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The promise
and pitfalls of

telemedicine

BY MARVIN SO, MD, MPH, AND CHASE
HONEYCUTT, MD

he COVID-19 pandemic cre-

ated significant shifts for the

lives of children, families,
and the healthcare providers that
serve them. Emergency man-
dates permitted expanded use of
telemedicine models to address
certain medical and behavioral
health conditions. Using a clinical
case example, this article illustrates the many chal-
lenges that families of children with mental health
needs face in receiving—and optimally benefiting
from—mental health screening, assessment, treatment,
and care coordination. These barriers have long been
documented prior to the pandemic, but merit renewed
consideration as telemedicine takes on a larger role in
the healthcare system, particularly for primary care
providers. Implications for patient families, providers,
and healthcare systems are discussed, which could in-
form clinical and policy activities to achieve behavioral
health equity for children.

Case presentation

Alex (name and details changed to protect patient confidentiality)
is a 6-year-old Black Dominican male with diagnosed attention-
deficit/hyperactivity disorder (ADHD) and fetal alcohol spectrum
disorder (FASD) who was seen in the primary care office. He was
accompanied by his grandfather and a Spanish-speaking medical
interpreter.
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Alex was born pre-term to a primigravid mother with alcohol

use disorder. He was diagnosed with FASD, based on palpebral
fissure length and motor, cognitive, and language development
impairments. He was diagnosed with ADHD, combined type, at
age 6, after two years of parental and teacher concerns about his
inattentive and hyperactive behaviors. He has been on high-dose
methylphenidate, which has helped with symptoms of impulsive-
ness and inattention. However, disruptive behavior problems
persisted, even before the pandemic: his teacher reports that he
cannot stay seated for longer than 10 minutes, climbs onto the
furniture during class, and gets physically aggressive when he
does not get his way. His grandfather described Alex as “our little
hurricane” and “everywhere all the time,” throwing multiple tan-
trums a day. Symptom severity and frequency increased while
Alex was home all day during the pandemic, making it difficult
for him to complete schoolwork tasks and causing significant
family friction.

Previously, the patient’s primary care provider recommended
that Alex see a developmental-behavioral pediatrician to discuss
optimal management of ADHD. When the family visited the spe-
cialist a year earlier, they found the office did not have a medical
interpreter. An on-call, telephone-based interpreter service was
used for the assessment, but the grandfather “[doesn’t] really un-
derstand what happened at that visit” They later received a letter



with a list of therapist options, but the family lives an hour away
from the nearest clinic and when they called the office, they were
told the service might not be covered by Medicaid. The grandfa-
ther was also unsure why a therapist would be needed for such a
young child. No other treatments have been pursued since.

Alex lives at home with his mother, his mother’s boyfriend, his
grandfather, an aunt, and two cousins. His mother has been sober
for three years. She was recently laid-off from her job as a custo-
dian, subjecting the family to significant financial stress. Through
an individualized education plan (IEP), Alex had been working
with an aide at his school to improve executive function and
manage disruptive behaviors. Alex loves Blue’s Clues, videogames,
and playing soccer with his cousins.

COVID-19 and children’s mental health

Alex’s story reflects a robust body of children’s mental health ser-
vices research that preceded the COVID-19 pandemic, providing
an example of the barriers that many children face in accessing
needed behavioral healthcare, including: perceptions of mental
health and treatment, knowledge and understanding of mental
health conditions, socioeconomic circumstances, and structural-
social factors. A clear thread running through his story is the
delay in receiving appropriate work-up and treatment. Early
identification and treatment of behavioral health conditions in
childhood, including ADHD, can improve the developmental
trajectory, setting the stage for long-term well-being. Unfortu-
nately, many factors can impede the timely receipt of high-quality
services, ranging from language barriers, to limited insurance
coverage, to competing demands on family time and resources,
to lack of provider education on evidence-based protocols. With
the backdrop of the pandemic and broader declines in pediatric
preventative care, children’s behavioral health may be sidetracked,
possibly resulting in under-utilization of services during a devel-
opmentally sensitive period.

