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AbstrAct
Background:  Due to the COVID-19 pandemic, and in an 
attempt to reduce the risk of infection, many mental 
health care providers in afflicted countries are currently 
closing their doors for patients who need ambulatory 
face-to-face therapy. The best solution for continuing 
mental health treatment in an epidemic is providing 
mental health care from a distance through telepsychiatry. 
Given that this is the first time that the Department of 
Health and Well-being in the Israel Defense Forces (IDF) 
is making extensive use of telepsychiatry, a survey has 
been conducted to examine various aspects of its use 
by Mental Health Officers (MHOs). 

Method: 136 MHOs (social workers, psychologists and 
psychiatrists, 64% males, ages 26-47) with varying 
degrees of experience participated in an online survey 
conducted in April 2020 and were asked about various 
aspects of online treatment. 

Results: More experienced MHOs reported less difficulty 
using remote therapy and fewer concerns regarding 
aspects of treatment, compared to less experienced 
MHOs. Degree of confidence in use of remote therapy 
was positively correlated with degree of familiarity with 
patients. Most MHOs reported a positive impact of the 
remote therapy experience but stated that they prefer 
to return to face-to-face therapy once the COVID-19 
pandemic is over. 

Conclusions: Training in remote therapy should be 
provided, especially to less experienced MHOs. Within 
medical constraints, one should strive to see new patients 

face-to-face; however, administrative sessions could 
and should be used remotely to a large extent even in 
routine times.

Address for Correspondence:    Dr. Avishai Antonovsky, Department of Health and Well-being, IDF Medical Corps, Tel Hashomer 5262000, 
Israel   avishai88@hotmail.com 

IntroductIon 
Telemedicine is defined by the World Health Organization 
as the delivery of health care services from a distance 
using electronic means for the diagnosis, treatment, and 
prevention of disease, as well as for research and educa-
tion of health care providers (1). Over the past several 
decades, with significant advances in technology and the 
use of cell phone and internet, the use of remote health 
care has become more widespread (2).

Telepsychiatry is a branch of the telemedicine world, 
which can be defined as providing psychiatric-clinical 
medical services or any other mental health care, from a 
central area to remote geographical or inaccessible areas 
(3). The term “telepsychiatry” is most frequently applied 
to the use of real-time videoconferencing (4). The uses 
made in telepsychiatry can be divided into four main areas: 
educational, administrative, research, and clinical. The 
clinical area, on which this paper focuses, includes aspects 
of evaluation and diagnosis, providing and monitoring drug 
therapy, consultation and training, and psychotherapy (5). 

For the most part, telepsychiatry services are deemed 
effective (6). The ultimate test of telepsychiatry is whether it 
can produce clinical outcomes that are at least equivalent to 
those achieved through face-to-face service (7). In a review 
of research on treatment and evaluation using telepsychiatry 
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(6, 8), the combined evidence suggests that telepsychiatry 
is comparable to face-to-face services in terms of reliability 
of clinical assessments and treatment outcomes, across 
multiple age groups and clinical settings (4). 

Telepsychiatry can also be beneficial for people to whom 
health services are available. Telepsychiatry makes the treat-
ment more accessible and in general more cost-effective in 
terms of time and money. Additionally, the option of receiv-
ing mental health services at the privacy of the patients’ 
home reduces concern about the stigma they may have 
about going to a mental health treatment or testing facility 
(9). These issues make telepsychiatry ideal in many ways, 
but there are also challenges that need to be addressed: 
Sometimes the face-to-face interaction in treatment or 
testing is extremely important; the opportunity to observe 
subtle symptoms in body language does not always exist 
in remote therapy; the establishment of the therapeutic 
alliance and empathic accuracy in distance therapy versus 
traditional face-to-face therapy (10, 11); technical issues 
such as secrecy and privacy. However, despite the draw-
backs, it seems that the telepsychiatry is a useful alternative 
when face-to-face therapy is not possible (3).

