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Introduction 

In recent years, the advances in medical science have enabled 
people to live longer, but these advances have been mostly in 
the area of the physical aspects of health. Extending the 
lifespan, while a positive trend, has added to the complexity of 
mental health in many circumstances. As people age, chronic 
illnesses often worsen, and chronic pain frequently becomes 
part of a person’s daily life. Other issues also exacerbate the 
issues of mental health. A person’s retirement and savings might 
prove to be inadequate to provide for the maintenance of their 
lifestyle into their extended life. These and many other factors 
combine to make maintaining a positive mental health difficult. 
Fifty percent of people living with mental illnesses do not seek 
professional treatment. This leads to many alternative 
modalities of treatment that include self-medicating (which is 
using unsupervised drugs and alcohol) and self-diagnosis (using 
mediums like WebMD) [1]. Additionally, there are fewer doctors 
electing to complete psychiatry residency and of the 
psychiatrists that are practicing, fewer are accepting insurance 
as payment for their services [2]. One significant advance in 
mental healthcare over the last decade has involved the delivery 
of mental health services in alternative modalities. Telemedicine 
is one of the biggest changes to healthcare providing options for 
doctors and patients [3]. Telemedicine is the remote delivery of 
healthcare services, such as health assessments or consultation, 
over the telecommunications structure. Telemedicine provides 
convenience, anonymity, lower costs, and easier access to 
psychiatrists. According to PwC Health Research Institute, 
patients are willing to use Telehealth service for a wide range of 
mental health disorders from depression to attempted suicide. 
Telehealth providers are required to encrypt and transfer the 
signal between multiple servers to protect the interaction with 
their patients [4]. Psychiatrists use telehealth in a variety of 
applications to include office visits, hospitals, prisons, schools, 
workplace assessments, and in psych-deserts. 

Psych deserts are rural areas that do not have mental health 
care providers. These areas are often forced to use other 
healthcare specialists like Internal Medicine or Pediatricians to 
provide mental health care. According to a recent report, mental 
health issues in the workplace [5] especially depression 
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Abstract 

The primary purpose of this study was to conduct a clinical 
trial to compare the provision of psychiatric evaluation and 
medication interventions in a Virtual Out of Office format 
(VOO) with the provision of psychiatric evaluation and 
medication interventions in a Virtual in-Office psychiatric 
encounter (VIO) among adults in Louisiana seeking 
psychiatric services for the treatment of depression. This 
study was classified as a pretest-posttest control group non- 
inferiority double-blind experimental design. Each patient 
took a self-rated instrument at baseline and at week 8. The 
study tested the two interventions (VOO and VIO) by way of 
changes in overall function and changes in perceptions of 
stigma. The final sample was 150 total number randomly 
assigned and 120 eligible participants providing usable data 
with 75 participants in VIO treatment group and 45 
participants in VOO treatment group. The Virtual-Out-of-
Office (VOO) treatment level was more effective in reducing 
the perceived Stigma associated with receiving psychiatric 
treatment than for the Virtual-in- Office (VIO) treatment. 
The VOO group had a significant reduction in the overall 
Stigma score (pre-test mean=1.97, post-test mean=1.52, 
t=2.629, df=24, p=0.015) and the Stigma-Intrinsic sub-scale 
score (pre-test mean=2.02, post- test mean=1.46, t=2.697, 
df=24, p=0.013) in the study. The VIO group showed no 
significant difference in any of the Stigma scores between 
pre-test and post-test measurements. The Virtual-Out-of-
Office (VOO) treatment level was more efficacious in treating 
Depression associated with receiving psychiatric treatment 
than for the Virtual-in- Office (VIO) treatment group. The 
VOO group had a significant reduction in the Depression 
score (pre-test mean=3.05, post-test mean=1.71, t=5.406, 
df=24, p ≤ 0.001) in the study. Although the VIO group 
showed a significant reduction in the Depression score (pre-
test mean=2.89, post-test mean=2.32, t=3.265, df=46, 
p=0.002), the VOO group showed a substantially greater 
reduction in Depression scores. Both treatment groups were 
effective in reducing depression which is consistent with 
literature and the practice of treating depression. 
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and anxiety, have a significant impact on the US economy with 
an estimated cost of 1 trillion dollars per year in lost 
productivity. 

