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Abstract
Introduction: Pandemics cause countless loss of human life and economic losses worldwide each time
they appear. An often-overlooked consequence of pandemics is increased mental burden. A possible
solution to this barrier comes in the face of telemedicine.
Aim: To analyze potential benefits telehealth during the course of the current SARS COV 2 pandemic.
Material and methods: A literature review. Pubmed, Scopus, Google Scholar and Medline were
searched for articles.
Results: The mental strain in the population increases in two waves. First during the pandemic, itself,
due to fear of infection and long-term isolation, and a second time after it, due to the following
economic recession and fear of losing one’s job and income. Telemedicine applications, such as
videoconferencing, can offer great alternative to traditional consultations, and improve the wellbeing
of the population.
Discussion and conclusion: Adoption rates of telemental health are still low. A framework is needed,
so that remote mental healthcare provision can follow strict guidelines and mode of reimbursement are
in place. Further training is needed for both physicians and patients to optimize the process of care
delivery.
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Introduction:
A pandemic is an epidemic occurring on a scale that crosses international boundaries,
affecting people on a worldwide scale. [17] They occur when a new agent appears, which
none has contact with and there is no immunity to. Notable causes of pandemics in human
history include cholera, influenza, typhus, smallpox, measles, tuberculosis, leprosy, malaria,
yellow fever. The most lethal outbreaks include the Black Death (14th century), the Spanish
flu (1918), H1N1 (2009), the current HIV/AIDS [11] and Coronavirus ones (2020). They
have caused millions of deaths, social disruption and severe economic losses worldwide. [26]
The SARS COV 2 is a new strain of virus which spread quickly around the world. The
COVID-19 was first documented as an outbreak in December 2019 in Wuhan China. It was
declared a Public Health Emergency of International Concern by WHO on 30 January, and a
pandemic on 11 march. As of 24 May 2020, more than 5.28 million cases of COVID-19 have
been reported in 188 countries and territories, resulting in more than 340,000 deaths. More
than 2.09 million people have recovered. [6] The virus is primarily spread between people
during close contact, often via small droplets produced by coughing, sneezing, or talking. [18]
Due to this social distancing has become a key measurement in reducing the diseases’ spread.
Methods include quarantines; travel restrictions; and the closing of schools, workplaces,
stadiums, theatres and shopping centres. Individuals may apply social distancing methods by
staying at home, limiting travel, avoiding crowded areas, using no-contact greetings, and
physically distancing themselves from others. [1]
Aim:
To analyze potential benefits telehealth during the course of the current SARS COV 2
pandemic.
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Material and methods:
A literature review. Pubmed, Scopus, Medline, Google Scholar were searched for
articles.
Results:
Because of the COVID-19 pandemic, healthcare providers are changing the way they
deliver care. Focus and resources have shifted from mundane everyday conditions towards the
greater needs. To protect patients and staff from infection access to traditional face-to-face
consultations is also restricted. The main task health care systems worldwide are now facing
is how to sustain the capacity to provide service not only for those afflicted with COVID-19,
but also for those suffering from other acute and chronic diseases, while protecting the health
personnel. It is no surprise that health systems globally are resorting to telemedicine to
provide care while keeping patients in their homes. [3]
With the onset of COVID-19 it has become obvious that a part of outpatient visits can
be managed effectively through telemedicine service without compromising their health or
quality of care and the requisite infrastructure for connectivity is widely available. [3]
Telemedicine is an ideal candidate to supplement the imposed restrictions and address
problem which would arise from social distancing and isolation. It could be used for
consultations and tracking of patients with COVID-19 and help with remote assessment and
provision of care. [20] Apart from all the logistic improvements and technological
advantages, the implementation of telemedicine during the COVID-19 crisis will help
patients’ mental wellbeing by enabling isolated individuals to receive timely information and
to maintain a sense of social belonging. [16]
COVID 19 is a dangerous disease and the focus needs to be on ways to slow its’
progress. Hygiene, social distancing and isolation have shown effective, but have also brought
with themselves a number of consequences, which have been overlooked by the media and
physicians. The lack of social contacts and support from friends and family degrade normal
social support systems and cause loneliness, which risks worsening to anxiety and depressive
symptoms. [20] Clinical and nonclinical staff are also at risk of psychological distress as they
are expected to work longer hours with a high risk of exposure to the virus. This may also
lead to stress, anxiety, burnout, depressive symptoms, and the need for sick or stress leave,