The question of the effectiveness of telepsychiatry has 
drawn much interest among researchers and practitioners 
in 2020 in the face of the COVID-19 epidemic, which 
the WHO has labelled a pandemic. As these words are 
written, in November 2020, it is hitting Europe, the USA, 
Australia, and Asia hard. In an attempt to reduce the risk 
of becoming infected, many mental health care providers 
in afflicted countries are currently closing their doors for 
patients who need ambulatory face-to-face therapy. The best 
available solution for continuing mental health treatment 
in an epidemic is providing mental health care from a dis-
tance through telepsychiatry (12). In a study that collected 
data from 145 psychotherapists from North America and 
Europe shortly after a pandemic was declared by the World 
Health Organization, it was found that psychotherapists 
expressed a positive attitude toward online psychotherapy, 
suggesting they were likely to use online psychotherapy in 
the future (13).

the emotIonAl effect of pAndemIcs And coVId-19
The effects of pandemics such as COVID-19 on mental 
health are complex and multi-dimensional (14). First, 
there are mental disorders which occur because of (a) 
preventive actions such as quarantine and isolation, (b) 
contracting the disease individually or by close relatives 
(including loss and bereavement), or (c) financial losses 
and socio-economic problems. Second, there are limita-

tions in maintaining continuous mental treatment for 
those who need it regardless of the pandemic.

One of the most striking effects of pandemics, and more 
specifically the COVID-19 pandemics, is the radical actions 
taken by public health authorities to reduce the rising 
numbers of confirmed cases, such as social distancing. 
While quarantine refers to the case of someone who is a 
suspected carrier, and isolation refers to the case of someone 
who is a confirmed carrier, in both cases social distancing 
is the main measure taken (15). Qiu et al. (16) studied the 
psychological effects of these measures, and found a wide 
variety of psychological problems, such as panic disorder, 
anxiety, and depression.

Since COVID-19 is found to be extremely contagious, 
social distancing might last from two weeks (quarantine) 
and up to a number of weeks in cases of more serious cases 
of testing positive for the virus. In case of populations at 
risk, such as people aged more than 70, chronically ill 
persons and immune deficiency disorders, preventive social 
distancing might last for months (15). People with mental 
health disorders are prone to exacerbations and mental 
comorbidities during a pandemic. People with mental 
disorders can be exposed to more barriers in accessing 
timely health services; and of course, they suffer from social 
distancing like the rest of the population (17). 

In sum, all the above should encourage mental health 
professionals to keep mental health care continuous and 
available even more during a pandemic. The advantages of 
continuing treatment include (a) avoiding consequences of 
public health social distancing, (b) averting exacerbation 
or development of comorbidities for people with mental 
illness, (c) preventing the spread of the virus in that weak 
population, and (d) making sure that patients with mental 
illness will have access to information and medical treatment 
as well as psychological care. 

the emotIonAl effect of mAndAtory  
mIlItAry serVIce And the Idf’s mentAl  
AuthorItIes’ response to coVId-19
Military service in the Israel Defense Forces (IDF) is manda-
tory for both men and women according to national law. 
For some soldiers it can be a stressful and traumatic period. 
New recruits are subject to demands of obedience and 
submission to a hierarchical system, while at the same time 
they are in the midst of a struggle for independence, trying 
to detach from the early attachments of their childhood. 
This unique encounter can lead to crises situations, which 
may be expressed through disciplinary problems, military 
complaints, imprisonment, unit change, non-approved 
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absenteeism from service, changes in soldiers’ physical or 
mental state, and self-injury (18). Before induction, IDF 
recruits undergo screening procedures that include medical 
evaluation, psychometric evaluation, and a basic assessment 
for psychopathology (19). Unfortunately, it is still difficult 
to diagnose and predict future distress or suicidal behavior 
based on data collected during military entry (20).

In March 2020, mental health officers (hereafter MHOs) 
at the IDF received “Guidelines for remote mental health 
intervention in light of the coronavirus epidemic” on behalf 
of the Head of the Department of Health and Well-being of 
the Medical Corps (21). These guidelines emphasized the 
importance of maintaining therapeutic continuity and the 
use of distance therapy as a preferred alternative to absence of 
treatment. These guidelines were in accord with those of the 
Israeli Ministry of Health, which clearly stated: “The number 
of patients physically attending clinics must be reduced, but 
on the other hand there is a duty to respond to patients who 
need it, while maintaining therapeutic continuity” (21). Since 
IDF service is mandatory, the IDF Department of Health 
and Well-being is committed to continue providing therapy 
to soldiers even during times of crisis (22). 