Healthcare organizations and systems can take advantage of 
the aid and assistance virtual platforms offer such as anonymity 
and freedom from stigma. Among the 50% of individuals with 
mental illnesses who do not seek treatment of any kind, their 
perceptions of a stigma associated with receiving a diagnosis of 
mental illness is among the leading factors influencing their 
decision to handle their illness on their own. These technological 
tools can lead to better and increased trust between the 
organization and the patient [6]. Social determinants have a 
major impact on people’s healthcare and have been identified as 
fundamental to increased benefits in delivering healthcare such 
as better use of health services, involvement in medical 
decisions, and education about health choices [7]. The new 
model of successful healthcare delivery includes the provider 
organizations, patients, and beneficiaries [8]. Healthcare 
organizations that share knowledge and other assets increase 
social capital in healthcare when they improve quality of life 
within a community [9]. As consumers come to demand more 
control in their healthcare decisions, virtual healthcare will be 
one of many platforms that will support sound medical and 
consumer decision making [10]. It is imperative that 
organizations rise to meet the ever-changing healthcare 
environment. 

Telemedicine is one of the biggest changes to healthcare in 
the past decade providing options for doctors and patients [3]. 
Telemedicine is the remote delivery of healthcare services, such 
as health assessments or consultation, over the 
telecommunications structure. It provides convenience, 
anonymity, lower costs to patients, and access to psychiatrists. 

According to [1] as many as two thirds of people diagnosed 
with mental illness do not seek treatment. The internet provides 
opportunities for healthcare providers to reach patients they 
would not otherwise be able to reach. This decade has afforded 
mental health providers the opportunity to deliver low-cost 
healthcare to patients in a virtual face to face environment, i.e., 
telehealth [11]. Telehealth is a cost-effective investment that 
aids in the delivery of mental health services [12]. 

 
 

Economic trends 

There are economic indicators that may contribute to the 
poor availability of psychiatrists in the United States. 
Psychiatrists, by the nature of their job, spend more time with 
their patients than other specialties. Psychiatrists spend on 
average, 30 minutes to an hour with their patients which means 
they can see one to two patients per hour whereas internist may 
see up to seven patients per hour [13]. Patients with comorbid 
conditions require more time from psychiatrists. Psychiatrists 
must consider treating the entire patient instead of “from the 
neck up” symptoms which further reduces the number of 
patients they treat in a day [14]. 

Many rural communities do not have psychiatrists and people 
with mental illness in rural communities are more likely to be 
hospitalized because they do not seek treatment due to stigma 
and the proximity to mental health professionals [15]. Patients 
are more conscious of the need for mental health services and in 
the past decade there are more intentional collaboration 
between psychiatrists and internists to combat the 
overwhelming demand for psychiatric services. In many 
instances the internists must provide psychiatric services, 
however limited, to address the mental illness in the patients 
seen for internal medicine needs. Olfson et al. note that 
although there are efforts to treat mental illness in primary care 
settings, managed care organizations disincentivize primary care 
physicians to treat mental illness with challenging treatment 
policies that deny payment to physicians for both physical and 
mental health services on the same day [16]. 

 

Technology in healthcare 

Psychiatrists of the 21st century have other treatment 
modalities to compliment pharmacological agents. There has 
been a shift from curing mental illness to awareness that mental 
illness can be at best treated through symptom management. As 
technology continues to improve, mental health providers have 
the tools needed to not only treat and manage psychiatric 
diseases but develop a cure [17]. Technology has enabled more 
efficient means by which providers can deliver better outcomes 
and build trust with their patients. The internet plays a central 
role in providing information to patients. “It is also becoming a 
platform for convening social networks and creating health 
information” [10]. 

