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Abstract

IMPORTANCE Telehealth services expanded rapidly during the COVID-19 public health
emergency (PHE).

OBJECTIVE To evaluate changes in availability of telehealth services at outpatient mental health
treatment facilities (MHTFs) throughout the US during and after the COVID-19 PHE.

DESIGN, SETTING, AND PARTICIPANTS In this cohort study, callers posing as prospective clients
contacted a random sample of 1404 MHTFs drawn from the Substance Abuse and Mental Health
Services Administration’s Behavioral Health Treatment Locator from December 2022 to March 2023
(wave 1 [W1]; during PHE). From September to November 2023 (wave 2 [W2]; after PHE), callers
recontacted W1 participants. Analyses were conducted in January 2024.

MAIN OUTCOMES AND MEASURES Callers inquired whether MHTFs offered telehealth (yes vs no),
and, if yes, whether they offered (1) audio-only telehealth (vs audio and video); (2) telehealth for
therapy, medication management, and/or diagnostic services; and (3) telehealth for comorbid
alcohol use disorder (AUD). Sustainers (offered telehealth in both waves), late adopters (did not offer
telehealth in W1 but did in W2), nonadopters (did not offer telehealth in W1 or W2), and discontinuers
(offered telehealth in W1 but not W2) were all compared.

RESULTS During W2, 1001 MHTFs (86.1%) were successfully recontacted. A total of 713 (71.2%)
were located in a metropolitan county, 151 (15.1%) were publicly operated, and 935 (93.4%) accepted
Medicaid as payment. The percentage offering telehealth declined from 799 (81.6%) to 765 (79.0%)
(odds ratio [OR], 0.84; 95% CI, 0.72-1.00; P < .05). Among MHTFs offering telehealth, a smaller
percentage in W2 offered audio-only telehealth (369 [49.3%] vs 244 [34.1%]; OR, 0.53; 95% CI,
0.44-0.64; P < .001) and telehealth for comorbid AUD (559 [76.3%] vs 457 [66.5%]; OR, 0.62; 95%
CI, 0.50-0.76; P < .001) compared with W1. In W2, MHTFs were more likely to report telehealth was
only available under certain conditions for therapy (141 facilities [18.0%] vs 276 [36.4%]; OR, 2.62;
95% CI, 1.10-3.26; P < .001) and medication management (216 facilities [28.0%] vs 304 [41.3%]; OR,
1.81; 95% CI, 1.48-2.21; P < .001). A total of 684 MHTFs (72.0%) constituted sustainers, 94 (9.9%)
were discontinuers, 106 (11.2%) were nonadopters, and 66 (7.0%) were late adopters. Compared
with sustainers, discontinuers were less likely to be private for-profit (adjusted OR [aOR], 0.28; 95%
CI, 0.11-0.68) or private not-for-profit (aOR, 0.26; 95% CI, 0.14-0.48) after adjustment for facility
and area characteristics.

CONCLUSIONS AND RELEVANCE Based on this longitudinal cohort study of 1001 MHTFs,
telehealth availability has declined since the PHE end with respect to scope and modality of services,
suggesting targeted policies may be necessary to sustain telehealth access.
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Key Points
Question Has availability of telehealth

for mental health care declined since the

end of the COVID-19 public health

emergency (PHE)?

Findings This cohort study of 1001

mental health treatment facilities

(MHTFs) found a small decline in MHTFs

offering telehealth subsequent to the

end of the PHE and found larger declines

in availability of audio-only telehealth

services and care for comorbid alcohol

use disorder. MHTFs that stopped

offering telehealth were more likely to

be public facilities.

