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Abstract

Background: Telepsychiatry is the use of virtual communication, such as a video link, to deliver mental health assessment,
treatment, and follow-up. Previous studies have shown telepsychiatry to be feasible, accurate compared with in-person practice,
and satisfying for psychiatrists and patients. Telepsychiatry has also been associated with reduced waiting times for evaluation
and, in some studies, lower admission rates. However, most previous studies focused on using telepsychiatry in community
settings and not on involuntary admission.

Objective: The aim of this study is to examine the effectiveness and implementation process of patient assessment for involuntary
admissions in the psychiatric emergency department (ED) using a video link.

Methods: This type 1 hybrid implementation study will examine telepsychiatry effectiveness and the implementation process,
by comparing telepsychiatry (n=240) with historical controls who had a face-to-face evaluation (n=240) during the previous,
usual care period in 5 psychiatric EDs in Israel. A temporary waiver of the standing policy requiring in-person evaluations only,
for the purpose of research, was obtained from the Israeli Ministry of Health. During the telepsychiatry phase, clinical staff and
patients will join a video call from the ED, while the attending physician will log in elsewhere. The Promoting Action on Research
Implementation in Health Services (PARIHS) framework will guide the evaluation of the telepsychiatry implementation process
in the ED. PARIHS has the following 3 constructs: (1) evidence: staff's opinions regarding the innovation’s viability and practicality,
their satisfaction levels with its use, and patients' perceptions of the change; (2) context: level of approval of new strategies in
the ED, decision-making processes, and the manner in which clinical teams converse and work together; (3) facilitation: adequacy
of the facilitation efforts using champions reports. Primary clinical outcomes include ED length of stay and violent incidents
obtained from medical records.

Results: This study received Helsinki approval from the Ethics Committee of Abarbanel Mental Health Center (174; March
13, 2023), Jerusalem Mental Health Center (22-21; November 6, 2022), Lev-Hasharon Mental Health Medical Center (LH12023;
February 12, 2023), Tel-Aviv Medical Center (TLV-22-0656; January 3, 2023), and Sha'ar Menashe (1-4-23; April 18, 2023).
Data collection began in July 2023 in 2 study sites and will begin soon at the others.
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Conclusions: Telepsychiatry could have significant benefits for patients in the psychiatric ED. Examining telepsychiatry
effectiveness in the ED, in addition to identifying the facilitators and barriers of implementing it in different emergency settings,
will facilitate better policy decisions regarding its implementation.

Trial Registration: ClinicalTrials.gov NCT05771545; https://clinicaltrials.gov/study/NCT05771545

International Registered Report Identifier (IRRID): DERR1-10.2196/49405

(JMIR Res Protoc 2023;12:e49405) doi: 10.2196/49405
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Introduction

Telepsychiatry is the use of email, chats, telephone, or video
link for mental health assessment, treatment, and follow-up
[1,2]. In this paper, we focus exclusively on 2-way
communication using a real-time video link. There is evidence
for the feasibility and effectiveness of telepsychiatry in certain
settings, including for children and adolescents [3], adults and
older adults [4], postpartum depression [5], developmental
disorders like autism [6], and bipolar disorder [7].
Telepsychiatry can be used in different cultures [8] and health
settings [9].

Although telepsychiatry is feasible and effective in various
situations [1,9], there is less evidence and experience regarding
its use for decisions about involuntary admission. Such decisions
require the input of an attending psychiatrist, who may currently
be required to physically come to the hospital for a face-to-face
assessment. Making the patient wait until the attending
psychiatrist arrives may increase the risk of additional
decompensation, as the patient is already in a vulnerable state.
This waiting period and possible decompensation may contribute
to violent incidents and worsen the patient’s condition.

In this paper, we discuss the use of telepsychiatry to streamline
this process. By allowing an expedited assessment via video
link, even when the attending physician is away from the
hospital, telepsychiatry can facilitate quicker decisions about
involuntary hospitalization. This protocol outlines the evidence
supporting a research project to examine this issue empirically
and the methods we plan to use.

Although previous studies have discussed the basic conditions
to support telepsychiatry in other settings, it does require certain
conditions to work well [3]. To conduct a 2-way video
conference, one must have adequate internet speed, video and
audio quality, and video meeting software [3,10]. It is important
to address the security of the video link to prevent malicious
intrusions or loss of confidentiality [11]. Both the psychiatrist
and patient must be able to operate a computer, join a
conference, and operate basic functions such as mute and
unmute [3]. Quiet and private rooms must be arranged for both
[3,10,11]. Videoconferencing also requires patients to be more
active and cooperative than during face-to-face meetings,
especially if they are in an unsupervised setting, including home
[11,12]. The need for an active and cooperative patient should
be considered, especially for patients with cognitive impairment,
substance abuse [11], or active psychosis [13]. In our study, a

trained staff member, usually a psychiatry resident or a nurse,
will be physically present with the patient to support the video
chat [3].

Those who wish to use telepsychiatry should be convinced of
its accuracy. In fact, a narrative review of 134 articles, mostly
from community settings, showed that telepsychiatry can be
just as accurate as in-person meetings [9]. However, we are
aware of only 2 studies that examined the accuracy of
telepsychiatry in emergency settings. In one study from 2014,
the authors examined the concordance between clinical
impressions via telepsychiatry or in-person evaluation of 73
patients in the psychiatric emergency department (ED) in the
United States. A second psychiatrist was present in the room
with the patient and completed the assessment independently.
In that study, there were no significant differences between
raters regarding the recommended disposition, strength or
confidence of the disposition recommendation, provisional
diagnosis, or the rating of dangerousness [14]. In 2022, our
research group published a study of 38 Israeli patients who were
referred to the ED for possible involuntary admission. All
patients were evaluated both face to face and by video link by
2 different clinicians. The main finding was that there was an
extremely high degree of concordance between impressions
arrived at under the 2 conditions, especially regarding the need
for involuntary admission [15].

In addition to being convinced that telepsychiatry is accurate,
one also must be convinced that it is feasible. The question of
feasibility can be divided into whether it is feasible for patients
as well as for health care providers. For patients, previous work
has shown that telepsychiatry is acceptable and highly satisfying
in community-based settings [2,9] and in the ED [15-17].
Regarding health care providers, the evidence for feasibility is
also generally positive, although more limited. In one study,
health care providers had mixed feelings about telepsychiatry
before using it [18]. In other studies, after using telepsychiatry,
they perceived it to be acceptable [1,17].