The pandemic undeniably created significant shifts to the lives
of U.S. children, including their family, peer, school, and commu-
nity relationships. Children’s emotional and social well-being are
patterned by the presence or absence of safe, stable, and nurtur-
ing environments—for many, these contexts underwent radical
changes. Disruption of peer and family relationships, increased
parental workloads and economic stressors, and impaired access
to school-based nutritional, educational, or behavioral supports
are just a few realities families have faced. These disruptions may
be exacerbating symptoms for children with existing conditions
(e.g., anxiety, PTSD), as well as increasing the degree of physi-
ologic or functional dysregulation among at-risk children that
previously did not meet diagnostic criteria. Importantly, Black,
Indigenous, people of color, and those in socially disadvantaged
circumstances are disproportionately at risk to the pandemic’s toll
on mental health.

Although data continue to emerge regarding the effects of the
pandemic and associated mitigation actions on children’s mental
health, data on rising pediatric mental health-related emergency
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department visits, child and parent-report of attention problems,
externalizing behaviors, and anxiety symptoms associated with
stay-at-home measures point to the pandemic’s likely collateral
consequences. Emerging data indicate that low-income house-
holds or those with children with disabilities are being dispropor-
tionately affected. Elevations in caregiver symptoms of depression
and anxiety also have been documented, highlighting the com-
plex dynamics of the public health crisis within individual family
units.

Children with ADHD treated with
synchronous videoconference vs. in-person
psychotherapy demonstrated greater

symptom improvement.

An old solution to a new problem: telebehavioral health
With the onset of physical distancing and quarantine measures,
healthcare systems demonstrated a rapid uptake in the use of
telemedicine, owing in part to emergency mandates that required
insurance plans to cover phone- and web-based services. Provi-
sion of mental health screenings, evaluations, treatments (both
pharmacologic and psychotherapy), and management services
at a distance has long been discussed as a path to rectify long-
standing issues of geography and workforce supply. Until now,
expansion of telebehavioral health services for children has been
limited to certain states and been stymied by legal and financial
hurdles concerning privacy, clinical supervision and licensure, el-
igibility requirements, and reimbursement. The current moment
offers healthcare system administrators, providers, and advocates
a window to understand the opportunities—and possible down-
falls—of telebehavioral health when implemented at-scale.
Research has shown that telemedicine can be as effective for
many adult behavioral health conditions with respect to symptom
improvement, patient satisfaction, quality of life, and treatment
adherence. There may also be similar levels of treatment satisfac-
tion and therapeutic alliance. Although evidence on managing
these conditions in children is more limited, there is reason to
believe similar findings would emerge. In fact, children with
ADHD treated with synchronous videoconference vs. in-person
psychotherapy demonstrated greater symptom improvement.
Fortunately, many evidence-based programs for children’s mood,
substance use, and eating disorders have been developed and
deemed efficacious over video format. Primary care providers can
informally or formally consult with therapists, psychiatrists, and
other behavioral health providers for expert guidance on pharma-
cotherapy and psychotherapy options, functionally serving as the
hub of the patient’s medical wheel. There is also burgeoning evi-
dence that telehealth modalities can yield benefits for the patient-
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provider relationship, such as improved emotional connection,
reduced anxiety, and observation of the patient’s home milieu.

Telemedicine has limitations, however. It may not effectively
reach certain vulnerable populations with limited access to stable
or reliable internet, or those in unsafe or non-private living situa-
tions. This could include children and youth who are experienc-
ing homelessness, those subject to significant household chaos or
family dysfunction, or those living in rural and remote locations.
Children and youth in institutional settings, such as juvenile cor-
rectional and emergency shelter facilities, can only benefit from
telemedicine if attendant organizations designate appropriate re-
sources to enable them to participate in a confidential and mean-
ingful manner. Decision-makers at multiple levels must recognize
the possible exacerbation of existing inequalities when designing
telehealth policies.

Providers must consider telecommunication infrastructure
investment, training, and liability insurance when looking at
telemedicine. Working with patients over video may affect clini-
cal decision-making due to challenges in performing physical or
mental status examinations or observing nonverbal cues that are
particularly relevant to psychiatric care.