Meaning These findings suggest the

end of the PHE was associated with

declines in telehealth availability for

individuals with mental health

conditions.
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Introduction

Over the course of the COVID-19 pandemic, telehealth availability expanded rapidly.1 This change was
marked and persistent for mental health care, for which most services do not require in-person
physical examinations or diagnostic tests.2 State and federal policies enacted during the pandemic
promoted the telehealth transition by altering Medicare to reimburse for telehealth services3 and
state Medicaid agencies to approve reimbursement for audio-only telehealth, for example.4

On May 11, 2023, the Biden Administration declared the end of the COVID-19 public health
emergency (PHE).5 Correspondingly, a range of telehealth regulations tethered to the PHE also
expired on this date.6 Others, particularly those associated with Centers for Medicare and Medicaid
Services (CMS), are set to expire at the end of 2024.7 In this study, we conducted a national secret
shopper analysis, comparing mental health treatment facilities’ (MHTF) responses about availability
of telehealth before vs after the end of the PHE.

Methods

We contacted MHTFs in a 3-month period between December 2022 and March 2023 and again 6
months later between September and November 2023. Callers posed as adult clients inquiring about
availability and features of telehealth services. Data were combined with aggregate facility- and
county-level characteristics for analysis.

This cohort study was approved by the RAND Human Subjects Protection Committee. Informed
consent was waived because the study was deemed not to constitute human participants research.
This report follows the Strengthening the Reporting of Observational Studies in Epidemiology
(STROBE) reporting guideline for observational studies.

Sampling
The sampling frame comprised outpatient MHTFs throughout the US, recorded in the Substance
Abuse and Mental Health Services Administration’s (SAMHSA) Behavioral Health Treatment Service
Locator (BHTSL) on August 22, 2022,8 which represents a national inventory of psychiatric facilities.
The BHTSL does not include private practices. The BHTSL is updated on a monthly basis and includes
facility characteristics such as types of services offered, insurances accepted, and public vs private
ownership.9 We abstracted facility address and phone number for contact purposes.

Of 9568 outpatient MHTFs within the BHTSL on August 22, 2022, we randomly selected 25%
(1938) for contact in wave 1, of which we successfully contacted 1404 (72.5%) between December
2022 and March 2023. In wave 2 (September to November 2023), we recontacted 1163 that we
successfully contacted in wave 1, achieving a wave 2 sample of 1001 facilities (86.1%). In both waves,
facility addresses were linked to county-level information using the Health Resources and Services
Administration’s Area Health Resource Files,10 including county metropolitan status (metropolitan vs
nonmetropolitan), percentage of residents who are Black, percentage of residents who are Hispanic,
and median household income.

Procedures
Trained callers read from a standardized script.11,12 Callers posed as prospective clients with 1 of 3
clinical conditions—randomly assigned to callers at the facility-level—for which they were seeking
services: major depressive disorder, generalized anxiety disorder, or schizophrenia. Callers inquired
about specific aspects of telehealth availability, as described in the next section. Callers documented
facility responses in Qualtrics XM (Qualtrics).

Outcomes
Our primary outcome was a binary measure of whether the facility was currently offering telehealth
(yes vs no). Among facilities reporting they offered telehealth, we also inquired about the telehealth
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modalities offered (audio-only vs video requirement) and whether facilities offered telehealth
services for individuals with a mental health condition and comorbid alcohol use disorder (AUD; yes
vs no). Lastly, we assessed whether facilities offering telehealth provided 3 types of services:
telehealth-based psychotherapy, telehealth-based medication management, and telehealth-based
diagnostic services (yes vs it depends vs no). The full protocol can be found in the eAppendix in
Supplement 1.

Statistical Analysis
To examine nonresponse bias, we compared responders in waves 1 and 2 with the full sampling
frame, as well as responders in waves 1 and 2 vs 1 only. We determined whether the differences
between these groups was statistically significant using a χ2 test. Among those in the analytic sample
(1001 MHTFs), we reported descriptive statistics comparing survey responses for wave 1 vs wave 2.
For each survey response item, we tested for significant change across waves using univariate logistic
regression models, with SEs clustered at the facility level.