In addition to this generally positive impression by clinicians,
telepsychiatry has advantages for the health care system. Several
studies have documented positive system effects. For example,
the use of telepsychiatry contributed to decreased waiting times
for patients awaiting psychiatric input in clinical setting (EDs
and community clinics), reducing workloads [9,19], and
reducing medical costs [20].

In addition to using telepsychiatry in the ED, some studies have
examined professionals' impressions of the process of
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implementing telepsychiatry in the ED. Saurman et al [21]
evaluated the perceptions of hospital staff regarding a new
telepsychiatry program at a rural ED in Australia. The staff
reported that they were satisfied with the program, felt confident
in managing patients' cases, and valued the accessibility to
mental health experts, which they otherwise would not have in
such a remote location. An additional study examined the views
of 17 staff members from Canadian EDs, and participants
reported that telepsychiatry can improve patient experience and
expedite service but can also introduce challenges for an already
overloaded ED [22]. According to a 2009 report for the
California Health Care Foundation, providers and patients who
participated in ED telepsychiatry programs reported high
satisfaction from the video meetings and stated that, in their
opinion, patient outcomes, such as hospital admission or length
of stay, were improved using this method [16].

One study that is worth noting was not conducted in an ED
setting but does support the use of telepsychiatry for psychiatric
emergencies. A university hospital in Norway developed new
telepsychiatry services for emergencies in rural areas that lack
psychiatric service availability. The findings showed that having
access to experts through telepsychiatry was beneficial for
patient involvement, reduced nurses' uncertainty, and served as
a safety net for the health care team [23].

Unfortunately, previous studies regarding the feasibility of using
telepsychiatry in an ED setting have limitations. These studies
examined the practical implementation of telepsychiatry in
relatively few settings and with relatively small samples and
only characterized a relatively limited range of process
outcomes. Additional information about the feasibility of using
telepsychiatry in ED settings and the outcomes of patients
managed using telepsychiatry would help support decisions by
policymakers to adopt this strategy.

Although the previous literature has important gaps, we do
already know that there are some barriers to the increased use
of telepsychiatry. For example, Cowan et al [19] found that
health care providers noted technological challenges, the need
for guidance and training on how to use this method, and
concerns regarding patients' privacy and safety. Other studies
documented the unequal degree of comfort with the use of
telepsychiatry by patients, with some patients adapting to the
new technology relatively easily and others having more
difficulty [24]. Last, several studies documented legal or
procedural challenges with using telepsychiatry [3,12].

In some cases, restrictive laws may make it difficult or
impossible to use telepsychiatry. In Israel, for example, it is the
law that, before they can be hospitalized involuntarily, patients
must be evaluated in person by a senior psychiatrist [25]. It is
worth noting that such policies were created before it was
possible to evaluate patients by video link. Although policy is
difficult to modify, a number of jurisdictions around the world
found ways to change these rules during COVID-19 lockdowns.
This led to a rapid expansion of the use of many kinds of
telemedicine, including telepsychiatry [26,27].

Although most previous efforts to use telepsychiatry have been
in the relatively low-stress setting of delivering outpatient care,
the use of telepsychiatry for ED triage could have great benefits,

at least theoretically. Patients with acute psychiatric
decompensation may pose a danger to themselves and those
around them [28]. Their vulnerable state is complex, as they
may be agitated and have poor reality testing [28].
Decompensation is more likely to happen when psychiatric
patients are staying in settings that are not well-suited to their
needs, such as the ED [29]. The ED is a relatively uncomfortable
environment for any patient but is even more stressful for
patients with psychiatric emergencies [28]. This can result,
ironically, in the patient’s condition worsening, violent incidents
directed toward medical staff, and starting the hospitalization
with precisely the reverse of the intended therapeutic benefit
[29]. To the extent that incorporating telepsychiatry could help
move such patients out of the ED faster, this could decrease the
strain on the patients, bringing them to a quiet and controlled
environment sooner, where they can begin to heal. Thus,
introducing telepsychiatry in this setting, although possibly
challenging, could also have great benefits.

Although the idea of using telepsychiatry in triage decisions is
not entirely novel, relatively few studies on patients' outcomes
have been published in this setting. A national survey in the
United States in 2016 examined the extent to which
telepsychiatry is already in use in some ED settings. The study
found that 20% of the EDs used telepsychiatry, with the most
common use being to decide which patients to admit and which
to send home [30]. Additional studies examined patient
outcomes with telepsychiatry in the ED. Narasimhan et al [31]
examined 7261 patients who arrived at the ED and underwent
a real-time video visit with a remote psychiatrist. Compared
with a matched control group, the telepsychiatry group had
significantly more outpatient follow-up care and fewer
hospitalizations. This, in turn, was associated with a significant
reduction in hospital costs. An additional study from the United
States examined the use of telepsychiatry in the pediatric ED.
The findings showed a significant reduction in patients' length
of stay for nonhospitalized patients (ie, for those sent home
from the ED) [32].

Previous studies described the use of telepsychiatry in an ED
setting but did not specifically examine its use for the purpose
of deciding which patients require involuntary admission. In
fact, only 1 observational study examined involuntary
admissions to the ED via telepsychiatry [33], but this study did
not directly compare patient outcomes between telepsychiatry
and face-to-face approaches.

To broaden our understanding of successful telepsychiatry
implementation in the ED, further studies guided by
implementation science frameworks are needed. One example
of an implementation science framework is the Promoting
Action on Research Implementation in Health Services
(PARIHS) framework [34]. PARIHS posits that successful
implementation (SI) is a function of 3 inputs: evidence, context,
and facilitation [35]. SI is the extent to which the innovation is
completely implemented and adopted as part of standard
practice, as opposed to being incompletely adopted or resisted.
Evidence refers to end users’ assessments of the strength of the
evidence for the innovation, including their expectations that it
will be feasible to use in their setting. Context refers to the
factors in the environment that support (or resist) the
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implementation of changes in practice. Facilitation refers to
the efforts of the research team or champions within the clinical
team to promote the change.

Our study will examine the implementation of telepsychiatry
in Israeli EDs for involuntary admissions using the PARIHS
framework, with attention to characterizing which aspects of
evidence, context, and facilitation contributed to SI, or the lack
thereof. We will also examine the impact of telepsychiatry on
patient outcomes and health care utilization, compared with
historical controls managed without telepsychiatry.

Methods

Ethics Approval
Our study is being performed in accordance with all relevant
guidelines and regulations. Helsinki approval was obtained from
the Ethics Committees of Abarbanel Mental Health Center (174;
March 13, 2023), Jerusalem Mental Health Center (22-21;
November 6, 2022), Lev-Hasharon Mental Health Medical
Center (LH12023; February 12, 2023), Tel-Aviv Medical Center
(TLV-22-0656; January 3, 2023), and Sha'ar Menashe (1-4-23;
April 18, 2023). Any changes in the study protocol will be
promptly communicated to the ethic committees, and if
necessary, approval for the change will be obtained. Patients
will provide verbal assent for telepsychiatry evaluation.

