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Abstract
Background Remote mental health consultations were swiftly implemented across mental health services during 
the COVID-19 pandemic. Research has begun to inform future design and delivery of telemental health services. 
Exploring the in-depth experiences of those involved is important to understand the complex, multi-level factors 
that influence the implementation of remote mental health consultations. The aim of this study was to explore 
stakeholder perspectives and experiences of the implementation of remote mental health consultations during the 
COVID-19 pandemic in Ireland.

Methods A qualitative study was conducted whereby semi-structured, individual interviews were undertaken with 
mental health providers, service users, and managers (n = 19) to acquire rich information. Interviews were conducted 
between November 2021 and July 2022. The interview guide was informed by the Consolidated Framework for 
Implementation Research (CFIR). Data were analysed thematically using a deductive and inductive approach.

Results Six themes were identified. The advantages of remote mental health consultations were described, including 
convenience and increased accessibility to care. Providers and managers described varying levels of success with 
implementation, citing complexity and incompatibility with existing workflows as barriers to adoption. Providers’ 
access to resources, guidance, and training were notable facilitators. Participants perceived remote mental health 
consultations to be satisfactory but not equivalent to in-person care in terms of quality. Views about the inferior 
quality of remote consultations stemmed from beliefs about the inhibited therapeutic relationship and a possible 
reduction in effectiveness compared to in-person care. Whilst a return to in-person services was mostly preferred, 
participants acknowledged a potential adjunct role for remote consultations in certain circumstances.

Conclusions Remote mental health consultations were welcomed as a means to continue care during the COVID-
19 pandemic. Their swift and necessary adoption placed pressure on providers and organisations to adapt quickly, 
navigating challenges and adjusting to a new way of working. This implementation created changes to workflows 
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Background
The COVID-19 pandemic and its associated lockdowns 
necessitated the virtual delivery of mental healthcare to 
reduce spread of the virus while maintaining continu-
ity of care. Prior to the pandemic, systematic reviews 
reported that “telemental health”, the use of telemedi-
cine to provide mental health care, is equally effective 
and acceptable as in-person mental health care [1–3]. 
Despite this evidence, the widespread implementation of 
telemental health had been slow up to this point [4]. This 
research-implementation gap existed because of a num-
ber of regulatory, technological, and clinician barriers [5]. 
However, the swift adoption of telemental health during 
the pandemic has highlighted various implementation 
successes and challenges.

Accompanying the rapid rise in the  adoption and use 
of telemental health is a body of literature reporting on 
this recent transition to remote care [6–9]. Many patients 
and clinicians reported being satisfied with telemen-
tal health during the pandemic [10, 11], with benefits of 
flexibility and convenience being cited in the recent lit-
erature [12]. Moreover, studies have shown that patients 
and clinicians are open to using telemedicine in mental 
health care beyond the pandemic [6, 13]. However, chal-
lenges such as building rapport, lack of non-verbal cues, 
and reduced confidence in diagnosing patients remain 
as concerns [14]. Many studies of this recent telemental 
health implementation have been conducted in the USA 
[14], so there is a need for rigorous, high-quality research 
in other countries with different mental health care con-
texts. The focus of this study are remote mental health 
consultations. These are phone and video consulta-
tions between mental health providers and service users 
that swiftly replaced in-person consultations during the 
COVID-19 pandemic.

The reported benefits of telemental health, combined 
with satisfaction by patients and providers, suggests that 
it will continue to play a role in mental health care [15]. 
The extent of this role is less clear, with an awareness that 
telemental health may not be suitable for all individuals, 
circumstances, and contexts [16]. To ensure its appropri-
ate and effective use, the barriers and facilitators to this 
recent adoption warrant investigation. Exploring the 
views of patients and providers is of great importance 
when a novel modality is being introduced into a health 
service, to understand the implementation challenges 
and successes from diverse standpoints [17, 18].

Within the context of the COVID-19 pandemic, many 
quantitative studies have investigated satisfaction and 
uptake of telemental health by providers and patients [12, 
19]. A recent systematic review by the authors found that 
quantitative studies of patient and provider perspectives 
regarding telemental health implementation were of low 
and moderate methodological quality [14]. Further, these 
studies provided a surface-level investigation of barri-
ers and facilitators to telemental health implementation. 
There is now a need for qualitative studies with service 
users and staff to gain in-depth insights into the factors 
that may ensure, and even optimise, engagement with 
remote mental health care [13, 20]. Employing a qualita-
tive approach is essential to elucidate the reported chal-
lenges and successes in the recent literature, including 
perceptions of the therapeutic relationship and provider 
satisfaction [21]. Indeed, qualitative studies have begun 
to explore the experiences of service users and provid-
ers with telemental health during the pandemic [22, 23], 
though less research has explicitly focused on imple-
mentation [14]. Many of these studies have focused on 
experiences within specific contexts, namely hospital 
outpatient settings, and on homogenous patient and 
provider groups [14]. An important facet on qualitative 
research in implementation science is a focus on multi-
level stakeholders, to gain a comprehensive understand-
ing of barriers and facilitators to implementation of an 
innovation [24].

The aim of this study is to explore the perspectives and 
experiences of stakeholders of the implementation of 
remote mental health consultations during the COVID-
19 pandemic.