In sum, the use of telepsychiatry has become com-
mon in recent years. Its main use is to provide therapy or 
diagnosis when face-to-face encounters are not possible. 
With the outbreak of the COVID-19 pandemics, face-
to-face therapies were discontinued due to the necessary 
social remoteness or because of the patient’s isolation. But 
mental distress has not been stopped, and the COVID-19 
pandemics may even aggravate mental health disorders. 

The international momentum which the field of telepsy-
chiatry has been gaining even before COVID-19 (2, 4) suggests 
that telepsychiatry is here to stay. This calls for extension of 
empirical research to relevant populations in potential need 
for such therapy, as patients or as providers. Given that this is 
the first time that the Department of Health and Well-being 
in the IDF is making extensive use of telepsychiatry, a survey 
has been conducted to examine the perceptions and attitudes 
of mental health therapists in the IDF regarding remote treat-
ment. Insights from the survey may assist in developing 
strategies for implementing remote therapy beyond military 
populations and for the day after COVID-19.

method
pArtIcIpAnts
The survey was sent to 235 MHOs in the IDF, of whom 136 
participated in the survey (response rate: 57.6%). Among 
participants there were 64% female and 31% male (5% did 

not state their gender) with varied levels of experience: 
55 (40.4%) had been in service for 1-3 years (age range 
26-35, M =29.8); 45 (33.1%) had served 4-7 years (age 
range 29-41, M = 34.4); and 36 (26.5%) had served 8 years 
or more (age range 34-47, M = 42.5). Most respondents 
(71%) were social workers, 25% were psychologists, and 4% 
were psychiatrists. These proportions of ages, experience 
levels and professions are similar to those in the general 
population of 235 MHOs in the IDF. 

We chose to divide the sample population into three 
groups based on role seniority, which expresses the level 
of experience. The first group consisted of MHOs with 
up to 3 years of service in the Department of Health and 
Well-being. These MHOs usually have a Bachelor’s degree 
in social work or are completing their internship in psy-
chology. The second group, with 4-7 years of experience, 
consisted mainly of social workers with a Master’s degree 
(or towards its completion) and psychologists who have 
completed their internship. The third seniority group, with 
8 years of experience or more, consisted of social workers 
who have completed their master’s degree and advanced 
studies (such as psychotherapy schools), specialist clinical 
psychologists and psychiatrists. 

procedure
The survey was administered online using the Google 
Forms platform. A text message was sent to all MHOs in 
the IDF inviting them to participate anonymously. It was 
explained that the purpose was to learn about feelings and 
perceptions of MHOs towards online treatment during the 
COVID-19 pandemic. It was made clear that the survey is 
anonymous and that there would be no implications for 
the individual following participation. The survey was 
conducted during the second half of April 2020, about a 
month after publication of the Department of Health and 
Well-being guidelines for remote treatment. The study was 
approved by the IDF’s Institutional Review Board. 

Instruments
For the current study, we constructed an anonymous 
questionnaire, intended for therapists in the professions of 
psychiatry, psychology and social work. The questionnaire 
was developed in collaboration with a team that included 
senior therapists from relevant professions within and 
outside the Department of Health and Well-being.

The questionnaire consisted of the following sections:
1. Background variables (gender, number of years of 

experience in the profession and specifically as a MHO, 
age, profession, and unit affiliation).
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2. Experience and workload in remote care: two Likert-
type items on a 5-point scale, ranging from 1 (not at all) 
to 5 (very much), for example: “To what extent do you 
have experience as a therapist in online treatments?” 
Three more items measured the MHO’s workload 
since the remote treatment directive was passed, for 
example: “How many remote therapy sessions have 
you conducted since the guidelines for remote mental 
health interventions were released?”

