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Abstract

Purpose of Review This paper presents OPTIC as a framework to guide the conceptualization and implementation of tel-
ebehavioral health (TBH) in a comprehensive, structured, and accessible manner.

Recent Findings There is a need for comprehensive frameworks for TBH implementation, yet current models and frameworks
described in the literature have limitations. Many studies highlight favorable outcomes of TBH during COVID-19, along
with increased adoption. However, despite the plethora of publications on general telehealth implementation, knowledge is
disparate, inconsistent, not comprehensive, and not TBH-specific.

Summary The framework incorporates five components: Originating site, Patient population, Teleclinician, Information
and communication technologies, and Cultural and regulatory context. These components, abbreviated using the acronym
OPTIC, are discussed, with examples of implementation considerations under each component throughout the project cycle.
The value and larger implications of OPTIC are discussed as a foundation for stakeholders involved with TBH, in addition

to key performance indicators, and considerations for quality enhancement.

Keywords Telebehavioral health - OPTIC - Implementation - Framework - Evaluation

Introduction

Telebehavioral health (TBH), defined as the use of infor-
mation and communication technologies (ICT) to deliver
behavioral health services (BHS) remotely [1], experienced
gradual expansion in the decade prior to the COVID-19
pandemic. This expansion was driven by shortages and
uneven distributions of behavioral health (BH) clinicians,
increased connectivity and comfort with technology, and a
growing body of research demonstrating its effectiveness,
feasibility, and cost effectiveness [2]. TBH experienced
exponential growth with the COVID-19 pandemic [3], dur-
ing which there was an increase in reported BH conditions
and symptoms, coupled with significant disruptions to BHS
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delivery and unmet BH care needs [4]. This combination of
factors cemented TBH as a critical and integral approach
for delivering BHS and mitigating certain access challenges
during the pandemic [5]. For example, there was a 32-fold
increase in Medicare Fee for Service Part B TBH visits in
2020 compared to 2019 [6]. In addition to the quantitative
growth in TBH utilization, there has been a diversification
of TBH delivery, including the use of both synchronous and
asynchronous approaches, video, audio, text-based interven-
tions, and mobile health applications [7, 8]. This has been
supported and facilitated by regulatory changes, as well as
reimbursement expansions, largely related to the pandemic.
For instance, the Centers for Medicare & Medicaid Services
(CMS) has eliminated many restrictions regarding the loca-
tions where TBH can be delivered, and they expanded cover-
age to audio only and some asynchronous BHS [9].

With TBH expansion, the past 3 years also witnessed a
surge of peer-reviewed articles, reports, guidelines, press
releases, policy papers, and others, indicating increased inter-
est in TBH among professional and academic communities.
For instance, several publications demonstrated positive clin-
ical and non-clinical outcomes associated with transitioning
services to TBH during the pandemic [10]. The need for con-
ceptual frameworks and holistic implementation models as
necessary guides to enable developments in the field of TBH
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has long been recognized [11, 12]. Yet, despite the increasing
literature prior to, and since the pandemic, many publications
have approached TBH through scattered, non-standardized,
theoretical, or non-holistic frameworks [13].

While providing a comprehensive overview of the lit-
erature on implementation and evaluation frameworks and
models for telehealth is beyond the scope of this paper,
there have been several relevant proposed implementation
and evaluation frameworks since 2001, some of which are
listed in this paper in Table 1. The latter were identified
through a rapid literature search using key terms relevant
to this work including implementation, framework, con-
cept theory, model, telebehavioral health, digital health,
and mental health, and then their data are extracted into
Table 1. From those papers, multiple publications outlined
systematic approaches to implementing telehealth services
within healthcare systems, describing operational infrastruc-
ture elements, outlining evaluation approaches to telehealth
implementation, and recommending core competencies, pro-
cesses, and other components [14e]. However, many of these
publications have not focused on TBH specifically [12, 14e].
And while there are established guidelines and best prac-
tices for delivering TBH services, offering clinical, techno-
logical, and regulatory guidance [15-18], to the best of our
knowledge, they do not offer a unified, holistic, and practical
framework for TBH program implementation. The literature
provides many examples of general telehealth implementa-
tions using different approaches for conceptualizing them, at
times using particular frameworks or models borrowed from
other health-related and research fields [19-21]. While some
have a TBH focus, others discuss telehealth implementation
more generally [12, 14e, 22]. Different implementation and
evaluation frameworks can be considerably overlapping,
use terms interchangeably, or address a limited range of tel-
ehealth implementation topics, such as barriers and success
factors associated with an implementation phase, as well
as policy, behavioral, technological, ethical, and economic
considerations [12]. TBH implementation and sustainabil-
ity are described as shaped by a range of factors, including
infrastructure, clinician and administrative involvement,
technologies, institutional support, and funding [23]. Inter-
estingly, these factors have historically been discussed in the
literature as barriers to implementation, with several authors
citing behavioral, organizational, technical, economic, and
legal barriers [12, 23, 24].