Methods
Design and setting
The study employed a qualitative design that enabled the 
exploration of the views and experiences of various stake-
holders of the implementation of remote mental health 
consultations. Data collection and analysis were con-
ducted using an essentialist approach. According to an 
essentialist approach, participants’ responses are under-
stood to express their intended meaning and reflect their 
own thoughts and experiences [25]. This was achieved by 
focusing on the “reality” of the participants’ experiences 
and generating themes at the semantic level [25]. The set-
ting for this study was mental health services in Ireland, 
including primary care, outpatient services, community-
based services, private services, and counselling services.

and dynamics that disrupted the traditional method of mental health care delivery. Further consideration of the 
importance of the therapeutic relationship and fostering positive provider beliefs and feelings of competence are 
needed to ensure satisfactory and effective implementation of remote mental health consultations going forward.
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Conceptual framework
The Consolidated Framework for Implementation 
Research (CFIR) was employed to inform this qualitative 
study [26]. This framework categorises implementation 
determinants into five domains [26]. These domains are 
intervention characteristics, outer setting, inner setting, 
characteristics of individuals, and process. This frame-
work was chosen for this study as it acts as a guide for 
systematically assessing the implementation of an inno-
vation [26]. The CFIR has been commonly employed in 
post-hoc analyses of what facilitated or hindered imple-
mentation of an innovation [27] and has been previously 
applied in the context of telemedicine implementation 
[28]. While traditionally used to evaluate the implemen-
tation of a well-planned, evidence-based intervention, 
the novel approach of the CFIR in this study allowed for 
the evaluation of a swiftly-implemented innovation. In 
this study, the CFIR informed the topics to be explored in 
the interview guides. The CFIR was also employed apri-
ori at the data analysis stage.

Participant recruitment and sampling
We employed maximum variation purposive sampling 
to obtain a wide range of views and perspectives from 
key stakeholders, including service users, mental health 
providers, and managers. The use of maximum variation 
sampling in this study allowed for the exploration of the 
“common and unique manifestations” of the target phe-
nomenon (remote mental health consultations) across 
a range of demographically-varied participants [29]. In 
implementation science, “key stakeholders” are concep-
tualised as individuals who play a role or are impacted by 
the implementation of an innovation [24].

Our recruitment strategy aimed to recruit participants 
from three groups; service users, mental health provid-
ers, and managers/implementation leaders. The following 
eligibility criteria was applied. Firstly, the mental health 
provider group included health care professionals that 
had undertaken at least two remote mental health con-
sultations with service users in the past year. Secondly, 
the service users included adults aged over 18 who had 
partaken in at least one remote mental health consulta-
tion with a health care provider in the past year. Parents 
and caregivers were also eligible to take part. Finally, 
managers and implementation leaders from organisa-
tions and voluntary, or professional, bodies involved in 
implementing remote consultations in the past year were 
recruited. Participants were recruited through personal 
and professional contacts. The study was advertised to 
mental health providers at a university webinar. Adver-
tisements were also placed on the lead researcher’s social 
media page, and participants were asked to contact the 
lead researcher via email.

The sample size was informed by previous studies 
and the concept of information power [30], guided by 
Sim and colleagues’ [31] considerations for determining 
qualitative sample size apriori. Based on similar stud-
ies [8, 32], it was anticipated that an initial sample of 
15 participants would be recruited, with a minimum of 
five interviews per participant group. The informational 
power of the interviews was also considered. Information 
power in sampling specifies that the more information a 
sample holds in relation to the study aims, the less num-
ber of participants are needed [30]. Information power 
was informed by a number of considerations, including 
the quality of dialogue (due to the interviewer’s experi-
ence) and the broadness of the aim (due to the heteroge-
neity of the participant groups) [30]. Data collection and 
analysis were an iterative process, with sampling continu-
ously assessed based on the informational power of the 
interviews.

Data collection
Semi-structured interviews were conducted by the lead 
researcher (EG) between November 2021 and July 2022. 
A total of 19 interviews were conducted over video call, 
using Zoom and Microsoft Teams software. EG is a 
female, PhD researcher trained in qualitative methodol-
ogy and interviewing techniques. EG did not have experi-
ence engaging in remote mental health consultations as 
a service user, so had little practical knowledge of what 
they entailed. Participants were informed that the study 
comprised part of the lead researcher’s PhD project. Two 
mental health providers were known to the researcher 
through professional networks.

A semi-structured approach was used. This ensured 
that core questions were asked in every interview with 
the flexibility to augment with more probing questions 
when appropriate. The interviews were recorded using an 
audio-recording device and lasted an average of 30 min-
utes in duration (ranging from 16 to 52  minutes). Field 
notes were documented to ensure reflective practice, and 
to inform data analysis and interview guide refinement.

Interview guides
The interview guides were informed by the CFIR, a litera-
ture review, and input from an expert advisory group (See 
Additional file 1 for the mental health provider interview 
guide). Example questions for the mental health provider 
group included “Compared to in-person consultations, 
what do you think are the advantages of remote consulta-
tions?” (Intervention characteristics: relative advantage) 
and “What changes would you make to remote consulta-
tions to make them fit or work more effectively in your set-
ting?” (Intervention characteristics: adaptability). Three 
different interview guides were created with a similar line 
of questioning for service users, mental health providers, 
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and managers/other stakeholders. Topics of discussion 
included technological issues, advantages and disadvan-
tages, and lessons learned. The interview guide was then 
piloted with a psychiatrist. Modifications to the inter-
view guide were made to improve question flow and 
clarity, and to include additional questions. Each guide 
was iteratively refined during the study when appropri-
ate. For example, in the interview guide used with ser-
vice users, a question was added to ask about methods 
used to enhance privacy when participating in remote 
consultations.