3. Difficulty in transition to remote care, concern about 
aspects of remote care, and confidence in conducting 
various types of remote care sessions. These were our 
main dependent variables.
a. The degree of difficulty in transition to remote care 

was measured with regard to four therapeutic ele-
ments (to create a close and empathic relationship, 
to deal with tensions during the session, to help the 
patient come in contact with deep feelings and to 
encourage exposure and sharing). For each ele-
ment there was a 5-point Likert-type item with a 
scale ranging from 1 (easier than face-to-face) to 
5 (harder than face-to-face). 

b. Concern about aspects of remote care was measured 
by five Likert-type items on a 5-point Likert-type 
scale. Each item measured the extent of concern 
from 1 (not at all) to 5 (a very large extent) regarding 
the following aspects of remote care: information 
security and confidentiality, ethical and legal mat-
ters, dropout from therapy, therapy ineffectiveness, 
and technological difficulties.

c. Confidence in conducting various types of remote 
care sessions was measured regarding nine types of 
sessions (such as psychotherapy or intake), using 
Likert-type 4-point scales ranging from 1 (not at 
all confident) to 4 (confident to a very large extent). 

4. Attitudes towards moving to online treatment: three 
Likert-type 5-point items ranging from 1 (not at all) to 
5 (to a very large extent) were used to measure attitudes 
towards the transition to remote care. For example, “To 
what extent has your experience of online treatment or 
testing so far influenced your position and perceptions 
of online treatment?” 

results
dIffIculty In usIng remote therApy
Most MHOs reported difficulty in performing the therapeutic 
tasks examined in the survey. As shown in Table 1a, for 
two of the four therapeutic missions (producing close and 

emphatic contacts; helping the patient to come in contact 
with deep feelings), not even one officer reported “slightly 
easier” or “easier” than face-to-face examination or treatment. 

Table 1b. Difficulty of remote care compared to face-to-face, 
by degree of seniority (percentages)   

Seniority Harder
Slightly 
harder Equally

Slightly 
easier Easier Total

1-3 years 37 49 12 1.5 0.5 100
4-7 years 30.5 43.5 23.5 2.5 0 100
8+ years 16 54 28 2 0 100

Table 1a. Difficulty of remote care compared to face-to-face, 
by type of mission and degree of seniority (percentages) 
Therapy 
Mission

Seniority
(by years) Harder

Slightly 
harder Equally

Slightly 
easier Easier Total

Make a 
close and 
empathetic 
connection

1-3 44 51 5 0 0 100

4-7 44 49 7 0 0 100
8+ 22 56 22 0 0 100

Deal with 
tensions 
during the 
session

1-3 43 40 10 5 2 100

4-7 26 45 20 9 0 100
8 + 14 64 19 3 0 100

Help the 
patient 
met deep 
feelings

1-3 32 59 9 0 0 100

4-7 33 37 30 0 0 100
8+ 22 53 25 0 0 100

Encourage 
exposure 
and sharing

1-3 30 45 25 0 0 100
4-7 19 42 37 2 0 100
8 + 6 44 44 6 0 100

Note: Years 1-3 (n=55); Years 4-7 (n=45); 8 Years+ (n=36)

As can be seen in Table 1a, the difficulty in remote care 
is more apparent in young HMOs, compared to those with 
more experience. This can be seen more clearly in Table 
1b, which aggregates the effect of experience taking all 
type of missions together.

Table 1b shows that 86% of MHOs with 1-3 years of 
experience reported that remote care is harder or slightly 
harder than face-to-face, compared to 74% and 70% of 
MHOs with 4-7 and 8+ years of experience, respectively. 
This difference in difficulty distributions between seniority 
groups was statistically significant: χ2 (8) = 17.12, p = .03.

concerns About usIng remote therApy
A similar pattern of differences according to seniority 
level can be seen in the degree of concern of MHOs 
regarding various aspects of remote care. Table 2a shows 
that there is more concern over issues of dropout from 
therapy, therapy ineffectiveness and technological dif-
ficulties, compared to issues of information security / 
confidentiality and ethical or legal matters. 
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Taking all five aspects of remote care together, the degree 
of concern is greater among less experienced MHOs (1-3 
years) compared to more experienced ones (see Table 2b). 