That said, the following examples of telehealth frame-
works were selected to highlight the ongoing need for such
an implementation framework focused specifically on TBH:

Hebert [25] proposed a telehealth evaluation framework,
based on the Donabenian’s approach of assessing quality of
care, that examines structural and outcome variables sepa-
rately, either as individual and organizational measures.
Despite the advantage of building on a well-established

@ Springer

approach, the proposed framework did not directly address
the direct interaction or interconnectedness between indi-
vidual and organizational measures, collapses patients and
clinicians into one category, and does not sufficiently focus
on ICT. Chang [20] proposed a conceptual monitoring and
evaluation framework for telemedicine that incorporated a
range of components of ICT, clinician and patient satisfac-
tion, cost, quality, and data security. Despite the value and
comprehensive nature of the framework, it is intended as a
monitoring and evaluation framework for telehealth service
implementation, rather than a TBH implementation frame-
work. Edmunds et al. [26] proposed a telehealth model that
centered primarily on telehealth practice in relation to policy
and regulatory issues. Their work focused on informing pol-
icy makers and other stakeholders on telehealth, including
barriers to implementation, risk management, technology-
related considerations, among others. Despite the value of
this publication, the authors did not give much insight on
implementation-related guidelines and practical recommen-
dations as part of their framework but rather listed major
components to consider in telehealth practice. Lokken et al.
[14e] described a systematic approach to effectively imple-
ment telemedicine in a large multicenter integrated health-
care system. The approach is comprehensive, covering a
range of operational components, such as staffing infra-
structure, functional partnerships, standardized processes
and protocols, data analytics, and performance reporting,
to name a few. The approach is sophisticated and broad,
yet it is likely difficult to implement within less resourced,
smaller healthcare systems, particularly behavioral health
facilities that tend to struggle with the type of infrastruc-
ture, funding, and other resources that would be needed for
such a systematic approach to implementation. Rangachari
et al. [27] presented a narrative review of the literature on
telehealth across six medical specialties. Three had lower
telehealth utilization (gastroenterology, allergy-immunology,
family medicine), and three had higher telehealth utilization
(radiology, psychiatry, cardiology). Rangachari presented a
conceptual framework that incorporated factors, both facili-
tators and barriers, categorized by the macro (policy), meso
(organizational), and micro (individual) levels. This valuable
framework tackles interrelationships between factors at these
different levels, yet the approach to the discussion is com-
parative among the different medical specialties rather than
focused specifically on TBH implementation.

Having a comprehensive and accessible framework can
facilitate the manner in which TBH practices and programs
are conceptualized, planned, and implemented. In a pre-
vious publication, Mahmoud et al. [23] discussed a TBH
implementation model highlighting critical steps and con-
siderations for planning, implementation, and evaluation. In
doing so, the authors highlighted four major components
of TBH programs, under which the implementation steps
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and considerations were grouped: originating site, patient
population, teleclinician, and information and communi-
cation technologies. In addition, the authors discussed the
value of aligning these components, possibly through a
TBH organization that would serve as a facilitator or ena-
bler for implementation [23]. In a subsequent publication,
the authors incorporated a fifth component, the cultural
and regulatory context, proposing a more comprehensive
framework for TBH program implementation, referred to
as the acronym “OPTIC” [28]. In this paper, the authors
present OPTIC, building on previous literature along with
the authors’ decade-long experience in designing and imple-
menting TBH programs. The authors discuss OPTIC as a
conceptual framework for TBH implementation within an
expanding and increasingly more diversified digital health-
care ecosystem.

The OPTIC Framework

In this section, we present OPTIC in more detail, solidify-
ing the discussion on its different components, and provid-
ing examples of how implementation steps and considera-
tions can be conceptualized through this framework. While
OPTIC is a framework, as opposed to an implementation
model, because all TBH programs undergo a number of
phases in their implementation, the examples are presented
in alignment with the project lifecycle, including (a) assess-
ment, (b) planning, (c) deployment, (d) evaluation, and (e)
sustained operation (See Table 2).