Data analysis
All transcripts were entered into QSR NVivo 12 to facili-
tate data analysis. The lead researcher transcribed all 
interviews verbatim. Thematic analysis was conducted 
by the lead researcher using an inductive and deduc-
tive approach [25]. As described below, the six steps of 
thematic analysis were followed, addressing Lincoln 
and Guba’s [33] criteria for trustworthiness throughout 
the analysis [34]. The first step involved familiarisation 
with the data through listening to the audio-recordings 
and reading the transcripts and field notes. The lead 
researcher documented their thoughts about poten-
tial codes and themes at this stage. The second step 
involved conducting line-by-line coding on the tran-
scripts using inductive coding. Memos were created at 
this stage to capture interesting ideas in the interviews. 
Once all the data were coded and collated, the CFIR was 
utilised to develop broad, overarching codes to organise 
the data (Step 3). These deductive codes then formed 
main themes. An adapted CFIR codebook was employed 
at this stage to ensure consistency with coding across 
transcripts. Subthemes were developed inductively and 
deductively using relevant sub-constructs of the CFIR. 
The lead researcher kept detailed notes of the develop-
ment of themes and subthemes to help establish con-
firmability. Miscellaneous codes that did not fit within 
the codebook were kept in separate nodes in NVivo to 
ensure that they were not lost. The fourth step involved 
reviewing the themes and subthemes. At this stage, the 
lead researcher reviewed the coded data extracts of each 
theme and subtheme to ensure that they were coher-
ent with each other. The participants’ raw data was also 
reviewed to ensure that the themes accurately reflected 
the participants’ words. The fifth step involved clearly 
defining and naming the themes. A brief description 
of each theme was created. The sixth, and final step, 
involved the write-up of the results.

Patient and public involvement
A representative from the Patient and Public Involve-
ment (PPI) partner, ADHD Ireland, contributed to the 
study design and the conception of the wider project. The 

PPI representative contributed to the development of the 
interview guide and protocol development. They were 
also consulted in the reporting of the findings. The repre-
sentative met with the research team via Zoom meetings 
and also communicated feedback via email. The repre-
sentative was not compensated for their contribution, 
but was included in the study authorship. Input for the 
interview guide was also given by medico-legal experts 
and attendees at a health law and ethics forum. An expert 
advisory group, comprising of psychiatrists and imple-
mentation science experts, contributed to the design of 
the study and interview.

Ethics
Ethical approval was obtained by the Royal College of 
Surgeons in Ireland (RCSI) Research Ethics Commit-
tee (Reference number: 202105014). Written consent 
was obtained by all participants. Before the interviews, 
the interviewer explained the aim of the study and par-
ticipants were reminded that their participation was 
voluntary and that they could withdraw at any time. 
Participants were also assured that their confidentiality 
would be protected and that any identifying details would 
be pseudonymised.

Rigour and trustworthiness
To ensure rigour, the study was reported in accordance 
to the consolidated criteria for reporting qualitative 
research (COREQ) checklist [35] (See Additional file 2). 
To achieve dependability and confirmability, clear and 
detailed descriptions of the research processes were pro-
vided. In addition, the lead researcher (EG) kept detailed 
records of decisions made during the analysis stage [36], 
including thoughts about codes and themes. A cod-
ing framework for the deductive analysis was developed 
apriori, and was adapted and revised by members of the 
research team. Whilst the coding was led by the lead 
researcher, the research team was debriefed at the vari-
ous stages and provided input on the final themes and 
subthemes. Finally, the lead researcher (EG) kept a reflex-
ivity journal to gain and maintain self-awareness of their 
perspectives and their possible effect on the interpreta-
tion of findings [36].

Results
Nineteen stakeholders participated in interviews, com-
prising of mental health providers (n = 9), service users 
(n = 5), service managers (n = 4), and a manager from a 
professional body (n = 1). The mental health providers 
comprised of psychologists and trainee psychologists 
(n = 3), general practitioners (n = 2), psychiatrists (n = 2), 
a pharmacist (n = 1), and a psychotherapist (n = 1). The 
full demographic characteristics of the sample can be 
seen in Additional file 3. The aim of this study was to 
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explore the perspectives and experiences of stakeholders 
of the implementation of remote mental health consulta-
tions during the COVID-19 pandemic. The data analysis 
revealed themes and subthemes relating to these views 
and experiences (See Fig. 1). These themes relate to the 
most relevant constructs of the Consolidated Framework 
for Implementation Research (CFIR).

Relative advantage
In this theme, participants discussed the relative advan-
tages of remote mental health consultations compared to 
in-person consultations in relation to their convenience 
and access.

Convenience
Participants recognised the convenience of remote con-
sultations for service users as an overwhelming advan-
tage. Service users appreciated being able to partake 
in remote consultations from anywhere, not having to 
travel, or take additional time off work. The cost-savings 
in comparison to travelling to an in-person appoint-
ment were discussed by providers working with refugees 
on low incomes and by providers working with users in 
rural areas, where a long car journey would be expensive. 
Importantly, in the context of the pandemic, being able to 
attend appointments while ill or isolating with COVID-
19 was acknowledged as an advantage. Providers recog-
nised that for parents with children, the removal of a long 
car journey was a benefit, resulting in less missed school 
and less disruption to the child’s routine:

“But what I find is that it’s worked so well and you 
know, across the board patients are saying to me 
like, you know, this is so much handier for me like 
I have kids now where I see them and their parents 
are going collecting them from school, they’re in their 
car, they’re coming from their training. It’s a much 
less of a burden on their lives.”
(Child and adolescent psychiatrist, Provider 9)

Whilst many service-users reported a preference to be 
in-person, the inherent convenience of remote consulta-
tions was a notable advantage:

“Like, you know, I’d say a lot of people just feel a lot 
more comfortable doing the consultation over the 
Zoom because they don’t have to prepare, get bus 
fare together or run out and catch the bus on time or 
if it’s rainy outside, they don’t have to battle the rain, 
or the elements, or even if they feel a bit sick with the 
flu, it’s all on Zoom.”
(Service user 5)

This “trade-off” between convenience of remote consul-
tations and service-user preference was acknowledged by 
a manager of a counselling organisation:

“Obviously they don’t prefer it [in-person] enough to 
get in here, but they prefer to be in-person.”
(Manager 3)

Increased accessibility vs. increased demand
The increase in accessibility to care was discussed as an 
important advantage of remote consultations. Providers 
acknowledged that remote consultations made it easier 
for people who may have previously struggled to attend 
in-person to now attend, such as those with anxiety, those 
who are neuro-divergent, and those with depression:

“In our group of patients, it has the advantage in 
that if someone is very unwell, or has high anxiety 
levels, or has depression, they may lack the motiva-
tion to actually come into the hospital and attend 
an outpatient consultation. So for those groups of 
patients, they don’t have to leave the house, they can 
do it from home and still get access to that kind of 
high quality service.”
(Pharmacist, Provider 2)

With the move to remote services, managers and pro-
viders, primarily working in private mental health ser-
vices, expressed surprise at the increased reach of their 
services, no longer being restricted by geographical dis-
tance. As manager of a low-cost counselling organisation 
working with a marginalised group described:

“I was delighted that we were able to move and do 
that and facilitate and not only facilitate the exist-
ing client group but actually open it up to many oth-
ers.”
(Manager 2)

However, with this increased reach, this manager 
described experiencing an increased demand on their 
services and trying to manage this increased demand 
with relatively limited resources. The challenge of 
attempting to return to an in-person service was also 
described, given that the service had grown dramatically 
during the pandemic:

“And more people are coming in, but again, that 
presents more challenges because then it’s how do 
you manage that? How do you sustain that work? 
[…] And if you go back face-to-face, how do you kind 
of transition back into in-person sessions? […] You 
only have a small team of counsellors. You know, 
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that’s the challenge.”
(Manager 2) User needs and resources

Participants described the extent to which the pref-
erences, needs, and resources of service users were 

Fig. 1 Themes and subthemes
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considered and prioritised, in addition to the needs and 
resources as described by service users themselves.

Service user acceptance vs. preference
Providers and managers described some initial reluc-
tance among service users towards remote consulta-
tions at the start of the pandemic, describing that some 
users did not feel comfortable with video consultations. 
Providers described that despite this initial reluctance, 
service users were generally accepting of remote consul-
tations and appreciated being able to continue to access 
care. Within the interviews, there was a sense that service 
users were willing to make the most of remote consulta-
tions and that they could meet their needs for the time 
being:

“So it was a good kind of holding piece. You know, it 
held me where I was and kind of was able to help me 
with the problems I was having at the time.”
(Service user 4)

Providers observed that the level of desperation of ser-
vice users played into their decision to partake in remote 
care, particularly for parents who were waiting for assess-
ments for their children, further highlighting the demand 
for services at this time. Most service users described not 
having any experience of in-person mental health con-
sultations so did not have any expectations about what 
remote consultations would entail. Providers and manag-
ers expressed that service users were keen to return to in-
person services, with service users themselves expressing 
a preference for in-person services care in the interviews.

Digital divide considerations
Providers and managers acknowledged that one of the 
main challenges was the presence of “digital divide” barri-
ers, whereby service users did not have access to adequate 
internet connection and resources (i.e. devices, data 
plans, email addresses) to partake in video consultations:

“Some people didn’t really have the facility to do 
online […] other people then they just, they weren’t, 
they were like I don’t know how to use that, I don’t 
have access to a laptop, so can we just do phone? […] 
just I suppose even availability of the whatever you 
need, like the phones were definitely not great, you 
know you really kind of need at least a tablet, if not 
a laptop.”
(Trainee clinical psychologist, Provider 8)

For providers working with refugees and service users 
in rural areas, these barriers were particularly promi-
nent. As highlighted above, the cost-related travel savings 
were of particular advantage to these service users, but 

their engagement was hindered by the presence of digital 
barriers.

These digital divide barriers also pertained to service 
users’ digital literacy. Whilst the service users interviewed 
in this study expressed that they were quite competent 
with remote consultations, providers acknowledged the 
low digital literacy of some of their service users, spe-
cifically those from marginalised groups. Managers and 
providers described considering the needs of their users 
when choosing which platforms to use for video consul-
tations, for example choosing a simple and easy-to-use 
platform that did not require service users to have an 
email address. The novelty of these new set of issues to 
consider was expressed by providers, including by a psy-
chologist working with refugees:

“Having to have conversations with clients about 
what kind of devices they have or what kind of data 
they have, you know, like obviously we’ve never had 
to ask questions like that before.”
(Psychologist, Provider 3)

Implementation climate
This theme described participants’ perceptions of the 
perceived need for remote consultations (Tension for 
change) and how well remote consultations fit with exist-
ing workflows and systems (Compatibility).