Table 2b shows that only 20% of MHOs with 8 years of 
experience and above reported that they are concerned 
to a large of very large extent, compared to 33% among 
MHOs with 1-3 years of experience. Accordingly, 54% of 
the senior MHOs reported that they were slightly or not 
at all concerned, compared to 36% among the youngest. 
This difference in concern distributions between the most 
experienced and the least experienced MHOs was statisti-
cally significant: χ2(4) = 9.64, p = .05. 

the degree of confIdence In  
the use of remote cAre
Examining the reported level of confidence regarding the 
use of remote care, it can be seen that in first-time sessions 
MHOs express less confidence compared to sessions in 
which they are very familiar with the patient (see Table 
3). For example, 71% of MHOs felt largely or moderately 

confident in remote care in sessions where they were very 
familiar with the patient. These sessions included mainly 
psychotherapy, chronic patient follow-up, consideration 
of providing relief during service, and renewal of prescrip-
tions for medication. But only 62% of the MHOs felt that 
way regarding first-time sessions, which included mainly 
intake, first-time chronic patient follow-up, suicidal risk 
assessment, and consideration of initiating medication. 
However, the difference in confidence ratings between 
degrees of familiarity with the patient was not statistically 
significant: χ2(3) = 4.06, p = .25.

In Table 3, the number of respondents varied accord-
ing to the level of authorization for the examination that 
the therapist had. There are meetings that not all mental 
health officers in the IDF have the authority to perform 
(for example, renewing prescriptions for medication, a 
meeting that is only possible for a psychiatrist), and there-
fore respondents without authority to perform chose the 
answer: “Not relevant.” 

AttItudes towArds moVIng to onlIne treAtment
When asked to what extent the use of remote care had a 
positive effect on MHO’s attitude towards online treat-
ment, 55% reported a moderate or strong effect, while 
45% reported a slight effect or no effect at all. However, 
when asked to what extent their remote care experience 
would have an effect on continuing the use of remote care 
after the COVID-19 crisis is over (i.e., effect on behavior), 
only 29% reported a moderate or strong effect, while 71% 
reported a slight effect or no effect at all.

dIscussIon
For the most part, treatment in the IDF’s Department 
of Health and Well-being is conducted “traditionally” - 
face-to-face. With the onset of the COVID-19 pandemics, 
guidelines were given to the possibility of remote handling, 
to ensure continuity of diagnosis and treatment. IDF 
mental health officers began providing services through 

Table 2a. Degree of concern about five aspects of remote 
care, by degree of seniority (percentages). Years 1-3 (n=55); 
Years 4-7 (n=45); 8 Years+ (n=36)  

Concern 
category

Seniority 
(by 
years)

Very 
large 
extent

Large 
extent Moderately Slightly

Not 
at 
all

Information 
security / 
confidentiality

1-3 7 7 25 32 29 100
4-7 4 9 18 33 36 100
8 + 3 11 30 30 26 100

Ethical or  
legal matters

1-3 9 9 31 33 18 100
4-7 4 9 31 36 20 100
8 + 0 8 17 47 28 100

Dropout from 
therapy

1-3 11 33 35 16 5 100
4-7 15 9 29 27 20 100
8 + 3 19 39 28 11 100

Therapy 
ineffectiveness

1-3 14 31 33 18 4 100
4-7 6 27 27 27 13 100
8 + 0 14 25 42 19 100

Technological 
difficulties

1-3 15 31 31 16 7 100
4-7 22 18 22 25 13 100
8 + 8 33 22 31 6 100

Table 2b. Degree of concern over aspects of remote care as a 
whole, by degree of seniority (percentages)

Seniority
Very large 
extent

Large 
extent Moderately Slightly

Not 
at all

1-3 Years 11 22 31 23 13 100

4-7 Years 10 15 25 30 20 100

8 Years+ 3 17 26 36 18 100

Table 3. Degree of confidence in use of remote care, by 
degree of familiarity with the patient for all seniority levels 
taken together (percentages)