For the primary outcome (any telehealth offered), we categorized facilities into 4 groups:
sustainers who responded yes in both waves; nonadopters who responded no in both waves; late
adopters who responded no in wave 1 and yes in wave 2; and discontinuers who responded yes in
wave 1 and no in wave 2. We then conducted fixed-effects multinomial regression analysis to
examine the associations between group membership and both facility-level characteristics (public
vs private and accepting Medicaid vs not) and county-level characteristics (metropolitan vs
nonmetropolitan, percentage of residents who are Hispanic, percentage of residents who are Black,
and median household income). SEs were clustered at the state level.

All analyses were conducted in Stata version 17.0 (StataCorp). Statistical tests were 2-sided,
using an α threshold of .05. Analyses were conducted in January 2024.

Table 1. Characteristics of Telehealth Services at Mental Health Treatment Facilities During and After
Public Health Emergency (PHE)

Characteristic

Respondents, No. (%)

P valuebWave 1: during PHEa Wave 2: after PHE
Any telehealth?

Yes 799 (81.6) 765 (79.0)
.046

No 180 (18.4) 204 (21.1)

Telehealth modality

Audio-only 369 (49.3) 244 (34.1)
<.001

Both audio and video formats 380 (50.7) 471 (65.9)

Comorbid mental health/SUD telehealth?

Yes 559 (76.3) 457 (66.5)
<.001

No 174 (23.7) 230 (33.5)

Telehealth-based psychotherapy?

Yes 625 (79.6) 457 (60.3) <.001

It depends 141 (18.0) 276 (36.4) <.001

No 19 (2.4) 25 (3.3) .26

Telehealth-based medication management?

Yes 367 (47.5) 257 (34.9) <.001

It depends 216 (28.0) 304 (41.3) <.001

No 189 (24.5) 175 (23.8) .07

Telehealth-based diagnostic services?

Yes 368 (49.4) 318 (45.2) .08

It depends 153 (20.5) 145 (20.6) .99

No 224 (30.1) 240 (34.1) .07

Abbreviation: SUD, substance use disorder.
a PHE expired on May 11, 2023.
b P values derived from univariate logistic regression

models with SEs clustered at the facility level.
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Results

Study Overview
Within the analytic sample, 713 facilities (71.2%) were located in metropolitan counties compared
with 288 (28.8%) in nonmetropolitan counties. Additionally, 638 (63.7%) were private not-for-
profit, 212 (21.2%) were private for-profit, and 151 (15.1%) were public. A total of 935 (93.4%)
accepted Medicaid, while the remainder did not.

Compared with the sampling frame, facilities in the analytic sample were more likely to be
publicly owned (151 [15.1%] vs 47 [11.7%]; χ2 = 6.21; P = .045), accept Medicaid as a form of payment
(935 [93.4%] vs 355 [88.1%]; χ2 = 10.89; P = .001), and be in a county where the median household
income was below the national median (330 [33.0%] vs 109 [27.1%]; χ2 = 4.69; P = .03). Facilities in
the analytic sample were also more likely to be located in counties in the lowest quartile of
non-Hispanic and African American residents (458 [45.8%] vs 168 [41.7%]).

As shown in Table 1, overall availability of telehealth declined slightly—from 799 facilities
(81.6%) to 765 (79.0%)—between waves (odds ratio [OR], 0.84; 95% CI, 0.72-1.00; P = .046). By
contrast, availability of audio-only telehealth declined from 369 facilities (49.3%) to 244 (34.1%) (OR,
0.53; 95% CI, 0.44-0.64; P < .001) and availability of telehealth for comorbid mental health and AUD
declined from 559 facilities (76.3%) to 457 (66.5%) (OR, 0.62; 95% CI, 0.50-0.76; P < .001). With

Figure. Telehealth Availability Status at Mental Health Treatment Facilities During and After COVID-19 Public Health Emergency