Tension for change
The rapid implementation of remote consultations 
occurred in response to the need to stop the spread of 
the COVID-19 virus. Providers and managers described 
a swift and sudden transition to this remote way of work-
ing, driven by this urgent need:

“A lot of people were concerned about the continuity 
of service and you know, obviously their established 
relationships with clients. So we needed to introduce 
some options.”
(Manager 5)

There was a sense of participants, providers and service 
users, not having a say in this move to remote working, 
having to go along with this novel modality. Uncertainty 
about when in-person care would resume contributed 
to some of the decision-making of service users towards 
accessing remote care:

“I suppose the main benefit was, it was either do 
online therapy or wait until when we could do it in-
person and we didn’t really know, there wasn’t much 
guidance at the time when that was going to hap-
pen.”
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(Service user 4)

For the most part, in-person consultations were can-
celled, and providers and organisations moved quickly, in 
some cases in the space of a couple of days, to get remote 
consultations up and running. There was a “just got on 
with it” approach with little time for planning:

“Well, uhm, I guess it was a question of needs must.”
(Psychiatrist, Provider 4)

Ehm, I think we were all a bit like rabbits in the 
headlights
(GP, Provider 5)

Providers and managers acknowledged that the pan-
demic disrupted the traditional way in which healthcare 
was delivered, prompting organisations and providers to 
be flexible and provide options to their service users.

Compatibility
Providers and managers described the compatibility of 
remote consultations with existing workflows, processes, 
and systems. For some organisations, the complexities 
involved with trying to set-up video conferencing, as dis-
cussed below, resulted with video consultations not being 
implemented at all. Providers, namely those in general 
practice, described various reasons for failing to imple-
ment video consultations, such as service user difficulties 
with technology, not being able to embed video platforms 
in the practice software, service user discomfort and low 
provider motivation in a highly stressful context:

“We dabbled with video. Didn’t really find it helped 
that much, so that didn’t last long […] a combina-
tion of things probably. A little bit of technology. 
A little bit about, ehm timing, you know […] with 
video it was rather dependent on everybody being 
where they should be at the right moment in time, 
with cameras working and everything. And then 
even at that you know, I found a lot of people were 
not necessarily overly comfortable with it and it was 
just, it was just a lot less- It was a lot more hassle by 
and large […] You know, part of that is ourselves. If 
we had a more structured setting in the practice it 
might have worked. But COVID was kind of chaotic 
anyway.”
(GP, Provider 5)

Here, the interplay of various factors resulted in video 
consultations not working out as planned. Instead, phone 
consultations were used as the primary method to pro-
vide remote care. For one provider who worked primarily 
with non-English speaking refugees, trying to integrate 

an interpreter into the remote consultation was an added 
level of complexity and posed its unique challenges to the 
quality of care and therapeutic relationship.

General practitioners (GPs), who worked mainly over 
the phone, noted that phone consultations were not val-
ued the same as in-person consults by administrative 
staff, whereby multiple phone consultations could be 
scheduled into one appointment slot. One GP described 
the advantage of now having protected time to conduct 
phone consultations, compared to pre-pandemic:

“Whereas now we within our practice software, 
there’s actually, we actually have an option for a 
phone consult. So that means that you’ve got pro-
tected time to do it, whereas before you’d have 
given yourself a task, follow this person up in two 
weeks, give them a call. Like say if it was a men-
tal health problem and you want to see if someone 
was responding, but that was extra work. So it was 
kind of more part of your admin than that than that 
would have been a routine call. So in some ways it’s 
better now that we have a more structured approach 
to it.”
(GP, Provider 6)

Another change that was experienced by providers was 
an increase in their workload. Providers discussed the 
additional workload they did preparing service users 
for the virtual visits, including informing them on how 
to set up the screen and their environment. A psychia-
trist working privately explained that she had to take on 
additional staff to deal with the increase in administra-
tive workload relating to the implementation of remote 
consultations.

Readiness for implementation
This theme described the providers and organisations 
readiness to implement remote consultations, including 
the ease of access to knowledge and information about 
them (Access to knowledge and information) and the level 
of available resources needed for their implementation 
and ongoing use (Available resources).

Access to knowledge and information
Providers and managers discussed the availability of 
training and guidance as a facilitating factor. In addition 
to participating in training on how to use platforms, pro-
viders described participating in training on how to con-
duct therapeutic work online. Providers also described 
receiving training and guidance from their professional 
bodies, with a manager of a professional body detailing 
how they were able to quickly provide necessary guid-
ance and answer questions from their members at the 
onset of the pandemic:
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“There were a few questions around […] you know, 
how to work online safely and which platform to use. 
We try not to be this prescriptive because it’s very 
difficult, but also we were just looking at those areas 
what the platform should provide to be considered 
safe, safe as well. They were- I’m just looking at the 
questions there. Also online supervision. Ehm, insur-
ance for online work.”
(Manager 4)

Managers described providing training to their staff, with 
a manager of a counselling organisation detailing going 
a step further by creating an autonomous training plat-
form for their therapists. Providers and managers talked 
about getting advice from experts on how to implement 
remote consultations and work effectively online. Manag-
ers greatly appreciated having access to experts for advice 
and very much valued their opinions:

“And we were very lucky to have somebody who did 
some training with us in both of them [sic] areas. 
He’s an experienced, long term psychotherapist who’s 
been providing training in online therapy for a good 
few years and also has worked in the IT sector. So 
you know the combination was perfect. He came in 
and did some- He did a number of training sessions 
with the team.”
(Manager 2)

At the start of the pandemic, participants reported that 
it was challenging to keep up with the quickly-changing, 
and sometimes conflicting, guidance, from various bodies 
and organisations. In particular, changing guidance about 
safety of video platforms created confusion and concern 
among providers and managers, with a therapist explain-
ing that they stopped using a particular platform when 
there was scepticism about its end-to-end encryption:

“I would- I was sceptical at some points around 
safety, you know, and I wasn’t sure about the assur-
ances in the GDPR and so on and when they were 
doubts, then I tried to switch off it again when pos-
sible, you know, just until I was sure. So that’s kind 
of disconcerting.”
(Psychotherapist, Provider 1)

A manager described that their organisation created 
their own video platform in response to confusion over 
the data security of commercial software. With time and 
experience, these concerns lessened and were replaced 
with increased trust in the platforms.