Guidance on patients’ logistical set-up may be needed, includ-
ing the field of view, speakers, and microphones of participants’
technology (e.g., smartphone, tablet, computer) as well as their
physical location. Depending on the concern or nature of the visit,
guidance on logistics can be offered during scheduling or prior to
the visit. This could include, but is not limited to, pre-completing
relevant instruments (e.g., Patient Health Questionnaire), limiting
distractions and competing activities, and troubleshooting tips
for common videoconference issues. Privacy may be important
for discussing sensitive topics such as substance use. Conversely,
clinician observation of interactions between children/youth and
family members may be important for informal or structured
psychotherapy. Inclusion of family members for collateral infor-
mation (e.g., medication side effects) can be beneficial but may
be influenced by technological constraints like audio quality.
Ultimately, efforts that assess providers’ and patients’ perceptions
of and experiences with telebehavioral health will be crucial for
characterizing the process of care, and informing changes for fu-
ture practice.

Policies that facilitate telebehavioral health service uptake—
such as expanded telehealth coverage by insurers or widespread
development of broadband infrastructure—on a permanent basis,
beyond the pandemic, could optimize outcomes for children with
unmet needs. However, increased adoption of these models is
likely not enough to overcome the many other barriers that fami-
lies encounter in accessing services; multiple policy strategies are
needed. For example, families that now have enhanced access to
mental health care providers may not benefit if they continue to
hold misperceptions about mental health treatment.

Children’s mental health needs at the population level continue
to outstrip the available supply of providers; even if telebehavioral
health addresses concerns about provider maldistribution, the
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Providers must consider telecommunication
infrastructure investment, training,

and liability insurance when looking at
telemedicine. Working with patients over
video may affect clinical decision-making
due to challenges in performing physical

or mental status examinations or observing
nonverbal cues that are particularly relevant

to psychiatric care.

provider pool itself will need to be expanded. Without sufficient
providers, long wait lists to see mental health professionals will
only grow, even with telemedicine. Greater involvement of pri-
mary care practitioners in assessing and managing pediatric be-
havioral health concerns within collaborative care models would
be important for telemedicine to generate meaningful changes

moving forward.

Case outcome

The progression of Alex’s symptoms, functional impairment, and
family distress suggested that methylphenidate may not be suffi-
ciently controlling the patients ADHD, particularly in the context
of the pandemic. Increasing the dose of methylphenidate was
deemed to be inappropriate, given the patient’s age and risk for
adverse effects. In addition, consultation of American Academy
of Child and Adolescent Psychiatry guidelines on the manage-
ment of ADHD in young children indicated evidence-based par-
ent behavior therapy before to considering further pharmacologic
approaches.

With the assistance of a trained Spanish-language medical
interpreter using appropriate simultaneous interpretation tech-
nique, the provider explained to Alex’s grandfather the benefit of
therapy for children with ADHD poorly controlled on stimulant
medication. A teach-back method was used to gauge the grandfa-
ther’s understanding of the condition and then fill any knowledge
gaps. A nurse case manager made a follow-up call to the patient’s
mother to ensure she understood the situation and the need for
therapy, explain coverage options, and facilitate a warm hand-off
to the therapist’s office. The care team shared plain-language ma-
terials and videos on ADHD and FASD in Spanish and encour-
aged the family to connect with Alex’s IEP team for guidance on
contingency planning for the services he had previously received
at school while in the classroom. Contact information for a legal
program for low-income families was also provided.
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Alex and his mother registered for videoconference-based
Parent-Child Interaction Therapy (PCIT), an evidence-based
program for children with ADHD. The service was covered
through Minnesota’s Medical Assistance program and imple-
mented through a secure, HIPAA-compliant software. Although
Alex’s mother said it may be difficult to attend sessions due to her
schedule, she appreciates the convenience and being able to com-
plete sessions using her phone at home. Now that Alex’s grand-
father also has a better understanding of ADHD and appropriate
therapies, Alex’s care is more openly discussed in the home. The
grandfather often reminds the mother about upcoming sessions
and listens in from time-to-time, facilitating increased treatment
engagement.

The primary care provider set a follow-up visit after three
months to assess Alex’s symptom progression, academic and so-
cial functioning, and family perceptions of PCIT services. MM
Marvin So, MPH, is a resident family physicians and graduate of the University

of Minnesota Medical School. Chase Honeycutt, MD, is a staff psychiatrist at
the University of Minnesota Medical Center.
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