Since the care provided during the study will be the same
standard of care for all patients, at least for the duration of the
study, it was not deemed necessary to have a data safety
monitoring committee. The most easily foreseeable adverse
consequences of the change in practice are being measured by
the study, and the duration of the intervention period (4 months)
is brief. In addition, study data are being collected via chart
review and not necessarily contemporaneously within the study
period itself. There is not sufficient time during this brief study
period to conduct interim analyses. Following an analysis of
the study outcomes, a policy decision will be made on the part
of Israel’s Ministry of Health whether to continue or end the
change in practice. There are no formal plans to compensate
patients for any harms that may occur during the study, which
are likely to be similar to whatever harms could occur under
usual care.

Study Design
We will implement a multisite study in 5 Israeli EDs to evaluate
the use of telepsychiatry compared with the regular face-to-face
method. Under the Mental Health Act regarding involuntary
hospitalizations in Israel, all involuntary hospitalizations require
an in-person evaluation by the attending psychiatrist [25]. Our
study received a limited waiver of this policy for the purposes
of research, after which the results of our study will be used to
re-evaluate whether the current policy should be changed.

In our study, there will be clinicians, including psychiatry
residents and nurses, physically present. However, using the
innovation, the attending physician will evaluate the patient via
video link, with the conversation facilitated by another provider
who is physically present. This has numerous potential
advantages, in that the patients may enter a calmer environment
(ie, the psychiatry ward) or be sent home sooner if they are not

admitted. Less time spent in the ED has the potential to reduce
violent incidents and improve the patient’s hospital course, by
minimizing exposure to a noxious stimulus.

Our study will be a type 1 hybrid implementation study. Hybrid
implementation studies aim to shorten the process of translating
clinical innovations into practice by simultaneously collecting
data about effectiveness as well as the implementation process
[36]. A type I hybrid study emphasizes the collection of
effectiveness data, often because there is limited previous
evidence of effectiveness. However, the team also collects
information regarding the contextual factors that supported or
impeded implementation, with an eye toward improving the
future implementation of this strategy.

Our study will compare the innovation with historical controls.
During the pre-intervention period, we will collect data about
patient outcomes during a period of 4 months when attending
physicians continue to evaluate patients in person, as they have
been doing (usual care). During the intervention period,
attending physicians will evaluate the patients and make
decisions based on a video link. Seasonality would be one
possible threat to study validity [37]. To address this, we will
collect data using the same 4 months of the year, both in the
pre-intervention and intervention periods.

Evaluation of process implementation will be guided by the
PARIHS framework [34]. We will characterize the extent to
which staff members believe that the innovation will be effective
and will be feasible to use in their context and how this belief
contributes to SI [34]. We will characterize how the context,
including relationships among staff, styles of administrative
leadership, and organizational attitudes toward change and
quality improvement, at each of our 5 medical centers
contributes to or detracts from SI. Finally, we will characterize
how the efforts of champions within the clinical staff, known
as internal facilitators, did or did not help promote SI [35].

Study Settings
The study will be conducted in 5 psychiatric EDs in Israel. One
of the study sites is a general hospital, so psychiatric emergency
patients are evaluated and treated in a special section of the
general ED. The other 3 hospitals are dedicated psychiatry
hospitals, meaning that the ED is only used for psychiatric
emergencies. All sites are located in the densely populated center
of Israel, in or near Tel Aviv and Jerusalem, where most of the
country’s population lives [38]. All 5 hospitals are moderate to
large in size.

Participants
This study will include 2 population groups: patients and
hospital staff.

Patients
We anticipate that our 5 hospitals will collectively evaluate at
least 60 patients per month for involuntary admission. Given
that each hospital will have a 4-month pre-intervention period
and a 4-month intervention period, we plan to enroll at least
240 patients in each study period. To be included, patients must
be 18 years or older and arrive during hours when the attending
physician is not at the hospital (evening and night shifts). Due
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to the waiver we received for this study and the limitations that
were placed on the waiver, we will exclude patients who are
brought for evaluation by police after being detained or charged
with a crime. Only patients needing an attending assessment
under the Mental Health Act regarding involuntary
hospitalizations will be included. Patients will provide verbal
assent to be evaluated by video link; patients who do not agree
will be evaluated in person. Although we will endeavor to
support patients who have difficulty participating in a video
link, there may be some patients who are unable to communicate
adequately by video link, and we will exclude them from the
study. To maximize study generalizability, no other exclusion
criteria exist.

With an anticipated 240 patients in the control arm and 240
patients in the intervention arm (4 X 60), we will have statistical
power to show a relatively small effect size for most outcomes.
For example, we will be able to show a difference of as little as
15 minutes of ED time.

Hospital Staff
We will collect data about implementation from all those who
are involved with administrating, supervising, or staffing the
psychiatric ED. Key staff will include the hospital director,

department director, unit director, service manager, senior
physicians, psychiatry residents, and nursing staff.

Clinical Outcomes
Clinical outcomes are explained in detail in Table 1. Data will
be collected in the same manner from the medical record both
before and during the intervention. Baseline patient variables
will include sex, age, marital status, city of residence, ethnic
group (Jewish or Arab), and known psychiatric diagnoses. We
will also collect information about the patient’s arrival at the
ED, including mode of arrival, legal status, violent incidents
pre-arrival, and chronic medications. The primary outcomes for
the ED stay, for patients who are admitted involuntarily and for
those discharged home, will include time in the ED and violent
incidents. Secondary outcomes will include the psychiatric
diagnosis given by ED staff, psychiatric status (eg, judgment
intact or not intact), and legal status upon release. For patients
admitted to hospital, we will also collect information on
hospitalizations reversed within 72 hours, which implies that
the hospitalization was not necessary, and length of hospital
stay. For patients discharged home, we will collect information
on those admitted within 7 days, which implies that the patient
should have been hospitalized.
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Table 1. Planned collection of outcome variables for a 6-month pilot study comparing telepsychiatry with usual care (historical outcomes during the
pre-intervention period) in the emergency department (ED) setting, for assessment of the need for involuntary admission.

