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METHOD


A literature search on the effectiveness and feasibility of conducting group therapy via videoconferencing was conducted on August 22, 2008. Key search terms used were “videoconf*”, “video group therap*”, “teleconf*”, “telepsychiatry”, “telepsychology”, “group therap*”, “therap*”, “mental health therap”, and “mental health”. These terms were used to search Academic Search Premiere, PsycARTICLES, Psychology and Behavioral Sciences Collection, PsycINFO, and Google Scholar databases. From this initial search, three articles were identified as most pertinent for review.  The first article is The Effectiveness of Cognitive-Behavioral Group Therapy For Loneliness via Inter-Relay-Chat Among People With Physical Disabilities (Hopps, Pepin, and Boisvert, 2003). The second article is Clinical Applications of Telehealth in Mental Health Care (Stamm, 1998). The third article is A Clinical Trial to Test the Feasibility of Telehealth Psychoeducational Intervention for Persons with Schizophrenia and Their Families: Intervention and 3-Month Findings (Rotondi et al, 2005). 

Telepsychiatry is defined as “the use of telecommunication and information technology to provide access to health assessment, diagnosis, intervention, consultation, supervision, and information across distance” (Hopps, Pepin, and Boisvert, 2003), and is a growing field within the mental health industry. The terms telepsychiatry and telehealth will be used interchangeably throughout this review, although telepsychiatry is the most recent and more widely used phrase in academic literature. This review will address outcomes of teleconferenced group therapy, strengths and limitations of telepsychiatry and reviewed literature, and recommendations for implementation of teleconference group therapy.
OUTCOMES
Hopps, Pepin, and Boisvert (2003) compared two groups of disabled individuals reporting loneliness most of the prior month. After an individual assessment, randomly assigned individuals in the control group were placed on a waiting list, while the randomly assigned test group participated in twelve 2-hour group intervention sessions via computer mediated communication (CMC), specifically via internet relay chat (IRC). Prior to involvement in IRC, each individual in the test group was required to read the Social Skills Training Manual for People with Physical Disabilities (Boisvert et al, 1996). Findings indicate that group goal oriented cognitive-behavioral therapy for chronic loneliness, via text-based CMC, resulted in significant improvement in reported feelings of loneliness, acceptance of disability, and social difficulties.
In a review of 64 publications, B. Hudnall Stamm (1998) reported that individuals receiving therapy via video teleconferencing (VTC) reported positive feelings about the therapeutic alliance as often as individuals receiving face-to-face therapy.  Further, Stamm asserts that both clinicians and clients are interested in using technology to avoid disruptive travel. Treatment via VTC can increase consumer access to mental health care, but Stamm argues that in order to avoid harm to clients, clinicians must consider costs, benefits, target populations, and client experience when determining the value of adding telehealth to existing clinical practices.
Rotondi et all (2005) compared 30 individuals with schizophrenia participating in CMC family-based group therapy to a group of individuals with schizophrenia receiving “usual group care”. Individuals with schizophrenia and their family members were involved in an Internet-based program to provide group therapy via CMC. Participants were given access to a Schizophrenia Guide Web Site in which individuals with schizophrenia, their support persons, and clinical staff could communicate in group forum settings. After three months, individuals with schizophrenia who were engaged in the telehealth intervention had a greater reduction in stress and higher perceived social support than their counterparts in the usual care group.

STRENGTHS
Telehealth expands both provider and patient access to mental health care, and can transcend boundaries like economic status, culture, climate, or geography. Hopps, Pepin, and Boisvert (2003) assert “findings indicate that it would be possible to provide some kinds of service to underserved populations” via CMC. Telepsychiatry is especially useful for individuals with limited access to care such as rural, geriatric, or incarcerated populations. B. Hudnall Stamm (1998) reported that improved outcomes were found via self-reports for inmates in a prison telepsychiatry clinic, and that therapy through VTC lessens negative impacts of institutionalization such as incarceration. Most individuals report being at least as satisfied with VTC as they would have been with a face-to-face interaction.


Further, Stamm (1998) argues that the possibility of technological glitches does not outweigh the benefits of increased access, stating “despite the quality, getting to see patients, even poorly, does make a difference.” Additionally, if individuals can receive treatment and stay in their home communities where social support networks are most available, the prognosis is better.
LIMITATIONS
According to Hopps, Pepin, and Boisvert (2003), because computer equipment and software necessary for CMC can be inconsistent, unclear, or low quality, treatment through CMC may not be as effective for therapies whose outcomes and therapeutic alliance are largely influenced by nonverbal communication. Further, because computer equipment can be unreliable, CMC would not apply well to crisis situations when dependable means of communicating are life-or-death.
Although teleconferencing could greatly increase rural access to mental health care, equipment necessary for group therapy via CMC is often more expensive and less available in rural settings (Stamm, 1998). Further, these costs could limit access to treatment by any individual who does not have funds or knowledge to set up teleconference equipment and software without assistance.
Further, clinicians require at least fundamental education about how to practice therapy through CMC. As clinicians can be unfamiliar, uncomfortable, or unwilling to work with technology required for CMC, education and training on the necessary technology is vital. For instance, when using videoconferencing for therapy, clinicians must be aware that colors, textures, and lighting can cause an image to be distracting or distorted. Clinician’s clothing, for instance, must be considered through the eye of the communication device to ensure the clothing will not be more visible than the clinician’s face. Agencies and clinicians must achieve a responsible level of competence before attempting therapy via CMC. 
Finally, another significant challenge to teleconference group therapy is discomfort on the part of client or clinician. Clients express concern about confidentiality, and clinicians worry that CMC will make it harder to establish a new relationship or convey genuineness (Rotondi et al., 2005).

LIMITATIONS OF RESEARCH
While a great deal of research exists on the topic of telehealth, little of this research is focused on the implementation of group therapy via teleconference. Of the research reviewed, few studies of group therapy via teleconference are controlled trials. Most studies have a very small sample size that could distort positive findings obtained through statistical analysis. 
Despite the widespread assumption within the literature that teleconference group therapy would be less expensive and more convenient than traditional group therapy; this assumption is not extensively supported or refuted by research. 

RECOMMENDATIONS

Research indicates that before launching a telehealth project, whether or not the program or change in program will improve the standards of care should be considered. Because each group therapy program is unique, teleconferencing should be implemented and utilized in methods specifically designed for target populations and agency resources and ability. To provide individualized care and convey value for the client as a unique individual, face-to-face initial assessment may be necessary. In order to facilitate the therapeutic alliance, best practice often calls for establishing a new relationship in person and then continue treatment via CMC.

The use of manuals or other “pregroup” preparation also helps create beneficial group norms, feelings of group cohesiveness, and consistency.  Additionally, the use of “pregroup” tasks, such as reading a manual, can serve to verify participants’ motivation and standardize the understanding of certain terminology and group expectations (Hopps, Pepin, and Boisvert, 2003). Further research is necessary for comprehensive evaluation of the effectiveness and feasibility of teleconference group therapy. Research on the effectiveness of specific treatment modalities via CMC is also necessary. Further, the relationship between costs and benefits of teleconference group therapy must be explored as they relate to specific circumstances.
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