which would have a negative impact on the capacity of the health system to provide services
during the crisis. [14]
Isolation and spending prolonged periods with the same people in confined space,
social distancing and restrictions, working from home, and the abrupt change in pre-pandemic
life-style have severely increased the mental pressure and stress on most people. Levels of
anxiety increase from fears of contamination, stress, grief, and depression triggered by
exposure to the virus, and through influences from the consequences of the social and
economic mayhem that is occurring on individual and societal levels. [24] This would lead to
increased need for mental healthcare services. At the same time patients with preexisting
condition also require their face-to-face therapy and are at increased risk for exacerbation due
the extreme conditions. In an attempt to reduce the risk of infections, many mental health care
providers in afflicted countries have closed their practices, to provide adequate care for both
old and new patients a shift in mental health care provision towards online prevention and
treatment will be required. [2]
While the threat of virus infection and consequences of long-term isolation will have
direct effect on the mental state of the population, the expected recession following the global
pandemic will lead to a second wave of mental crisis. [8] Research on the topic suggests, that
11
Volume X, 2020, Number 1: MEDICAL BIOLOGY STUDIES,
CLINICAL STUDIES, SOCIAL MEDICINE AND HEALTH CARE

Science & Technologies
economic recessions are associated with negative mental health outcomes. This is especially
true for psychological wellbeing, common mental disorders, substance disorders, and suicidal
behavior. Mental health workers need to pay attention to high risk groups: the unemployed,
those in debt or facing financial difficulties, people with pre-existing mental health problems,
and families with children.
Over the course of the last two decades several methods have proven useful for
providing quality mental care. These include e-mail, text messages, smartphone apps, online
forums, videoconferencing [27]. Despite existing for decades, mental telehealth provision has
met low acceptance from both physicians and patients, and still has no method of
reimbursement in some countries. Telemedicine could provide agility, flexibility, and
resilience - essential skills for 21-st-century institutions, particularly when unforeseen
disruptive viruses and devastating events driven by climate change are likely to be
increasingly common. Once mental health care institutions have developed the capabilities of
serving their patients via videoconferencing and other digital technologies, there is little
reason for them to give these up, in view of the many advantages. [4] During the COVID 19
pandemic several countries have already implemented telemental health services. China has
initialized such a program, prioritizing high risk people and their families, and including
counseling, supervision, training, as well as psychoeducation through a variety of platforms.
[27] In Australia, a similar system already existed. Created for providing support in
emergency situations, such as long-term drought and bushfires, by videoconference it is now
used for coping with the consequences of social distancing. [23] The Australian Government
also enabled a greater range of telehealth services, including telehealth consultations with
general practitioners and specialists. These however, were restricted to special needs groups.
As a side benefit of e-health implementation person-to-person contact has also been
decreased, reducing the risk of exposure of noninfected but susceptible patients in waiting
room areas.
Torous et al. suggest telehealth is the right solution to deliver mental health care in
today’s crisis. According to them the only reason for patients not to participate in it are if they
are unable or unwilling to do so. Historically e-health implementation has faced many
barriers, the need for decisive action has led to the temporary waiving of numerous rules and
regulations around telehealth by the US government. They report high efficacy and
satisfaction from patients and physicians, suggesting telemental care may become normal
practice after the crisis. [21]
The pandemic won’t just influence the mental state of the heathy, fearing infection,
and mentally ill, lacking treatment. Those with chronic diseases will also have restricted
access to healthcare services. A severely influenced grouped would be those with chronic
pain, as chronic pain management and pain management providers face the challenge of
delivering face-to-face service through different modes. [7] Factors such as older age,
population density, socioeconomic gradient, smoking prevalence, levels of chronic disease
morbidity, availability of diagnostic testing, and access to health care would also influence the
mental resilience of the patients. Longer-term, healthcare workers are likely to be at higher
risk of lasting psychological morbidity based on evidence from the 2002 to 2003 SARS
epidemic. [13] With treatment not readily available will lead to increase in serious mental
problem for the patients, which as mention above is also a problem. This would have serious
long and short-term consequences for both the individual and the healthcare system. [9] To
overcome this hindrance teleconsultation could be used, with variety of method: from
telephone [19] to short messages and video conferencing [15].