Data collection methodVariable

Patient sex, age, family status, residence, ethnic group, known psychiatric diagnosis; as well as, for both
ED arrival and hospitalization: involuntary arrival or by police or emergency services, legal status, violence
incidents pre-arrival, and prescribed medications and dosages

Background characteristics

Primary outcomes

Measured from the time of arrival in the ED until the patient physically leaves the ED to go home or for
hospitalization

ED length of stay

As recorded by ED staff and adjudicated by blinded review of the chart by a senior psychiatrist; violent
incidents defined as one of the following: (1) degree of restlessness: calm, moderate restlessness, severe

Violent incidents in the ED

agitation, or catatonia; (2) violence type: verbal violence, violence toward property, violence toward
others (eg, escort, staff member, other patients)

From the time of ED release until the time of leaving the hospitalDuration of hospitalization (hours)

As recorded by the hospital staff and adjudicated by blinded review of the chart by a senior psychiatristViolent incidents in the ward

Secondary outcomes

Psychiatric diagnosis categorized as one of the following: (1) neurodevelopmental disorders, (2)
schizophrenia spectrum and other psychotic disorders, (3) bipolar and related disorders, (4) depressive

Psychiatric diagnosis in the ED and
hospitalization in case of admission

disorders, (5) anxiety disorders, (6) obsessive-compulsive and related disorders, (7) trauma and stressor-
related disorders, (8) somatic symptom and related disorders, (9) substance-related and addictive disorders,
(10) neurocognitive disorders, (11) personality disorders, (12) adjustment disorder, (13) diagnosis deferred

Psychiatric status to include the presence or absence of the following: (1) disturbed thinking, (2) disturbed
perception, (3) disturbed judgement, (4) dangerousness

Psychiatric status in the ED and hospi-
talization in case of admission

Release from the ED and hospitalization in case of admission to include one of the following: (1) discharge
to home, (2) discharge to the institution from which the patient came, (3) hospitalization in a general
hospital, (4) hospitalization in another psychiatric hospital, (5) police, (6) runaway, (7) other place

Release from the ED and hospitaliza-
tion in case of admission

Legal status upon release to include one of the following: (1) with consent, (2) compulsory follow-up
visits in a community clinic, (3) involuntary hospitalization order, (4) other

Legal status upon release from the ED
and hospitalization in case of admission

Unnecessary admission: involuntary admission that is reversed within 72 hours; measurement of the
proportion of admissions reversed within 72 hours

Reversal of admission

A patient sent home from the ED without being admitted, who is then admitted within 1 week and should
have been admitted the first time

Admission within 1 week of ED dis-
charge

Implementation process outcomes

Evidence construct

A validated tool to evaluate organizational change and identify its barriers; evaluation of the evidence
construct achieved via 4 online questions administered to the medical and nursing staff about the strength

SHEMESHa questionnaire

and feasibility of psychiatric assessment via video link at the ED and how preferable it is compared with
the face-to-face method; items rated from 1 (strong disagreement) to 5 (strong agreement)

As they are leaving the ED, patients asked to rate their overall satisfaction with 4 items (overall ED ex-
perience, interactions with nurses, interactions with residents, interactions with the attending physician),
rated using a visual analog scale from 1 (very dissatisfied) to 5 (very satisfied)

Patient satisfaction with ED course

Medical and nursing staff asked to rate their overall satisfaction with their work in the ED on a scale
from 1 (very dissatisfied) to 5 (very satisfied)

Staff satisfaction with the ED work

Medical staff asked to rate their overall confidence with evaluating patients sufficiently well to make
appropriate decisions about whether they need to be admitted on a scale from 1 (very uncertain) to 5
(very confident)

Medical staff confidence with
evaluation

Context construct

Evaluation of the context construct achieved via 6 online questions administered to the medical and
nursing staff about the acceptability of initiatives, the way decisions are made, and the way medical and

SHEMESH

nursing teams are communicating and collaborating in the ED; items rated from 1 (strong disagreement)
to 5 (strong agreement)

Measurement of successful implementation

Measured via an open-ended questionnaire to all staff members at the conclusion of the intervention
period, to gather their thoughts on the advantages and the challenges of using telepsychiatry; its fit for
a variety of patient groups; and in their opinion, the necessary conditions for the use of telepsychiatry

Staff's impression of the implemen-
tation process
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Data collection methodVariable

Solicitation of ongoing feedback from clinical champions located within each site who are responsible
for promoting the intervention; feedback to be recorded in a research diary by the researchers and include
their impression of success and failure of the implementation process, what would help improve it, and
how fully the innovation is being adopted

Feedback from clinical champions

aSHEMESH: acronym of “SHE'elon Muchanut Ergunit le'SHinuy” in Hebrew, translated from the English name of “Organizational Readiness to Change
Assessment.”

Implementation Outcomes
Evaluation of the implementation process of telepsychiatry will
be guided by the PARIHS model. We will collect information
on SI and the 3 factors that contribute to it: evidence, context,
and facilitation. SI will be assessed according to feedback from
site champions at each of the 5 sites, who will share impressions
with our team about what is going well or less well in the
implementation effort. This feedback will also be used to support
tailoring of the intervention across each of the 5 sites. SI will
also be investigated by open-ended questionnaires administered
to all staff members to understand providers’ impressions of
which parts of the intervention succeeded and which should be
modified.

The evidence construct includes staff perceptions of the strength
and feasibility of psychiatric assessment via video link at the
ED, how preferable it is compared with the face-to-face method,
and psychiatrist confidence in the accuracy of admission
decisions made using video link. The context construct includes
the acceptability of initiatives in the ED, the way decisions are
made, and the way medical and nursing teams are
communicating and collaborating in the ED. Information on
the facilitation construct and the adequacy of our facilitation
efforts will come mostly from the site champions.

Data Collection
Data collection will include patient outcomes and
implementation outcomes. Patient outcomes will be collected
through hospital medical records using trained assessors. Process
outcomes will be collected using questionnaires. The
Organizational Readiness to Change Assessment survey is a
validated tool created to evaluate organizational change and
innovation and identify the barriers through the prism of the
PARHIS framework [35]. For the purpose of this study and
initially for the use of others, our group developed and validated
the Hebrew version of this questionnaire, named “SHE'elon
Muchanut Ergunit le'SHinuy” (English: Organizational
Readiness to Change Assessment) and abbreviated as
SHEMESH. The SHEMESH will examine medical and nursing
staff perceptions about the evidence of telepsychiatry and its
implementation in the ED context. The SHEMESH has high
Cronbach alpha scores for the 2 scales (total of 10 items on a
5-point Likert scale): evidence (4 items): α=.887; context (6
items): α=.852 [39]. The questionnaire will be administered
online once before implementing telepsychiatry and again 3
months after the implementation. Staff will be asked to rate
their overall agreement with statements on a scale from 1 (strong
disagreement) to 5 (strong agreement).