Available resources
Providers and managers described the resources needed 
to implement remote consultations. Managers discussed 
investing a considerable amount of time, money, and 
effort in getting a remote service off the ground. In con-
trast, one manager described having the infrastructure to 
do remote consultations already in place, as the organ-
isation was planning on offering online services at some 
point:

“So we have our own remote platform that conducts 
video sessions from so everything is in-house. We 
don’t use third party software. […] Because we had 
that infrastructure in place already, it meant that 
we could comfortably operate.”
(Manager 1)

Providers acknowledged that video platforms were easily 
accessible and easy to use, as did service users:

“It’s fairly easy to use. Like at the time like I would 
have been using it a good bit for work. So I was like 
totally used to how it worked and pure lucky, my 
connection was grand the whole time ‘cause some-
times it would play up a bit. So yeah, no, I thought it 
was really easy to use.”
(Service user 2)

For the most part, providers described having sufficient 
equipment to get started with remote consultations. 
However, for a minority of providers, the associated 
move to remote working raised new considerations about 
the resources needed for providers to conduct consulta-
tions from their home setting. One psychiatrist described 
adjustments they made to be able to work effectively 
from their home:

“I mean I had to upgrade my broadband. I had to, 
you know, get cameras and headphones and all of 
that. I had to modify the workspace at home to try 
and make that work, had to work from home, which 
was a big uh, a big change.”
(Psychiatrist, Provider 4)

Knowledge and beliefs
This theme described participants’ knowledge and beliefs 
about remote mental health consultations, and how 
these views related to implementation. A common nar-
rative across all interviews was the perceived importance 
of in-person consultations, which seemed to influence 
participants’ perceptions of the quality of remote care, 
both from a relationship-building, and an effectiveness, 
standpoint. Providers, in particular, expressed a belief 



Page 10 of 14Galvin et al. BMC Health Services Research          (2023) 23:623 

that therapy was more suited to be in-person, discuss-
ing the difficulties establishing a therapeutic relationship, 
the lack of non-verbal cues, and challenges with specific 
types of therapy (e.g. exposure therapy) as issues.

Another reported challenge was that of creating a ther-
apeutic space online. A manager, who was also a trained 
psychotherapist, acknowledged the importance of creat-
ing a contained space where service users felt safe and 
stressed the importance of this containment for service 
user engagement in therapy. The importance of partici-
pating in a contained space was emphasised in the ser-
vice user interviews. A service user described that with 
remote therapy, she is left with her trauma in her per-
sonal space after her session, preventing her for going 
into sensitive topics:

“Usually I was doing it from a bedroom […] And 
you don’t necessarily want to bring up something 
that is difficult for you to talk about it or is trau-
matic because then you’re going to be left in your 
personal space, you know you’re gonna log off Zoom 
and you’re there. Whereas when you go to therapy 
in another room, you talk about your problems there 
and you leave it there, and it’s contained in that 
space.”
(Service user 4)

Fear of being overheard by household members was also 
discussed by service users and given as a reason for not 
divulging sensitive issues. In addition, it was noted by 
one service user that the online format acted as a “bar-
rier” to expressing her feelings:

“Whereas online, I don’t know, there’s a bit of, a 
small bit of a barrier or something like it could be 
easier to maybe hide how I’m feeling or something 
like that. […] whereas I feel like online. It’s a bit eas-
ier to maybe have a facade or not, kind of, let out, 
like if your problem is maybe not expressing emo-
tions, it’s probably easier to continue to do that.”
(Service user 1)

These beliefs about the quality of remote care appeared 
to play into participants’ preference for in-person ser-
vices, with many participants reporting a return to in-
person consultations following the pandemic. The belief 
that that remote consultations were of lesser “value” than 
in-person consultations was present in the service users’ 
discourse:

“There was a much more diminish on returns on 
them [remote consultations] than going to see some-
one in-person.”
(Service user 3)

Despite this preference, providers acknowledged 
appointment types that can be effectively done remotely, 
such as follow-up appointments, transactional appoint-
ments e.g. prescriptions, and some types of assessments 
and talk therapies with established users. Furthermore, 
providers emphasised the utility of remote consultations 
in situations when it was preferable and more convenient 
for the user, emphasising the importance of user’ needs 
and preferences.

Self-efficacy
Mental health providers described their beliefs in their 
own capabilities to conduct remote mental health con-
sultations. Pre-pandemic, providers reported having 
little experience with using remote consultations. This 
was usually in exceptional circumstances, such as when a 
service user was located some distance away. Despite this 
lack of prior experience, some providers reported feel-
ing comfortable and confident with conducting remote 
consultations. Initially, providers questioned their abil-
ity of how to deal with challenges such as managing ser-
vice user distress, service user risk, and suicidal ideation 
online:

“So yeah, so that would have been my only concern. 
Am I able to manage this person’s distress? Can 
I help them feel safe and supported if they become 
highly distressed? You know, for example, if anyone 
expresses any suicidal ideations, they could be 50 
miles away from me, you know, what would I do?”
(Psychologist, Provider 3)

Providers described strategies to mitigate any safety 
risks to the service user, including obtaining a back-up 
phone number, next-of-kin details, and local emergency 
contact details. There was a sense of a loss of control of 
the providers being able to manage situations that they 
would usually be able to manage in-person, such as not 
being able to control who was in the service user’s home 
environment. This was of particular concern to provid-
ers working with adolescents, who expressed unease 
at the possibility of parents being in the background 
without their knowledge, creating challenges around 
confidentiality.