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Discussion and conclusion:
The critical situation worldwide has led to a tide of e-health implementation and where
previously it met resistance and opposition, it is now more widely accepted. Unfortunately,
this has led to headfirst jump into e-health technologies without consideration for long term
consequences and repercussions. Despite the urgent nature of the pandemic, we should
consider which aspects of e-health are appropriate and which have not undergone enough
testing or have not proven efficient enough, before implementing them.
Telemedicine has existed since the early 2000. Medical workers have been shown to
feel unprepared to utilize telemedicine effectively and uninformed about the laws governing
telemedicine use. Training physicians in the usage of digital health provision will not help
immediately during the current crisis, but would create a competent workforce, which could
react adequately in future such situations. Hilty et al. consider appropriate teaching methods
case-based learning, and for content area such as Knowledge clinical decision support tools.
[10] Of importance is that training begins as early as possible. The developed proficiency in
core competencies in patient care, medical knowledge, and practice-based learning are higher
when training begins at undergraduate level as compared to graduate or postgraduate level.
[5] Currently telemedicine training in undergraduate education is showing promise, with more
than a quarter of medical schools having preclinical telemedicine training in one or more
diverse ways, and that almost half of medical schools have found organic ways to incorporate
telemedicine exposure into students’ clerkship curriculum is promising. [22]
Training physicians is only part of the equation. Many people find using modern
technologies a normal part of their everyday life, on the other side of the digital divide are the
elderly, the people with low socio-economic status and education. Effort must be made to
educate the population so that telemental services can be used to their full potential. [21] A
Digital Opportunities for Outcomes in Recovery Services (DOORS) program exists, offering
6-8 weeks of group sessions to develop smartphone skills and competences. The program has
been well received by those with serious mental illness and is freely shareable for others to
expand upon. [25]
Limitations
Due to the rapidly changing situation of the COVID-19 crisis and constant
publications of new literature on this topic, it is likely that more has been published since the
initial search was conducted.
Literature:
1. "Advice for public". World Health Organization.
2. Asmundson GJ, Taylor S. How health anxiety influences responses to viral outbreaks like
COVID-19: What all decision-makers, health authorities, and health care professionals
need to know. Journal of Anxiety Disorders. 2020 Mar 10;71:102211-.
3. Bashshur R, Doarn CR, Frenk JM, Kvedar JC, Woolliscroft JO. Telemedicine and the
COVID-19 Pandemic, Lessons for the Future. Telemedicine and e-Health. 2020 Apr 8.
4. Blumenstyk G. The Chronicle; 2020. Why Coronavirus Looks Like a ‘Black Swan’
Moment for Higher Ed.https://www.chronicle.com/article/Why-Coronavirus-Looks-Likea/248219 Published March 11, 2020.
5. Boyers LN, Schultz A, Baceviciene R, Blaney S, Marvi N, Dellavalle RP, Dunnick CA.
Teledermatology as an educational tool for teaching dermatology to residents and medical
students. Telemedicine and e-Health. 2015 Apr 1;21(4):312-4.

13
Volume X, 2020, Number 1: MEDICAL BIOLOGY STUDIES,
CLINICAL STUDIES, SOCIAL MEDICINE AND HEALTH CARE

Science & Technologies
6. "COVID-19 Dashboard by the Center for Systems Science and Engineering (CSSE) at
Johns Hopkins University (JHU)". ArcGIS. Johns Hopkins University
7. Eccleston C, Blyth FM, Dear BF, Fisher EA, Keefe FJ, Lynch ME, Palermo TM, Reid
MC, de C Williams AC. Managing patients with chronic pain during the COVID-19
outbreak: considerations for the rapid introduction of remotely supported (eHealth) pain
management services. Pain. 2020 May;161(5):889.