 

Telepsychiatry 

The concern of a shortage of psychiatrists in the United States 
has been noted in literature since the early 2000’s. A 2003 
Canadian survey of psychiatric trends indicated that by 2018 
there would be a shortage of psychiatrists [18]. The need to 
provide access to psychiatrists, particularly in underserved areas 
has been an emergent concern. Telemedicine, synonymous with 
Telehealth and Telepsychiatry are tools that can help increase 
access to psychiatric services [19]. Telepsychiatry uses electronic 
communication to provide psychiatric care at a distance and 
includes telephone, facsimile, electronic mail, Internet and live 
imaging in a two-way audio-video format [19]. Perednia and 
Allen [20] define telemedicine as “the use of telecommunication 
technologies to provide medical information and services”. 
Telepsychiatry has the capacity and potential to deliver mental 
healthcare to settings that otherwise would not receive the care 
due to limited access or self-limiting factors such as stigma [21]. 

Telepsychiatry is a reliable means of gathering clinical 
interview data [22]. Many psychiatrists are not comfortable with 
the technology despite numerous studies that the technology is 
as efficacious as a traditional face to face visit. Residents trained 
in Telepsychiatry are well versed to address the mental health 
challenges impacting communities in the United States [23]. The 
rapid growth and use of smartphone technology have emerged 
as a new frontier for Telepsychiatry. Behavioral healthcare 
services are delivered via apps and internet through 
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smartphones. Smartphone applications can collect pertinent 
and real time data for clinical use. As smartphones develop and 
improve camera functionality, smartphones enable psychiatrists 
the ability to see their patients in real time [21]. 

 

Patient satisfaction 

Telepsychiatry is well received by patients. In a randomized 
trial of 140 patients over 24 weeks, Telepsychiatry was as 
efficacious as face-to-face interactions with psychiatrists in a 
rural outpatient setting [24]. Brodey, Claypoole, Motto, Arias, 
Goss [25] carried a study comparing 20 patients seen via 
Telepsychiatry to 23 patients seen in a traditional face to face 
setting, determined that patients that were seen via 
Telepsychiatry were as satisfied as were the patients that were 
seen face to face. Although the efficacy data is scare on 
telepsychiatry in various settings, it is generally well received 
from both patients and doctors [26]. Doctors surveyed in a 2015 
comparative study between Telepsychiatry and face to face 
visits, psychiatrists were well satisfied with treating their 
patients via Telepsychiatry platforms. Of the psychiatrists 
surveyed, 62% preferred face to face encounters [27]. 

 

Problem statement and research purpose 

The primary purpose of this study was to conduct a clinical 
trial to compare the provision of psychiatric evaluation and 
medication interventions in a Virtual Out of Office format (VOO) 
with the provision of psychiatric evaluation and medication 
interventions in a Virtual in-Office psychiatric encounter (VIO) 
among adults in Louisiana seeking psychiatric services for the 
treatment of depression. 

 

Objectives of the study 

Objective 1: Describe adults in Louisiana seeking psychiatric 
services for the treatment of depression on the following 
selected demographic characteristics: Race, Age, Gender and 
Employement Status.  

Objective 2: Describe adults in Louisiana seeking psychiatric 
services for the treatment of depression prior to receiving 
treatment and after the completion of treatment on the 
following psychiatric characteristics: Stigma and Depression. 

Objective 3: Compare adults in Louisiana seeking psychiatric 
services for the treatment of depression who receive a Virtual 
Out-of-Office (VOO) treatment vehicle with those who receive a 
Virtual In-Office Treatment (VIO) vehicle on the following 
psychiatric characteristics: Stigma and Depression. 

 

Methods and Materials 

This study is classified as a pretest-posttest control group non- 
inferiority double-blind experimental design diagrammed using 
configurations from [28] as follows: 

R O1 XE O2 

R O3 XC O4 

The target population was adults presenting with symptoms 
of Depression that work or reside in the nine parish region 

known as the Capital Region. The accessible population was 
adults presenting with symptoms of Depression that work or 
reside in the nine parish region known as the Capital Region that 
are seeking treatment from a psychiatric service organization in 
Louisiana. 