Providers also discussed finding it challenging to man-
age “inappropriate” situations, such as when children and 
families partook in consultations from their bed or wear-
ing pyjamas to the consultations. This increase in infor-
mal behaviours signalled a change in dynamic from the 
traditional service user-provider relationship:

“Some people were there, essentially in their pyja-
mas or with their hair wet, or in a way that like you 
wouldn’t just see someone rolling up here in outpa-
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tient appointments normally and maybe the kids 
are sitting there in their PJs and, just again, it just 
had an influence on the dynamic.”
(Child and adolescent psychiatrist, Provider 9)

The disruption of this dynamic displayed a change in the 
level of perceived seriousness of the consultation and 
signalled to this psychiatrist that these service users had 
a lack of “respect” for the process. To another provider, 
this increase in informality, specifically on phone con-
sultations, demonstrated service user comfort and relax-
ation in their home environment, which they viewed as a 
positive:

“Maybe they’re able to walk around their house, 
maybe they’re able to just like kind of slump in the 
chair if they want to or kind of, do you know what I 
mean? They don’t need to be worried about that, Oh 
am I sitting up straight or am I making sure that I’m 
in the right place and the light is OK and you know 
all this kind of stuff, I think there’s kind of an ease or 
something about the phone, maybe?”
(Trainee clinical psychologist, Provider 7)

Discussion
Main findings
This study explored the perspectives and experiences of 
stakeholders of the implementation of remote mental 
health consultations during the COVID-19 pandemic. 
The present study employed the Consolidated Frame-
work of Implementation Research (CFIR) to understand 
the complex factors relevant to implementation at this 
unique point in time. Participants recognised the relative 
advantages of remote consultations as increasing access 
to care, convenience, and generally allowing for a more 
service user-centred model of care. The availability of 
training and expert guidance and the ease of use of video 
platforms were also acknowledged as facilitators.

In contrast, providers and managers described the 
incompatibility of remote consultations with existing 
workflows and increased workload as barriers to imple-
mentation. Other barriers included service users’ lack of 
access to devices and reliable internet connection (users’ 
needs and resources) and changes to the dynamic of the 
service user-provider relationship (self-efficacy). The 
interplay of various factors was evident in the instances 
where video consultations were not implemented and 
replaced with phone consultations. The presence of 
quickly-changing, and sometimes contradictory, guide-
lines and regulations was a source of confusion and 
frustration for providers, occurring alongside the swiftly-
changing context of the COVID-19 pandemic. The 
interviews highlighted the importance of knowledge and 

beliefs to the implementation of remote consultations, 
particularly surrounding views of the deficits of remote 
care in terms of fostering a therapeutic environment and 
relationship. Discourse about the perceived lesser “value” 
of remote consultations when compared to in–person 
consultations emphasised these views.

Despite these barriers, participants described making 
remote consultations work in a way that balanced ser-
vicer users’ needs, preferences, and resources with pro-
viders’ beliefs. Providers and organisations had to quickly 
adapt to this new way of providing care, navigating new 
challenges, learning new skills, and addressing novel 
issues. This quick transition left little time for planning, 
and there was a sense of remote consultations not being 
an optimal solution to a problem, but being better than 
nothing. In this time of unprecedented stress, fear of the 
unknown and lack of prior experience with video con-
sultations contributed to these challenges and barriers. 
With time and experience, some of these challenges were 
resolved while some remain as likely barriers to future 
implementation.

Comparison with previous literature
This study adds to the growing literature on the rapid 
adoption of telemental health during the COVID-19 
pandemic, our findings aligning with this. The conve-
nience and accessibility of telemental health has been 
widely reported by mental health providers and service 
users [9, 37]. The present study highlights that this con-
venience may come at the risk of psychological distance 
entering the provider-service user relationship. Barriers 
relating to the compatibility construct were reported by 
Budhwani et al. [7], including changes in workflow and 
increased provider effort. In the present study, an impor-
tant distinction was acknowledged between phone and 
video consultations, whereby providers in general prac-
tice described being unsuccessful in implementing video 
consultations due to incompatibility with workflows and 
systems. A recent qualitative study by Greenhalgh et al. 
[38] aimed to shed light on why video consultations are 
less likely to be implemented in general practice.

Whilst recent studies [7] have reported the impeded 
therapeutic relationship as a challenge of telemental 
health, changes to the dynamic of the traditional patient-
provider relationship, as discussed in this study, seem 
to be less present. Perhaps, a reason for these perceived 
changes is the lack of provider experience with telemedi-
cine in Ireland prior to the pandemic and lack of service 
user expectations about remote care. In addition, the 
advantage of remote care of expanding reach to service 
users has been identified in the literature [9]. However 
the issue of trying to facilitate increased demand arising 
from this increased reach has not been fully explored, as 
many previous studies have been conducted in hospital 
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outpatient settings restricted to serving certain geo-
graphical area. This issue is pertinent given the legal and 
safety considerations of working with service users in dif-
ferent jurisdictions to the provider.

Implications for practice and research
The findings suggest a number of implications for the 
future use of remote mental health consultations. In our 
study, providers described questioning their ability to 
manage novel, challenging situations, such as managing 
patients' distress remotely. Providers also discussed feel-
ings of ineffectuality in trying to deal with circumstances 
outside of their control. Equipping providers with the 
necessary skills to deal with these new situations through 
training and expert guidance would be beneficial. As 
reported in this study, managers highlighted the impor-
tance of having access to an expert to provide advice 
on best-practice. Similarly, the therapeutic relationship 
appeared as an important consideration in relation to 
the perceived quality of remote consultations. Creating 
a safe, contained therapeutic environment seemed to be 
important to fostering this relationship, but service users 
did not feel that their home environment was conducive 
to therapeutic work. Considerations need to be given to 
ways in which the therapeutic environment can be practi-
cally created, such as the physical space in which remote 
consultations are conducted and encouraging clients to 
participate from a private, safe space.