Sustainer
Facility type

Nonadopter
Late adopter
Discontinuer

Facilities were classified based on their wave 1 and 2 responses to the question: “Do you
provide any telehealth services?” Sustainers were those that offered telehealth during
and after the end of the public health emergency (PHE). Discontinuers were those that

offered telehealth during but not after the end of the PHE. Nonadopters were those that
did not offer telehealth during or after the end of the PHE. Late adopters were those that
started offering telehealth after the end of the PHE.
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respect to telehealth for psychotherapy, there was a significant decline in the percentage reporting
yes (OR, 0.39; 95% CI, 0.31-0.48) and significant growth in the portion reporting it depends (OR,
2.62; 95% CI, 2.10-3.26). The same was observed for medication management; there was a
significant decline in the percentage reporting yes (OR, 0.59; 95% CI, 0.49-0.71) and significant
growth in the portion reporting it depends (OR, 1.81; 95% CI, 1.48-2.21).

Trajectories of Telehealth Availability
Overall, 674 facilities (72.0%) were in the sustainer class, 106 (11.2%) were in the nonadopter class,
66 (7.0%) were in the late adopter class, and 94 were (9.9%) in the discontinuer class. The Figure
depicts the geographic distribution. We note that discontinuers and nonadopters generally appear to
be concentrated in the southeastern US.

As shown in Table 2, results suggested MHTF ownership was significantly associated with class
membership. Relative to public MHTFs, private for-profit MHTFs had 72.0% lower odds of being a
discontinuer (adjusted OR [aOR], 0.28; 95% CI, 0.11-0.69) and 53.5% lower odds of being a
nonadopter (aOR, 0.47; 95% CI, 0.22-0.99) compared with sustainers. Similarly, relative to public
MHTFs, private not-for-profit MHTFs had 73.8% lower odds of being a discontinuer (aOR, 0.26; 95%
CI, 0.14-0.48) and 73.7% lower odds of being a nonadopter (aOR, 0.26; 95% CI, 0.15-0.47).

Among public MHTFs, 52 (18.4%) were nonadopters, 58 (20.6%) were discontinuers, and 150
(53.2%) were sustainers. In contrast, private facilities were more likely to be sustainers (292
for-profits [69.9%]; 926 not-for-profits [77.2%]) and less likely to be nonadopters (66 for-profits
[15.8%]; 34 not-for-profits [8.1%]) or discontinuers (94 for-profits [7.8%]; 96 not-for-profits [8.0%]).
Additionally, MHTFs that accepted Medicaid had 33.5% (66.5%) lower odds of being a nonadopter
(aOR, 0.34; 95% CI, 0.16-0.69) relative to MHTFs that did not accept Medicaid. MHTFs in
communities with the highest quartile of proportion of Hispanic residents were more likely to be
nonadopters than MHTFs in communities in the lowest quartile of proportion of Hispanic residents
(aOR, 1.97; 95% CI, 1.07-3.64).

Table 2. Facility- and County-Level Differences in Trajectories of Telehealth Availability by Class

Characteristic

aOR (95% CI)a

Discontinuers Nonadopters Adopters
Facility type

Public 1 [Reference] 1 [Reference] 1 [Reference]

Private for-profit 0.28 (0.11-0.68)b 0.47 (0.22-0.99)c 0.57 (0.24-1.38)

Private not-for-profit 0.26 (0.14-0.48)d 0.26 (0.15-0.47)d 0.63 (0.30-1.35)

Accepts Medicaid 0.84 (0.28-2.53) 0.33 (0.16-0.69)b 0.82 (0.21-3.11)

Metropolitan 1.56 (0.85-2.89) 1.64 (0.93-2.90) 1.40 (0.75-2.61)

Percentage Hispanic

Lowest quartile 1 [Reference] 1 [Reference] 1 [Reference]

Second quartile 0.76 (0.38-1.51) 0.82 (0.38-1.78) 1.01 (0.57-1.80)