8. Frasquilho D, Matos MG, Salonna F, Guerreiro D, Storti CC, Gaspar T, Caldas-deAlmeida JM. Mental health outcomes in times of economic recession: a systematic
literature review. BMC public health. 2015 Dec;16(1):115.
9. Glod SA. The other victims of the opioid epidemic. New England Journal of Medicine.
2017 Jun 1;376(22):2101-2.
10. Hilty D, Chan S, Torous J, Luo J, Boland R. A Framework for Competencies for the Use
of Mobile Technologies in Psychiatry and Medicine: Scoping Review. JMIR mHealth and
uHealth. 2020;8(2):e12229.
11. Kallings LO. The first postmodern pandemic: 25 years of HIV/AIDS. Journal of internal
medicine. 2008 Mar;263(3):218-43.
12. Li J, Moore N, Akter S, Bleisten S, Ray P. mHealth for influenza pandemic surveillance
in developing countries. In2010 43rd Hawaii International Conference on System
Sciences 2010 Jan 5 (pp. 1-9). IEEE.
13. Maunder RG, Lancee WJ, Balderson KE, Bennett JP, Borgundvaag B, Evans S,
Fernandes CM, Goldbloom DS, Gupta M, Hunter JJ, Hall LM. Long-term psychological
and occupational effects of providing hospital healthcare during SARS outbreak.
Emerging infectious diseases. 2006 Dec;12(12):1924.
14. Maunder RG. Was SARS a mental health catastrophe? Gen Hosp Psychiatry
2009;31:316–317.
15. McGeary DD, McGeary CA, Gatchel RJ. A comprehensive review of telehealth for pain
management: where we are and the way ahead. Pain Practice. 2012 Sep;12(7):570-7.
16. Pappot N, Taarnhøj GA, Pappot H. Telemedicine and e-Health Solutions for COVID-19:
Patients' Perspective. Telemedicine and e-Health. 2020 Apr 24.
17. Porta, Miquel, ed. (2008). Dictionary of Epidemiology. Oxford University Press.
p. 179. ISBN 978-0-19-531449-6
18. "Q&A on coronaviruses". World Health Organization. 8 April 2020
19. Roser M. Our world in data. Oxford Martin Programme on Global Development; 2011.
20. Smith EM. Ethnic minorities: Life stress, social support, and mental health issues. The
Counseling Psychologist. 1985 Oct;13(4):537-79.
21. Torous J, Myrick KJ, Rauseo-Ricupero N, Firth J. Digital mental health and COVID-19:
Using technology today to accelerate the curve on access and quality tomorrow. JMIR
mental health. 2020;7(3):e18848.
22. Waseh S, Dicker AP. Telemedicine training in undergraduate medical education: mixedmethods review. JMIR medical education. 2019;5(1):e12515.
23. Wilson A, Moretto N, Langbecker D, Snoswell CL. Use of Reimbursed Psychology
Videoconference Services in Australia After Their Introduction: An Investigation Using
Administrative Data. Value in health regional issues. 2020 May 1;21:69-73.
24. Wind TR, Rijkeboer M, Andersson G, Riper H. The COVID-19 pandemic: The ‘black
swan’for mental health care and a turning point for e-health. Internet Interventions. 2020
Mar 19.
25. Wisiewski H, Torous J. Digital Navigators to Implement Smartphone and Digital Tools in
Care. Acta Psychiatrica Scandinavica. 2020 Jan 13.
14
Volume X, 2020, Number 1: MEDICAL BIOLOGY STUDIES,
CLINICAL STUDIES, SOCIAL MEDICINE AND HEALTH CARE

Science & Technologies
26. World Health Organization. Informal consultation on influenza pandemic preparedness in
countries with limited resources: Kuala Lumpur, Malaysia, 23-25 June 2004. Geneva:
World Health Organization; 2004.
27. Zhou X, Snoswell CL, Harding LE, Bambling M, Edirippulige S, Bai X, Smith AC. The
role of telehealth in reducing the mental health burden from COVID-19. Telemedicine and
e-Health. 2020 Apr 1;26(4):377-9.

15
Volume X, 2020, Number 1: MEDICAL BIOLOGY STUDIES,
CLINICAL STUDIES, SOCIAL MEDICINE AND HEALTH CARE