In addition to environmental facilitators, service users 
should be informed of strategies to enhance the creation 
of the therapeutic relationship, such as using video over 
phone and having both face and body visible to the pro-
vider. Further suggestions are discussed in detail else-
where [39]. An important consideration relating to the 
aforementioned point is that service users may be quick 
to dismiss therapy or care if they experience difficulty 
with building a connection with their provider. This dif-
ficulty may be inadvertently attributed to the provider, 
type of therapy, or other common factors, rather than 
considering the online format as a contributor to this 
challenge. This is an important consideration as some 
mental health services are entirely online, without the 
option for in-person contact. One practical suggestion 
is to have an informal “check-in” between provider and 
service user, in which they discuss the progress of the 
service user and their comfort and satisfaction with the 
online format.

Whilst this study aimed to explore the perspectives of 
various stakeholders across multiple settings, it may be 
useful for organisations to conduct formal evaluations 
of their services to understand context-specific factors 
relevant to the future use of remote mental health con-
sultations. In particular, an evaluation of users’ needs 
and resources would be beneficial to organisations given 

their relative importance to implementation. As noted 
by Becker et al. [40], the COVID-19 pandemic has high-
lighted the importance of outer setting factors to the 
implementation of health services and it is now impor-
tant to consider how knowledge of these factors can be 
used to increase uptake. For example, acknowledging 
the digital literacy of service users was an important 
consideration in this study, which heightens the impor-
tance of investigating ways in which digital literacy can 
be improved.

With this increase of research exploring service users’ 
and providers’ experiences of telemental health, there is 
a dearth of literature that has explored telemental health 
non-adoption during the pandemic. While our study pre-
sented challenges of, and barriers to, implementation, the 
views of those who did not want to participate in remote 
mental health care are disproportionally excluded in the 
literature. Further research is needed given the risk of 
digital exclusion that many service users’ face, particu-
larly if services were to move to fully remote. Further-
more, providers and managers described working with 
diverse, vulnerable populations, such as international 
refugees and members of the Irish Traveller Community. 
Marginalised groups, such as these, may have unique 
circumstances that may impact their participation in 
remote mental health care, such as language barriers, 
use of interpreters, stigma, and low digital literacy. Fur-
ther research with these populations to understand the 
cultural barriers to accessing remote mental health care 
would be beneficial, particularly given the recent migra-
tion of Ukrainian refugees across Europe. A final area of 
potential future research is the environmental benefits of 
remote mental health care. As discussed in this study, the 
reduction in travel was a time- and cost- saving benefit 
for service users, but may also have sustainability benefits 
that are worth further exploration. This is of particularly 
relevance to centralised health care, whereby service 
users are required to travel long distances to access spe-
cialist care [41].

Limitations and strengths
The study findings should be considered in the context of 
its limitations. As recruitment was primarily conducted 
online, there may be a bias towards participants who 
are digitally literate, and the responses may not be rep-
resentative of all those who partook in remote consulta-
tions. The risk of this bias was lessened by offering phone 
interviews. In addition, the majority of participants 
worked and lived in urban areas, which disproportion-
ally represent these populations, particularly considering 
remote care may face additional challenges in rural areas 
[42]. The single analysis of a small, heterogeneous sam-
ple of may be viewed as a potential limitation, however 
there was high comparability between stakeholders, and 
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similarities and discordances were discussed. Further-
more, within qualitative implementation research, depth 
of information within a small sample of key stakeholders 
is considered preferable to superficial information across 
a larger sample [24]. A final limitation was the use of a 
single coder to analyse the data.

A strength of this study is the pragmatic and novel use 
of the CFIR in a qualitative study to explore the rapid 
implementation of remote mental health consultations in 
an unplanned and naturalistic context. The most relevant 
constructs were chosen as broad themes. As mentioned, 
users’ needs and resources was a particularly salient con-
struct that was present in findings described across other 
themes, such as relative advantage. By attempting to use 
the CFIR to organise our findings, all findings could not 
fit under this framework, but unique findings were dis-
cussed within the context of the framework nevertheless. 
A further strength was exploring the views of a diverse 
group of stakeholders, including service users, given the 
importance of including their voice to understand imple-
mentation challenges and successes [12]. The inclusion 
of providers and managers working with various popula-
tions, such as adults, adolescents, and refugees, is a novel 
strength of this study.

Conclusions
This study described the perspectives and experiences 
of service users, mental health providers, and other 
stakeholders involved in the implementation of remote 
mental health consultations during the COVID-19 pan-
demic. The rapid adoption of remote mental health con-
sultations allowed for the continuation of care, but not 
without considerable changes to service user-provider 
relationships, processes, and workflows. This study 
found that whilst remote mental health consultations 
were appreciated, constant comparison with in-person 
care lessened the perceived value of remote consulta-
tions as an effective form of mental health care delivery. 
To ensure the appropriate use of remote mental health 
consultations, considerations need to be given to the cre-
ation of a safe, therapeutic space that is conducive to ser-
vice user engagement. Furthermore, ensuring providers 
feel competent and embrace the change in dynamic from 
a traditional in-person consultation appears important to 
effective adoption.
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