisted life of recovery from
psychosis. NP] Schizophrenia, 5(1), 1-4.

Schueller, S. M., Hunter, |. F, Figueroa, C., & Aguilera, A. (2019). Use of digital mental health for
marginalized and underserved populations. Current Treatment Options in Psychiatry, 6(3), 243-255.
Centers for Medicare & Medicaid Services. (2020). Medicare telemedicine health care provider facts.
CMS.gow.

Ben-Zeev, D., Kaiser, S. M., & Krzos, 1. (2014). Remote “hovering” with individuals with psychotic
disorders and substance use: Feasibility, engagement, and therapeutic alliance with a text-messaging
mobile interventionist. Journal of Dual Diagnosis, 10(4), 197-203.

Granholm, E., Ben-Zeev, D,, Link, P. C,, Bradshaw, K. R,, & Holden, ]. L. (2012). Mobile assessment and
treatment for schizophrenia (MATS): A pilot trial of an interactive text-messaging intervention for
medication adherence, socialization, and auditory hallucinations. Schizophrenia Bulletin, 38(3), 414-
425.

6497



33. Matsumoto, K., Sutoh, C., Asano, K, Seki, Y., Urao, Y., Yokoo, M., et al. (2018). Internet-based cognitive
behavioral therapy with real-time therapist support via videoconference for patients with obsessive-
compulsive disorder, panic disorder, and social anxiety disorder: Pilot single-arm trial. Journal of
Medical Internet Research.

34. Neary, M., & Schueller, S. M. (2018). State of the field of mental health apps. Cognitive and Behavioral
Practice, 25(4), 531-537.

35. Schlosser, D. A, Campellone, T. R, Truong, B., Etter, K., Vergani, S., Komaiko, K., et al. (2018). Efficacy of
PRIME, a mobile app intervention designed to improve motivation in young people with schizophrenia.
Schizophrenia Bulletin, 44(5), 1010-1020.

36. Noel, V. A, Acquilano, S. C., Carpenter-Song, E., & Drake, R. E. (2019). Use of mobile and computer
devices to support recovery in people with serious mental illness: Survey study. JMIR Mental Health,
6(2),e12255.

37. Schwebel, F. ], & Larimer, M. E. (2018). Using text message reminders in health care services: A
narrative literature review. Internet interventions, 13, 82-104.

38. Williams, D. R., & Cooper, L. A. (2020). COVID-19 and health equity—A new kind of “herd immunity”.

JAMA.
Oluanal) J\Jé‘\JI asd gé ‘éJ,\i.d\ oasdddll g M.\;ud\ Cladd g0 ;19-{.‘\5‘95 ;\A.Ilé By ES w‘ daal) clasd Hm gﬁ 5 ySiua ilaand) yial
§ st A ) oty

udﬂd‘

5 yshad Add Ll sl (e silay Godl ol U L Y el Aaall ciladd 85 S bl jlaial (4 19-28 € daila sy 44180
Agaaall llaall Qi ae dle 1 3 ) et e Blaalls Ko clias) jiud ) dalall e ¢ gl Gl Yl o3a calalu(SMI).
Uapall clead 1ol o 38 5l re cdailal) oL dpudill daall Lpnaiaal dle 5l e @l e 30 EGaedl) Gaal yall o2 Jlas; dspgdall
Ay saV) 5 la) 5 cand e andatll @l 5l Jga A1 mand ) & Jald Cang o) ja) a5 dgedil) i) Jlacal) 5 1) S 5 il (il
e=il) Jaalil) sale ) 8 daclall o ) sall

iy eans Laa dailall ol ddill daal) clard ) Jsasl) laca b daula @ilS aad e kil Clesd of ) ) i guidl)
el (i) Ol Laiy cpuadil) 24y 90Y) 4 ) el laa 8 Alapal) Ciladd med aal sauall 2o Uil 55 (e at Il e yaisal) ac )
55 A Liaa ] Lpnainall 3 ) gall 55 pul) o) il AS jlie cii (el e 550 Alainall duulall o i1 5 Sall Alad 281 yal dpaaVl il ) el
O Ot day w0l g A Ay sall daal e 19-28 6 Anils oL dpdil) daall Cilaad apal e @l jha Sl @Basl) 5 55 AadIAl)
22 daltiv) e Adiinall bl i) 3853 o cang m yal) il puanil G gas ) el dpncinall 251 gall 5 Aalpsall 5 dnall dle )1 e
Al daal) et 33l Hl 83 sm 5 J s sl) peendl 0l ISY)

il e ) cilaall Cladd canh e il 3 yudad Al i) jlaial (1928 5S; Agalidal) clalsl)

https://reviewofconphil.com 6498