Data about the evidence construct will be also collected through
the following questionnaires: patient satisfaction questionnaire,

staff satisfaction survey, and medical staff confidence in
psychiatric evaluations survey.

The patient satisfaction questionnaire will be used to compare
the patient experience under usual care with that under the
intervention condition. ED patients will be asked 3 questions
about their overall experience at the ED and their interactions
with medical and nursing staff. Patients will be asked to rate
the questions using a visual analog scale from 1 (very bad) to
5 (very good). During the telepsychiatry phase, they will also
be asked about their satisfaction with the video link.

The staff satisfaction survey will be administered online for all
ED medical and nursing staff, once before implementing
telepsychiatry and 3 months after the implementation. Staff will
be asked to rate their overall satisfaction with their work in the
ED from 1 (very dissatisfied) to 5 (very satisfied)

The medical staff confidence in psychiatric evaluations survey
will be administered online before the telepsychiatry
implementation and 3 months after the implementation. Staff
will be asked to rate their overall confidence in patients'
evaluations from 1 (very uncertain) to 5 (very confident) for
admission decisions.

Data regarding the SI outcome will be collected using an
open-ended questionnaire administered to all staff members at
the end of the intervention phase. Staff will be asked about the
advantages of and challenges with using telepsychiatry in the
ED, its fit for patients from different backgrounds, and their
opinion of the necessary conditions for the use of telepsychiatry.

All data collected during the research will be anonymized,
entered, and stored in password-protected files on a researcher's
(LS) computer.

Data Analysis and Dissemination of Results
All data will be analyzed using SPSS (version 27.0). Baseline
characteristics will be compared between the intervention and
historical controls to ensure that the 2 groups are balanced. All
normally distributed data will be analyzed using t tests or
ANOVAs. Data found to be non-normally distributed will be
analyzed using Mann-Whitney U tests or Kruskal-Wallis H
tests. Comparisons of percentages between different groups will
be analyzed using chi-square tests. Close-ended questions using
Likert scale responses will be grouped as negative (1-2), neutral
(3), or positive (4-5).

The results of the study will be disseminated to the public via
published manuscripts in the peer-reviewed literature, and we
also plan to brief the Israeli Ministry of Health on our study
findings. Authorship will include all study investigators,
including, at a minimum, all site principal investigators and
likely others who participated in collecting data. Manuscripts
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and reports will be written by study investigators, and we will
not rely on medical writers. The study protocol is being
published with this manuscript, and we intend to share the
statistical code with those who request it. Data from the study
cannot be made available due to the terms of our study approvals
by the relevant research ethics committees of the hospitals
involved.

Results

This study has been funded by the Israel National Institute for
Health Policy Research (grant number 2021/77). Data collection
began in July 2023 in 2 study sites and will begin soon at the
others. Data collection for the pre-period will be performed
from the previous year, to match the months during which the
pilot program was implemented at that site.

Discussion

Overview
We propose an innovative approach to evaluate the impact of
telepsychiatry on involuntary admissions, as well as the barriers
and facilitators to implementing this method in the ED. Using
telepsychiatry for ED assessment is currently not allowed as
part of standard Israeli practice. With a waiver of the usual
policy from the Ministry of Health, for the purpose of
evaluation, we will implement telepsychiatry in 5 EDs
throughout Israel. We will examine the effectiveness and
implementation of telepsychiatry for involuntarily committed
cases. We will compare administrative and clinical outcomes
from the implementation phase with those from historical
controls, as well as evaluate process outcomes using
questionnaires. This study provides an opportunity to understand
the feasibility of using this approach, as well as the impact of
using this method on patients' outcomes. Our results will also
help to provide policymakers with data to reassess the current
policy.

This study is a response to the lack of evidence for telepsychiatry
use in the ED. Other studies have examined telepsychiatry
effectiveness in the outpatient setting [1,9]. There are some
mixed studies from community and emergency settings
examining telepsychiatry's effectiveness [40] or its
implementation process [24]. To date, there are no studies that
evaluate the use of telepsychiatry specifically for clinicians to
evaluate the need for involuntary commitment. The issue of
involuntary commitment involves some of the most vulnerable
patients in the entire medical system, and there is a strong
impetus to evaluate these patients promptly and help them reach

a quieter and more stable environment more quickly. To the
extent that telepsychiatry may help accomplish this goal, the
study we present in this paper is crucially important to the
telepsychiatry field.

This study has the potential to directly impact patient care and
welfare as well as health systems. Our proposed study could
improve patient safety and well-being by preventing long waits
and, thus, opportunities for decompensation. We expect to show
that this approach allows patients to be put in a safer place faster
and spend less time in uncontrolled settings. We hypothesize
that this will be expressed as fewer violent incidents and shorter
hospital stays. There may also be an impact on ED crowding,
which we will not directly measure. Patients may also receive
direct therapeutic benefit. Telepsychiatry may be used to initiate
psychiatric evaluation faster, reduce the length of the ED wait,
and reduce decompensation. In turn, implementing
telepsychiatry in the ED could reduce the costs and workload
in the ED by moving patients out quicker. To the extent that we
are able to show such an outcome, this will constitute a
compelling argument for its widespread adoption.

Limitations
This study has several potential challenges. There may be
barriers to implementation, such as difficulty using video
equipment or software, adequacy of Wi-Fi, or inability to reach
the attending physician. There may also be resistance to change,
as could occur with any change in practice. Since this is a “real
world” study, another challenge is matching telepsychiatry to
a variety of patients' backgrounds and contexts. Since motivation
and intention are required on behalf of the patient in a video
session [11,12], the ability of patients to fully cooperate may
be an issue, especially since these are patients in the midst of a
psychiatric emergency. By conducting this study, we will be
able to identify such gaps and address them accordingly, or at
least to quantify them.

Conclusions
The implementation of telepsychiatry in the ED setting has the
potential to improve care for patients. Although its efficacy has
been noted in community settings, its application in emergency
contexts remains largely uncharted territory. This study aims
to shed light on the effectiveness of telepsychiatry for
evaluations of involuntary commitment in the ED, as well as
exploring the facilitators and barriers to its implementation in
this setting. If our hypotheses are confirmed, it will not only
demonstrate the accuracy of telepsychiatry but also pave the
way for a more patient-centered and efficient approach in the
psychiatric ED.

Acknowledgments
This is work is supported by the Israel National Institute for Health Policy Research (grant number 2021/77). No generative AI
was used in any portion of the manuscript writing.

Data Availability
The data sets that will be used and analyzed during the current study will be available from the corresponding author on reasonable
request.