The original intent was to have a total sample of 120 
participants with 60 in VIO and 60 in VOO treatment groups. 
However, due to participant withdrawal and other factors of 
ineligibility, the final sample was 150 total number assigned and 
120 eligible participants providing usable data with 75 
participants in VIO and 45 participants in VOO. Study 
participants were randomly assigned to either out of office 
(VOO) or in office (VIO) treatment groups. Ultimately 75 
participants were randomly assigned to receive virtual mental 
healthcare delivered via in office (VIO) and 45 patients were 
randomized to receive virtual mental healthcare delivered out of 
office (VOO). The primary purpose of the study was to compare 
the provision of treatment in an out of office versus an in office 
format. Therefore, all treatment services in the study were 
delivered via a virtual environment to control for the potential 
extraneous variable of virtual versus face-to-face delivery of 
treatment. Participants in the VIO group received treatment 
through virtual delivery but were required to come into the 
office for treatment. 

A form was developed by the researcher to include the 
following information for each study participant: Coded 
identifier, age, gender, race, treatment vehicle, employment 
status, primary diagnosis, and scales to measure stigma and 
depression. Identity of the participants was anonymous to the 
researchers. 

There were two self-rating scales used in this study: The 
Depression scale and the Stigma scale. The Depression Scale, a 
six item self-rating scale, was administered to all study 
participants diagnosed with Depression according to the 
Diagnostic and Statistical Manual, 5th ed. (DSM-V) criteria. 

The Stigma Scale is a sixteen-item self-rating scale measuring 
the degree to which stigma is present with the study participant 
in their work or school environment. Initial contacts were made 
with the organization’s Clinical Director by the researcher to 
secure permission to conduct this research study. Meetings were 
then held with the Case Management Supervisor, and 
organizational leadership to explain the purpose of the study, 
discuss the data collection procedures, and to secure support for 
the project. Approval was also granted by Louisiana State 
University’s Internal Review Board. Subjects who requested to 
become a patient at the test location completed intake 
paperwork and the intake coordinator submitted the packet to a 
psychiatrists for review and approval. Upon approval the patient 
was sent to clinical paperwork via DocuSign which included the 
study instruments. The patient would be reassessed at the 8- 
week point in their treatment. Patients in the VIO arm were 
given the instrument while they were on-site and the patients in 
the VOO arm were given the instrument via DocuSign. 
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Results 

Objective 1 

The first objective was to describe study participants on the 
following demographic characteristics: Race, Age, Gender and 
Employment status. 

Age 

The first variable on which study participants were described 
was their age at the time they entered the study. The mean age 
of the participants in the study was about 35 (mean 34.6, 
SD=11.89), and the ages ranged from a low of 18 to a high of 79 
years old. 

Race 

The next variable examined was the race of the participants. 
The 6 categories consisted of American Indian, Asian, Black, 
Native American, White, and Hispanic. While the participants 
were categorized into 6 race groups, 95% of participants were 
white (n=74, 61.7%) or black (n=40, 33.3%). The other categories 
collectively consisted of 4.9% (one participant in each of the four 
categories). 

Gender 

The next variable examined was the gender of the 
participants. The majority of the participants (n=91, 75.8%) 
reported their gender as female and 24% (n=29) of the study 
participants reported their gender as male. 

Employment status 

The next variable studied was the study participant’s 
employment status. The employment categories were 
Unemployed, Part-Time, Full-Time, Student, Retired, and No 
Response. The majority (n=71, 59.7%) of study participants 
indicated that they were employed full-time. Only two (1.7%) of 
the participants indicated that they were employed part-time 
(Table 1). 

 

Employment status Frequency Percentage 

Full-time 71 59.7 

Unemployed 32 26.9 

Student 11 9.2 

Part-time 3 2.5 

Retired 2 1.7 

Total 119 100 

Table 1:Employment status of adult participants who sought 
virtual psychiatry service for depression. 

 

Objective 2 

The second objective was to describe adults in Louisiana 
seeking psychiatric services for the treatment of depression 
prior to receiving treatment and after the completion of 
treatment on the following psychiatric characteristics: Stigma 
and Depression. The first variable measured was the pre-test 

measurement for the variable Stigma. Study participants rated 
their level of agreement on a total of 16 statements. “Strongly 
agree” was assigned a value of five while “strongly disagree” was 
assigned a value of one. 