Third quartile 1.01 (0.51-2.03) 1.39 (0.64-3.01) 0.80 (0.35-1.85)

Highest quartile 0.94 (0.41-2.19) 1.97 (1.07-3.64)c 0.73 (0.33-1.60)

Percentage Black

Lowest quartile 1 [Reference] 1 [Reference] 1 [Reference]

Second quartile 1.47 (0.81-2.68) 1.20 (0.44-3.28) 1.42 (0.74-2.69)

Third quartile 1.15 (0.57-2.32) 1.44 (0.66-3.11) 0.73 (0.26-2.10)

Highest quartile 1.40 (0.73-2.67) 1.59 (0.66-3.84) 1.71 (0.82-3.59)

Median income

Below median 1 [Reference] 1 [Reference] 1 [Reference]

Above median 0.80 (0.47-1.39) 0.88 (0.58-1.33) 0.84 (0.52-1.37)

Abbreviation: aOR, adjusted odds ratio.
a For all measures, reference group for outcome is

sustainers category (684 facilities). Sustainers were
those that offered telehealth during and after the
end of the public health emergency (PHE).
Discontinuers were those that offered telehealth
during but not after the end of the PHE.
Nonadopters were those that did not offer telehealth
during or after the end of the PHE. Adopters were
those that started offering telehealth after the end of
the PHE.

b P < .01.
c P < .05.
d P < .001.
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Discussion

Our results suggest telehealth coverage for mental health services have contracted slightly since the
end of the PHE, coincident with changes (and anticipated changes) in public and commercial payer
reimbursement policies following the end of the COVID-19 PHE.5 While only 2.6% fewer MHTFs were
offering telehealth after the PHE, there was lower adoption and higher discontinuation of telehealth
in public than in private MHTFs, suggesting that publicly owned MHTFs may face additional barriers
to telehealth promotion. This finding is consistent with recent studies in the literature.13,14

In addition, we found that MHTFs offering telehealth at wave 2 were providing more limited
services—for example, more frequently requiring video-based telehealth, declining services for
comorbid AUD, and placing limitations on availability of telehealth services for psychotherapy and
medication management compared with wave 1. One potential explanation for this is that the end of
the PHE may have had a chilling effect on clinician behavior; during the COVID-19 pandemic, HIPAA
and regulatory agencies offered broad discretion to clinicians to encourage telehealth utilization for
nonemergency services.15 By contrast, state and federal guidance has become more stringent
following the conclusion of the PHE, including by CMS.7

Interestingly, Medicaid acceptance was associated with much lower odds of being a nonadopter
across time periods. One explanation for this may be that facilities accepting Medicaid are also likely
to have different target clientele, including those with more limited time and resources who might
therefore benefit uniquely from the improved accessibility through telehealth.16 Given the
prominent role of individual states in determining Medicaid benefits, future research might evaluate
the extent to which trajectories of telehealth coverage vary according to state Medicaid policies.

Our analysis benefited from a secret shopper approach, which reduces social desirability bias
among respondents. We successfully contacted over 1000 MHTFs throughout the US both during
and after the end of the PHE. Our analysis of nonresponse bias also suggests that the analytic sample
is representative of MHTFs more generally that report to SAMHSA, although we can only state this
with respect to observable characteristics.

Limitations
This study had limitations, including potential nonresponse bias, changes in telehealth policy apart
from the PHE that could influence MHTF operations, and insufficient statistical power to conduct
comparative analyses across other sociodemographic categories. Appropriateness of telehealth vs
in-person care may differ across heterogeneous populations, as may quality of care, and our study is
unable to comment on this.

Conclusions

This longitudinal study identified evolving patterns in telehealth availability for mental health care
over a 1-year period during which the COVID-19 PHE expired. Our results emphasize the importance
of monitoring access to mental health care in a postpandemic era, especially against the backdrop of
the federal and state policy landscape.
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