Extensive familiarityFirst meetingDegree of confidence
3624Large extent

3538Moderately

2125Slightly

813Not at all

100100
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remote therapy. In fact, in the first two months after the 
publication of the guidelines for remote therapy, about half 
of the therapy sessions were performed remotely (8,559 
sessions out of 18,271, or 47%). The main purpose of 
this survey was to examine the perceptions and attitudes 
of mental health therapists in the IDF regarding remote 
treatment, as many therapists in this department were 
experiencing remote therapy for the first time. As noted 
in similar studies (13), experience in remote therapy influ-
ences the level of ability of the therapist to use this tool. This 
finding is consistent with the difficulty in carrying out the 
therapeutic tasks examined in this survey, as noted by the 
MHOs. In the past, it has been found that therapists who 
identify more with protocol therapies such as CBT express 
more positive attitudes when it comes to remote therapy 
(23). It is possible that, if the survey were to divide the 
therapeutic tasks according to different therapy approaches, 
results would present less difficulty in this aspect. The 
same things should be said about the various concerns 
of the therapists as reported in the survey. Accumulating 
successful experience in remote therapies will accord-
ingly reduce the degree of concern of the therapists about 
remote therapy. However, regarding two categories, the 
difficulty of performing the various therapeutic tasks and 
concerns about using remote therapy, we found another 
important variable – MHO’s seniority. The older and more 
experienced group of therapists in the IDF Department 
of Health and Well-being experienced less difficulty with 
therapy tasks and presented less concern about the various 
aspects of remote therapy compared to younger therapists. 
A possible explanation for this is that more senior therapists 
have more experience and confidence (compared to new 
therapists in the department) in different types of care or 
different population types. 

While in therapy sessions in which therapists were 
already likely to have known the patient early on, they 
reported a greater degree of confidence in performing 
the session. In therapy sessions where the degree of early 
acquaintance is low or non-existent, a low degree of con-
fidence was reported for the online meeting.

Regarding the positive impact of remote experience 
so far, it seems that although most MHOs reported a 
moderate to high degree of positive experience in remote 
therapy, most would still prefer not to continue using 
remote therapy after the COVID-19 crisis. Nevertheless, 
previous research has shown the importance of studying 
telepsychiatry, clinical training, and apprenticeship as a part 
of the therapist’s toolbox as a condition for the therapist’s 
success, enabling a positive experience of therapy and 

improving the level of confidence in its use (24, 25). 
In line with our results, previous studies that have also 

used self-report questionnaires have shown that psychia-
trists have overall positive attitudes toward telepsychiatry 
(26). However, studies focusing on groups other than 
psychiatrists are less abundant, which could attest to the 
importance of this survey. Few studies involving social 
workers have found overall positive attitudes toward telepsy-
chiatry (24, 27), similar to the findings of the current study.

reseArch lImItAtIon
At the outbreak of the COVID-19 pandemics, MHOs were 
encouraged to conduct remote therapy. Therefore, despite 
the anonymity of the survey, some responses may have 
been influenced by social desirability, causing MHOs to 
report experiences that they perceived to be preferred or 
accepted in the IDF Department of Health and Well-being.

conclusIons And recommendAtIons
It seems that the COVID-19 pandemic is here to stay for 
the next months or even years. Thus, a few steps should 
be taken according to this survey’s findings. We might 
also take a few measures regarding remote mental health 
treatment after the pandemic is gone:
1. The differences between the experienced and less expe-

rienced MHOs should encourage us to give good remote 
treatment training, and whenever there is no limitation 
of accessibility to mental health providers, limit remote 
services to the more experienced personnel.

2. The case that already known patients being easier to 
manage than non-familiar ones should encourage 
us, when possible, to see a new patient face-to-face. 

3. Remote sessions which are administrative (e.g., pre-
scriptions) by nature are very well managed by MHOs 
and should be used largely, even in routine time. 

The COVID-19 pandemic has given us a lesson about our 
confidence in remote treatment as well as about being 
relevant and flexible. Remote mental therapy is to stay 
with us even when the epidemic is gone. It will encourage 
us to be accurate and tuned to our patients’ needs and to 
our service availability and accessibility. 
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