To examine the pre-test measurement of perceived Stigma 
associated with seeking psychiatric treatment among study 
participants the researcher conducted a factor analysis to 
determine if underlying constructs existed in the scale. One of 
the key assumptions underlying the use of factor analysis is that 
the data is normally distributed. Therefore, the researcher 
examined the items for degree of deviation from normality using 
the Shapiro-Wilks test. Additionally, the measure of sampling 
adequacy (MSA) was examined for both individual items and the 
overall Stigma scale to determine if the correlation matrix had 
adequate relationships to justify the use of factor analysis [29]. 
All data met the assumptions for use of factor analysis. The 
analysis was conducted as a principal components analysis with 
a varimax rotation. 

To determine the number of factors to be extracted from the 
scale’s responses, the researcher used a combination of the 
Latent Root criterion and the scree plot technique. Using the 
latent root criterion, only factors that explain at least the 
equivalent of a single variable are extracted [29]. The scree plot 
technique enables the researcher to identify the optimum 
number of factors based on the relative proportions of unique 
variance to common variance among the extracted factors [29]. 
Using a combination of these criteria the researchers 
determined that there were two underlying constructs in this 
scale. Based on the items included in each of the two sub-scales, 
the sub-scales were labeled as “Intrinsic Factors” and “Extrinsic 
Factors.” 

A pre-test scale score was computed for each participant on 
each of the two identified underlying constructs. On the 
“Intrinsic Factors” pre-test sub-scale, the scores ranged from a 
low of 1.0 to a high of 4·73 (mean=2.16, SD=1.061). On the 
“Extrinsic Factors” pre-test sub-scale score, the values ranged 
from 1.00 to 4.60 with a mean of 2.12 (SD=0.767). An overall 
Stigma pre-test score was then computed as the mean of the 
responses to the 16 items in the scale. The mean of this overall 
score was 2.12 (SD=0.925), and the values ranged from a low of 
1.00 to a high of 4.25. A scale score was computed for each 
participant on each of the two identified underlying constructs 
at the post-test measurement. On the “Intrinsic Factors” post- 
test sub-scale, the scores ranged from a low of 1.00 to a high of 
4.00 (mean=1.78, SD=0.912). On the “Extrinsic Factors” post-test 
sub-scale score, the values ranged from 1.00 to 4.00 with a 
mean of 1.89 (SD=0.740). 

 

Depression 

The second variable measured was the pre-test measurement 
for the variable Depression. Study participants rated their level 
of agreement on a total of 6 statements. “Strongly agree” was 
assigned a value of five while “strongly disagree” was assigned a 
value of one. To examine the pre-test measurement on the 
Depression scale reported by study participants the researcher 
conducted a factor analysis to determine if underlying 
constructs existed in the scale. To determine the number of 
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factors to be extracted from the scale’s responses, the 
researcher used a combination of the Latent Root criterion and 
the scree plot technique. Using a combination of these criteria 
the researcher determined that there were no underlying 
constructs in this scale. An overall pre-test Depression scale 
score was computed for each participant. The overall Depression 
pre-test score was computed as the mean of the responses to 
the 6 items in the scale. The mean of this overall score was 3.01 
(SD=1.14), and the values ranged from a low of 1.00 to a high of 
5.00. A higher score indicates a higher level of depression. A 
Depression post-test score was also computed using the 
responses from the participants taken after the treatment was 
completed. As with the pre-test score, this score was computed 
as the mean of the six items in the Depression scale. These 
Depression post-test scores ranged from a low of 1.00 to a high 
of 4.83 (mean=2.12, SD=1.04). 