JMIR Res Protoc 2023 | vol. 12 | e49405 | p. 8https://www.researchprotocols.org/2023/1/e49405
(page number not for citation purposes)

Shalev et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


Authors' Contributions
LS was involved in study planning, study design, and drafting the manuscript. MB, GL, KA, SR, and OL were involved in the
study planning and reviewing the manuscript. RE and AJR initiated the study and were involved in study planning, intervention
design, and reviewing the manuscript. All authors read and approved the final manuscript.

Conflicts of Interest
None declared.

References

1. Shore J. The evolution and history of telepsychiatry and its impact on psychiatric care: Current implications for psychiatrists
and psychiatric organizations. Int Rev Psychiatry 2015;27(6):469-475 [FREE Full text] [doi:
10.3109/09540261.2015.1072086] [Medline: 26397182]

2. García-Lizana F, Muñoz-Mayorga I. What about telepsychiatry? Prim. Care Companion J. Clin. Psychiatry 2010 Mar 25:1
[FREE Full text] [doi: 10.4088/pcc.09m00831whi]

3. American Academy of Child and Adolescent Psychiatry (AACAP) Committee on Telepsychiatry and AACAP Committee
on Quality Issues. Clinical update: telepsychiatry with children and adolescents. J Am Acad Child Adolesc Psychiatry 2017
Oct;56(10):875-893 [FREE Full text] [doi: 10.1016/j.jaac.2017.07.008] [Medline: 28942810]

4. Bashshur RL, Shannon G, Bashshur N, Yellowlees P. The empirical evidence for telemedicine interventions in mental
disorders. Telemed J E Health 2016 Feb;22(2):87-113 [FREE Full text] [doi: 10.1089/tmj.2015.0206] [Medline: 26624248]

5. Worley LLM, Wise-Ehlers A. Telepsychiatry in obstetrics. Obstet Gynecol Clin North Am 2020 Jun;47(2):333-340 [FREE
Full text] [doi: 10.1016/j.ogc.2020.02.009] [Medline: 32451021]

6. Verma S, Vandana P, Soda T, Koth K, Aguayo P, Shaffer R, et al. Incorporation of telepsychiatry for patients with
developmental disorders into routine clinical practice-a survey of specialty clinics adapting to telepsychiatry during the
COVID-19 pandemic. J Autism Dev Disord 2022 Dec;52(12):5280-5284 [FREE Full text] [doi: 10.1007/s10803-022-05593-0]
[Medline: 35575840]

7. Farrell A, George N, Amado S, Wozniak J. A systematic review of the literature on telepsychiatry for bipolar disorder.
Brain Behav 2022 Oct;12(10):e2743 [FREE Full text] [doi: 10.1002/brb3.2743] [Medline: 36102239]

8. Shore JH, Savin D, Novins D, Manson S. Cultural aspects of telepsychiatry. J Telemed Telecare 2006;12(3):116-121 [FREE
Full text] [doi: 10.1258/135763306776738602] [Medline: 16638232]

9. Hubley S, Lynch S, Schneck C, Thomas M, Shore J. Review of key telepsychiatry outcomes. World J Psychiatry 2016 Jun
22;6(2):269-282 [FREE Full text] [doi: 10.5498/wjp.v6.i2.269] [Medline: 27354970]

10. Smith K, Ostinelli E, Macdonald O, Cipriani A. COVID-19 and telepsychiatry: development of evidence-based guidance
for clinicians. JMIR Ment Health 2020 Aug 28;7(8):e21108 [FREE Full text] [doi: 10.2196/21108] [Medline: 32658857]

11. Shore JH, Yellowlees P, Caudill R, Johnston B, Turvey C, Mishkind M, et al. Best practices in videoconferencing-based
telemental health April 2018. Telemed J E Health 2018 Nov;24(11):827-832 [FREE Full text] [doi: 10.1089/tmj.2018.0237]
[Medline: 30358514]

12. Shore JH. Telepsychiatry: videoconferencing in the delivery of psychiatric care. Am J Psychiatry 2013 Mar;170(3):256-262
[doi: 10.1176/appi.ajp.2012.12081064] [Medline: 23450286]

13. Grady B, Singleton M. Telepsychiatry "coverage" to a rural inpatient psychiatric unit. Telemed J E Health 2011
Oct;17(8):603-608 [FREE Full text] [doi: 10.1089/tmj.2011.0031] [Medline: 21939381]

14. Seidel RW, Kilgus M. Agreement between telepsychiatry assessment and face-to-face assessment for Emergency Department
psychiatry patients. J Telemed Telecare 2014 Jan 10;20(2):59-62 [FREE Full text] [doi: 10.1177/1357633x13519902]

15. Bistre M, Juven-Wetzler A, Argo D, Barash I, Katz G, Teplitz R, et al. Comparable reliability and acceptability of
telepsychiatry and face-to-face psychiatric assessments in the emergency room setting. Int J Psychiatry Clin Pract 2022
Sep;26(3):228-233 [FREE Full text] [doi: 10.1080/13651501.2021.1979586] [Medline: 34565277]

16. Williams M, Pfeffer M, Boyle M, Hilty DM. Telepsychiatry in the Emergency Department: Overview and case studies.
California Health Care Foundation. 2009 Dec. URL: https://www.chcf.org/wp-content/uploads/2017/12/
PDF-TelepsychiatryProgramsED.pdf [accessed 2023-10-01]

17. Sorvaniemi M, Ojanen E, Santamäki O. Telepsychiatry in emergency consultations: a follow-up study of sixty patients.
Telemed J E Health 2005 Aug;11(4):439-441 [FREE Full text] [doi: 10.1089/tmj.2005.11.439] [Medline: 16149889]

18. Sharma G, Devan K. The effectiveness of telepsychiatry: thematic review. BJPsych Bull 2023 Apr;47(2):82-89 [FREE
Full text] [doi: 10.1192/bjb.2021.115] [Medline: 34915955]

19. Cowan KE, McKean AJ, Gentry MT, Hilty DM. Barriers to use of telepsychiatry: clinicians as gatekeepers. Mayo Clin
Proc 2019 Dec;94(12):2510-2523 [FREE Full text] [doi: 10.1016/j.mayocp.2019.04.018] [Medline: 31806104]

20. Hilty DM, Serhal E, Crawford A. A telehealth and telepsychiatry economic cost analysis framework: scoping review.
Telemed J E Health 2023 Jan;29(1):23-37 [FREE Full text] [doi: 10.1089/tmj.2022.0016] [Medline: 35639444]

JMIR Res Protoc 2023 | vol. 12 | e49405 | p. 9https://www.researchprotocols.org/2023/1/e49405
(page number not for citation purposes)