 

Objective 3 

The third objective of the study was to compare adults in 
Louisiana seeking psychiatric services for the treatment of 
depression on their post-test measurements of the Stigma and 
Depression by treatment delivery vehicle (VOO and VIO) in the 
study controlling for corresponding pre-test measurements. 
Even though individual subjects were randomly assigned to 
treatment groups which created equivalent groups within the 
limits of random error, a larger mortality from the VOO group 
than for the VIO group could have created differences in the 
groups. Therefore, the Analysis of Covariance test was utilized as 
an attempt to control for any non-equivalence between the 
groups. When the treatment vehicle groups were compared on 
the three post-test Stigma scores (Intrinsic Stigma, Extrinsic 
Stigma, and Overall Stigma) controlling for the respective pre- 
test Stigma scores, examination of the results revealed that the 
participants who received the Virtual Out-of-Office (VOO) 
treatment vehicle had significantly lower scores on all three of 
the Stigma measures than the group who received the Virtual In- 
Office treatment vehicle. This indicates that the participants who 
received their treatment for depression in an out-of-office 
modality experienced significantly lower levels of Stigma often 
associated with receiving psychiatric services than did those who 
received their treatment in an in-office modality (Tables 2-4). 

a
Adjusted group means: Virtual In-Office (n=48, M=1.92, 

SE=0.099); Virtual Out-of-Office (n=25, M=1.505, SE=0.0138). 
 

Source df MS F p 

Extrinsic 

stigma pre- 

test scores 

1 8.342 20.299 <0.001 

Treatment 

vehiclea 

1 1.785 4.343 0.041 

Within 

groups 
70 0.411 .. .. 

Total 72 .. .. .. 

Table 3:Comparison of post-test extrinsic stigma scores by 
treatment vehicle (VIO and VOO) controlling for pre-test 
extrinsic stigma scores among adults seeking psychiatric services 
for the treatment of depression in Louisiana. 

a
Adjusted group means: Virtual In-Office (n=48, M=2.001, 

SE=0.093); Virtual Out-of-Office (n=25, M=1.671, SE=0.0128). 
 

Source df MS F p 

Extrinsic 

stigma pre- 

test scores 

1 17.683 47.07 <.001 

Treatment 

vehiclea 
1 2.528 6.729 0.012 

Within 

groups 
70 0.376 .. .. 

Total 72 .. .. .. 

Table 4:Comparison of post-test overall stigma scores by 
treatment vehicle (VIO and VOO) controlling for pre-test overall 
stigma scores among adults seeking psychiatric services for the 
treatment of depression in Louisiana. 

a
Adjusted group means: Virtual In-Office (n=48, M=1.948, 

SE=0.089); Virtual Out-of-Office (n=25, M=1.555, SE=0.0123). 

Additionally, the treatment groups were compared on their 
level of depression as measured by the depression scale. As with 
the Stigma measures, the Depression pre-test scores were used 
as a covariate to control for any differences that were created in 
the treatment groups as a result of experimental mortality. 
Examination of the analysis revealed that the VOO group 
exhibited significantly lower Depression scores on the post-test 
measure (M=1.670, SD=0.920) than was found among the 
participants in the VIO group (M=2.342, SD=0.919) (Table 5) 

 
 
 
 
 
 

Table 2:Comparison of post-test intrinsic stigma scores by 
treatment vehicle (VIO and VOO) controlling for pre-test intrinsic 
stigma scores among adults seeking psychiatric services for the 
treatment of depression in Louisiana. 

 
 
 
 
 

Table 5: 

 
 
 
 
 

Comparison 

 
 
 
 
 

of post-test depression scores by 
treatment vehicle (VIO and   VOO) controlling for   pre-test 

Source df MS F p 

Intrinsic 

stigma pre- 

test scores 

1 23.04 48.786 <0.001 

Treatment 

vehiclea 
1 2.866 6.069 0.016 

Within 

groups 
70 0.472 .. .. 

Total 72 .. .. .. 

 

Source df MS F p 

Depression 

pre-test 

scores 

1 12.698 15.018 <.001 

Treatment 

vehiclea 
1 7.349 8.691 0.004 

Within 

groups 

69 0.846 .. .. 
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depression scores among adults seeking psychiatric services for 
the treatment of depression in Louisiana. 

a
Adjusted group means: Virtual In-Office (n=47, M=1.948, 

SE=0.134); Virtual Out-of-Office (n=25, M=1.555, SE=0.0184). 
 

Discussion 

Virtual healthcare has been changing the treatment options 
since 2002 across a variety of settings. The technology continues 
to improve and the comfort level with virtual healthcare has 
increased both among patients and physicians. The managed 
care organizations have yet to fully embrace the true potential 
of this technology and its ability to impact the cost of 
healthcare. The cost savings come from physicians and health 
systems treating patients more effectively. People with mental 
illness have higher healthcare costs and do not maintain the 
same life expectancy as people without mental illness. People 
with mental illness often have comorbid conditions that increase 
the total cost of healthcare. These patients have higher 
pharmacy costs, higher hospital costs, alternative medical 
services, and employment costs. All these costs are lower when 
patients receive mental healthcare. 

Reducing the pay for the physician because the patient was 
seen virtually does nothing but increase profits for the insurance 
companies. The physician still rendered their medical expertise 
and maintains their cost of healthcare delivery. The idea that 
virtual medical treatment is cheaper cannot be based on paying 
physicians less. Doing so will widen the gap of psychiatrists that 
accept insurance which results in an increased deficit of 
psychiatrists in an already underserved community. Many 
psychiatrists in the United States do not accept insurance 
because the cost of doing business with insurance companies is 
overbearing. 

Conclusion 
The Virtual-out-of-office (VOO) treatment level was more 

effective in reducing the perceived stigma associated with 
receiving psychiatric treatment than the Virtual-in-Office (VIO) 
treatment level. The implications of this conclusion lie primarily 
in the prospect that if the barrier to seeking mental health 
assistance associated with the perceived Stigma of receiving 
psychiatric helps can be reduced or even removed, individuals 
are more likely to seek and receive the help they need. The 
literature states that 40% of every community is impacted by 
mental health and that 50% of people do not seek the help they 
need. When individuals do not seek the mental health they 
need, it negatively impacts the work environment, family 
dynamics, and societal safety concerns. Virtual mental 
healthcare reduces the Stigma associated with seeking mental 
healthcare and can reasonably reduce this barrier. 

The Virtual-out-of-office (VOO) treatment level was more 
efficacious in treating depression associated with receiving 
psychiatric treatment than for the Virtual-in-office (VIO) 
treatment group. Based on this conclusion and the findings of 
the study, the researcher recommends future depression 
research which replicates this study to determine if the findings 
related to the efficacy of virtual treatment are consistent in 

other geographies. This study was limited to adult patients 
seeking psychiatric treatment for depression. Future research is 
needed on depression in teenagers, specifically the impact of 
virtual psychiatric treatment on career choices and college 
admissions. Employment Status had an impact on Stigma which 
may limit the willingness and success of mental health 
treatment. 

 

Recommendations 

The researcher recommends The Centers for Medicare and 
Medicaid Services (CMS) develops a standardization of 
credentialing, billing procedure requirements, and the 
enforcement of the remittance of claims for insurance 
companies to reduce the burden of administration on 
healthcare service providers. Currently, medical service 
providers must adhere to different rules, policies, and 
procedures with each insurance company associated with 
seeking reimbursement for claims. The efficacy outcomes and 
reductions in stigma in this study demand that more should be 
done to explore the potential to impact the negative effects 
mental illness has on the United States economy, rising 
healthcare costs, and the impact to the quality of life. With the 
declining number of residents entering psychiatry residency 
programs, the aging of psychiatrists currently in practice, and the 
prevalence of psychiatrists not accepting insurance, the industry 
is facing a major problem over the next ten years. 

Additional study should be done to determine how doctors 
can be attracted back to psychiatry residency programs. Medical 
schools and residency programs should include in their 
curriculum, instruction on best business practices aimed at 
enabling doctors to make the best decisions about entering 
private practice. The need for virtual healthcare options in the 
United States peaked in March of 2020 with the emergence of 
the Covid-19 pandemic. The pandemic changed the routines of 
every healthcare delivery system in the United States. Legislators 
scrambled to relax antiquated laws to enable healthcare 
providers to deliver the virtual healthcare services needed amid 
the crisis caused by the pandemic. The Drug Enforcement 
Agency (DEA) should remove and or refine the parameters 
associated with the Ryan Haight Act which requires a face-to- 
face visit with a patient before virtual services can be rendered, 
especially in mental health. The administration of psychiatric 
services does not require the psychiatrists to physically touch 
the patient unlike other specialty medical services. 
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