Shalev et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://doi.org/10.3109/09540261.2015.1072086
http://dx.doi.org/10.3109/09540261.2015.1072086
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26397182&dopt=Abstract
https://doi.org/10.4088/PCC.09m00831whi
http://dx.doi.org/10.4088/pcc.09m00831whi
https://doi.org/10.1016/j.jaac.2017.07.008
http://dx.doi.org/10.1016/j.jaac.2017.07.008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28942810&dopt=Abstract
http://hdl.handle.net/2027.42/140291
http://dx.doi.org/10.1089/tmj.2015.0206
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26624248&dopt=Abstract
https://doi.org/10.1016/j.ogc.2020.02.009
https://doi.org/10.1016/j.ogc.2020.02.009
http://dx.doi.org/10.1016/j.ogc.2020.02.009
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32451021&dopt=Abstract
https://europepmc.org/abstract/MED/35575840
http://dx.doi.org/10.1007/s10803-022-05593-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35575840&dopt=Abstract
https://europepmc.org/abstract/MED/36102239
http://dx.doi.org/10.1002/brb3.2743
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36102239&dopt=Abstract
https://doi.org/10.1258/135763306776738602
https://doi.org/10.1258/135763306776738602
http://dx.doi.org/10.1258/135763306776738602
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16638232&dopt=Abstract
https://www.wjgnet.com/2220-3206/full/v6/i2/269.htm
http://dx.doi.org/10.5498/wjp.v6.i2.269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27354970&dopt=Abstract
https://mental.jmir.org/2020/8/e21108/
http://dx.doi.org/10.2196/21108
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32658857&dopt=Abstract
https://doi.org/10.1089/tmj.2018.0237
http://dx.doi.org/10.1089/tmj.2018.0237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30358514&dopt=Abstract
http://dx.doi.org/10.1176/appi.ajp.2012.12081064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23450286&dopt=Abstract
https://doi.org/10.1089/tmj.2011.0031
http://dx.doi.org/10.1089/tmj.2011.0031
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21939381&dopt=Abstract
https://doi.org/10.1177/1357633X13519902
http://dx.doi.org/10.1177/1357633x13519902
https://doi.org/10.1080/13651501.2021.1979586
http://dx.doi.org/10.1080/13651501.2021.1979586
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34565277&dopt=Abstract
https://www.chcf.org/wp-content/uploads/2017/12/PDF-TelepsychiatryProgramsED.pdf
https://www.chcf.org/wp-content/uploads/2017/12/PDF-TelepsychiatryProgramsED.pdf
https://doi.org/https://doi.org/10.1089/tmj.2005.11.439
http://dx.doi.org/10.1089/tmj.2005.11.439
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16149889&dopt=Abstract
https://europepmc.org/abstract/MED/34915955
https://europepmc.org/abstract/MED/34915955
http://dx.doi.org/10.1192/bjb.2021.115
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34915955&dopt=Abstract
https://doi.org/10.1016/j.mayocp.2019.04.018
http://dx.doi.org/10.1016/j.mayocp.2019.04.018
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31806104&dopt=Abstract
https://doi.org/10.1089/tmj.2022.0016
http://dx.doi.org/10.1089/tmj.2022.0016
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35639444&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


21. Saurman E, Kirby S, Lyle D. No longer 'flying blind': how access has changed emergency mental health care in rural and
remote emergency departments, a qualitative study. BMC Health Serv Res 2015 Apr 14;15:156 [FREE Full text] [doi:
10.1186/s12913-015-0839-7] [Medline: 25889260]

22. Pangka KR, Chandrasena R, Wijeratne N, Mann M. Exploring the views of emergency department staff on the use of
videoconferencing for mental health emergencies in southwestern Ontario. Stud Health Technol Inform 2015;209:114-120
[Medline: 25980713]

23. Trondsen MV, Bolle SR, Stensland G, Tjora A. Video-confidence: a qualitative exploration of videoconferencing for
psychiatric emergencies. BMC Health Serv Res 2014 Oct 31;14(1):544 [FREE Full text] [doi: 10.1186/s12913-014-0544-y]
[Medline: 25359404]

24. Ruiz-Cosignani D, Chen Y, Cheung G, Lawrence M, Lyndon M, Ma’u E, et al. Adaptation models, barriers, and facilitators
for cultural safety in telepsychiatry: A systematic scoping review. J Telemed Telecare 2022 Jan 06:1357633X2110696
[FREE Full text] [doi: 10.1177/1357633x211069664]

25. Treatment of mental patients law (Israel) 1991; S.H. no.1339. The Israeli Knesset. 1991. URL: https://main.knesset.gov.il/
activity/legislation/laws/pages/lawprimary.aspx?t=lawlaws&st=lawlaws&lawitemid=2000747 [accessed 2023-10-02]

26. Shore JH, Schneck C, Mishkind M. Telepsychiatry and the coronavirus disease 2019 pandemic-current and future outcomes
of the rapid virtualization of psychiatric care. JAMA Psychiatry 2020 Dec 01;77(12):1211-1212 [FREE Full text] [doi:
10.1001/jamapsychiatry.2020.1643] [Medline: 32391861]

27. Kinoshita S, Cortright K, Crawford A, Mizuno Y, Yoshida K, Hilty D, et al. Changes in telepsychiatry regulations during
the COVID-19 pandemic: 17 countries and regions' approaches to an evolving healthcare landscape. Psychol. Med 2020
Nov 27;52(13):2606-2613 [FREE Full text] [doi: 10.1017/s0033291720004584]

28. Rossi J, Swan M, Isaacs E. The violent or agitated patient. Emerg Med Clin North Am 2010 Feb;28(1):235-56, x [FREE
Full text] [doi: 10.1016/j.emc.2009.10.006] [Medline: 19945609]

29. El-Mallakh RS, Whiteley A, Wozniak T, Ashby M, Brown S, Colbert-Trowel D, et al. Waiting room crowding and agitation
in a dedicated psychiatric emergency service. Ann Clin Psychiatry 2012 May;24(2):140-142 [Medline: 22563569]

30. Freeman RE, Boggs K, Zachrison K, Freid R, Sullivan A, Espinola J, et al. National study of telepsychiatry use in U.S.
emergency departments. Psychiatr Serv 2020 Jun 01;71(6):540-546 [FREE Full text] [doi: 10.1176/appi.ps.201900237]
[Medline: 32019430]

31. Narasimhan M, Druss B, Hockenberry J, Royer J, Weiss P, Glick G, et al. Impact of a telepsychiatry program at emergency
departments statewide on the quality, utilization, and costs of mental health services. Psychiatr Serv 2015
Nov;66(11):1167-1172 [FREE Full text] [doi: 10.1176/appi.ps.201400122] [Medline: 26129992]

32. Reliford A, Adebanjo B. Use of telepsychiatry in pediatric emergency room to decrease length of stay for psychiatric
patients, improve resident on-call burden, and reduce factors related to physician burnout. Telemed J E Health 2019
Sep;25(9):828-832 [FREE Full text] [doi: 10.1089/tmj.2018.0124] [Medline: 30379635]

33. Fairchild R, Ferng-Kuo S, Rahmouni H, Hardesty D. An observational study of telemental care delivery and the context
for involuntary commitment for mental health patients in a group of rural emergency departments. Telemed Rep
2020;1(1):22-35 [FREE Full text] [doi: 10.1089/tmr.2020.0005] [Medline: 33283206]

34. Stetler CB, Damschroder LJ, Helfrich CD, Hagedorn HJ. A guide for applying a revised version of the PARIHS framework
for implementation. Implement Sci 2011 Aug 30;6(1):99 [FREE Full text] [doi: 10.1186/1748-5908-6-99] [Medline:
21878092]

35. Helfrich CD, Li Y, Sharp N, Sales A. Organizational readiness to change assessment (ORCA): development of an instrument
based on the Promoting Action on Research in Health Services (PARIHS) framework. Implement Sci 2009 Jul 14;4:38
[FREE Full text] [doi: 10.1186/1748-5908-4-38] [Medline: 19594942]

36. Curran GM, Bauer M, Mittman B, Pyne J, Stetler C. Effectiveness-implementation hybrid designs: combining elements of
clinical effectiveness and implementation research to enhance public health impact. Med Care 2012 Mar;50(3):217-226
[FREE Full text] [doi: 10.1097/MLR.0b013e3182408812] [Medline: 22310560]

37. Suhail K, Cochrane R. Seasonal variations in hospital admissions for affective disorders by gender and ethnicity. Soc
Psychiatry Psychiatr Epidemiol 1998 May 21;33(5):211-217 [doi: 10.1007/s001270050045] [Medline: 9604670]

38. Settlements in Israel, 2021 2023. Israeli Central Bureau of Statistics. URL: https://www.cbs.gov.il/he/publications/Pages/
2019/%D7%99%D7%99%D7%A9%D7%95%D7%91%D7%99%D7%9D-%D7%91%D7%99%D7%A9%D7%A8%D7%90%
D7%9C.aspx#losExcelos [accessed 2023-10-01]

39. Shalev L, Helfrich C, Ellen M, Avirame K, Eitan R, Rose A. Bridging language barriers in developing valid health policy
research tools: Insights from the translation and validation process of the SHEMESH questionnaire. 2023 (in press) 2023:1-40
(forthcoming).

40. Noble D, Haveland S, Islam M. Integrating telepsychiatry based care in rural acute community mental health services A
systematic literature review. Asia Pacific Journal of Health Management 2022;17(2):1105 [FREE Full text] [doi:
10.24083/apjhm.v17i2.1105]

JMIR Res Protoc 2023 | vol. 12 | e49405 | p. 10https://www.researchprotocols.org/2023/1/e49405
(page number not for citation purposes)

Shalev et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-015-0839-7
http://dx.doi.org/10.1186/s12913-015-0839-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25889260&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25980713&dopt=Abstract
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-014-0544-y
http://dx.doi.org/10.1186/s12913-014-0544-y
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25359404&dopt=Abstract
https://doi.org/10.1177/1357633X211069664
http://dx.doi.org/10.1177/1357633x211069664
https://main.knesset.gov.il/activity/legislation/laws/pages/lawprimary.aspx?t=lawlaws&st=lawlaws&lawitemid=2000747
https://main.knesset.gov.il/activity/legislation/laws/pages/lawprimary.aspx?t=lawlaws&st=lawlaws&lawitemid=2000747
https://doi.org/10.1001/jamapsychiatry.2020.1643
http://dx.doi.org/10.1001/jamapsychiatry.2020.1643
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32391861&dopt=Abstract
https://doi.org/10.1017/S0033291720004584
http://dx.doi.org/10.1017/s0033291720004584
https://doi.org/10.1016/j.emc.2009.10.006
https://doi.org/10.1016/j.emc.2009.10.006
http://dx.doi.org/10.1016/j.emc.2009.10.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19945609&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22563569&dopt=Abstract
https://doi.org/10.1176/appi.ps.201900237
http://dx.doi.org/10.1176/appi.ps.201900237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32019430&dopt=Abstract
https://europepmc.org/abstract/MED/26129992
http://dx.doi.org/10.1176/appi.ps.201400122
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26129992&dopt=Abstract
https://doi.org/10.1089/tmj.2018.0124
http://dx.doi.org/10.1089/tmj.2018.0124
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30379635&dopt=Abstract
https://europepmc.org/abstract/MED/33283206
http://dx.doi.org/10.1089/tmr.2020.0005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33283206&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-6-99
http://dx.doi.org/10.1186/1748-5908-6-99
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21878092&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-4-38
http://dx.doi.org/10.1186/1748-5908-4-38
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19594942&dopt=Abstract
https://europepmc.org/abstract/MED/22310560
http://dx.doi.org/10.1097/MLR.0b013e3182408812
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22310560&dopt=Abstract
http://dx.doi.org/10.1007/s001270050045
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9604670&dopt=Abstract
https://www.cbs.gov.il/he/publications/Pages/2019/%D7%99%D7%99%D7%A9%D7%95%D7%91%D7%99%D7%9D-%D7%91%D7%99%D7%A9%D7%A8%D7%90%D7%9C.aspx#losExcelos
https://www.cbs.gov.il/he/publications/Pages/2019/%D7%99%D7%99%D7%A9%D7%95%D7%91%D7%99%D7%9D-%D7%91%D7%99%D7%A9%D7%A8%D7%90%D7%9C.aspx#losExcelos
https://www.cbs.gov.il/he/publications/Pages/2019/%D7%99%D7%99%D7%A9%D7%95%D7%91%D7%99%D7%9D-%D7%91%D7%99%D7%A9%D7%A8%D7%90%D7%9C.aspx#losExcelos
https://doi.org/10.24083/apjhm.v17i2.1105
http://dx.doi.org/10.24083/apjhm.v17i2.1105
http://www.w3.org/Style/XSL
http://www.renderx.com/


Abbreviations
ED: emergency department
PARIHS: Promoting Action on Research Implementation in Health Services
SI: successful implementation
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