OPTIC is meant to serve as a practical framework to
conceptualize key components of TBH programs. Despite
the diversification of TBH care delivery approaches, utiliz-
ing different technologies, communication modalities, and
approaches to care delivery, OPTIC maintains that TBH
programs can be conceptualized through five components:
Originating site, Patient population, Teleclinician, Infor-
mation and communication technologies, and Cultural and
regulatory context [19] (See Fig. 1).

e Originating Site (OS): The physical location where the
patient is located when TBH services are delivered. This
can include hospitals, physician offices, federally quali-
fied health centers, community mental health centers,
and patients’ homes, among others [28].

e Patient Population: The beneficiaries or beneficiary
population who would receive TBH services at the OS.
This may include the general population or an identified
targeted subpopulation, which would be served by the
TBH program [28].

e Teleclinician: The clinician delivering treatment via
TBH. Also known as “distant site practitioners,” these

clinicians can include psychiatrists, nurse practitioners,
social workers and psychologists, among others [29].

e [Information and communication technologies: The soft-
ware, hardware and connectivity necessary to deliver and
receive TBH services [30]. Examples can include dif-
ferent communication platforms, web-based and phone-
based applications, e-prescribing systems, electronic
health records (EHR), internet connectivity, and devices
used to access and utilize such systems [23, 30].

e Cultural and regulatory context: The cultural factors and
regulatory landscape that influence the development and
implementation of the TBH program. The cultural con-
text can shape the delivery and experience of TBH ser-
vices and has become increasingly central to TBH given
the diversity of patient populations that can be served
remotely. Regulatory factors can include local and federal
laws, prescribing regulations, reimbursement policies and
clinical guidelines that shape the TBH delivery [28].

Originating Site

The assessment phase of implementation ideally starts with
conducting a needs assessment of the OS, including location,
clinical settings, treatment modalities, existing and antici-
pated workflows [30], services to be delivered, organizational
culture, and staff attitudes. This also includes assessing the
geographic distribution and accessibility considerations for
patients [13, 25, 31]. Such assessment is vital, as resources,
other clinical supports, cultures, and regulations tend to vary
by location of OS. Technological and connectivity needs
for the TBH program must be identified, and software and
equipment must be evaluated for compatibility and possible
upgrade needs [20, 21, 25, 32]. Furthermore, OS staffing has
been extensively highlighted in the literature as an important
component of the pre-deployment phase. This includes iden-
tification of key staff [14e], understanding staff’s attitudes
and willingness to receive training and share knowledge [31],
identification of training needs, and designing such training
[14e, 20, 21]. In addition, funding, resources, cost of ser-
vices, and reimbursement must be considered.

The need for designing and implementing defined work-
flows, including for crisis management, with clearly iden-
tified roles and responsibilities at the OS, has been exten-
sively outlined in the literature as one of the critical factors
in the success of TBH implementation [20, 25, 31, 33].
It is important to involve senior clinical leadership in the
design of such processes, including for scheduling, patient
navigation, and session completion. This may facilitate
the implementation of early processes necessary for care
delivery, including relevant credentialing and privileging
for the teleclinician and new workflows that would have to
be implemented to support TBH delivery. OS staff should

@ Springer
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receive regular training on TBH, program workflows, and
ICT [23], incorporating regulatory and cultural factors that
shape TBH program delivery [33]. The pre-deployment
phase also includes identifying a range of OS outcome
measures and their tracking mechanisms, including those
related to sustainability of the TBH program (operationally
and financially), patient and staff satisfaction, utilization
rates, wait times, and technology performance. Other out-
come measures reported in the literature include number of
patients served, session length, scheduling, OS environment
and setting, availability of resources, cost-effectiveness, and
affordability [13, 20, 24, 25].

Establishing a reporting system for monitoring and evalu-
ation of the OS operations can provide valuable information
for refining and improving BHS at the OS post-deployment
[14e]. Examples include tracking the quality of services,
collaborative work between OS staff and teleclinician [13],
and the presence or adherence to standardized processes and
workflows that are formalized into standard operating pro-
cedures (SOPs) [14e]. To support sustained operations and
ensure minimal service disruption, ongoing OS staff training
on compliance, ICT, cybersecurity, Health Insurance Port-
ability and Accountability Act (HIPAA), and regulatory

changes is needed, including regular review of practice and
quality standards, risk management, and privacy protection
protocols [21]. Data collected during evaluation can also
help guide approaches to improve not only the quality of
BHS but also operational efficiency and cost-efficiency.

Patient Population

TBH programs should be patient-centered, focused on meet-
ing the needs of the patient population and effectively facilitat-
ing patient engagement and participation. The pre-deployment
phase must identify the patient population’s needs [25], the
accessibility of the OS, acceptability of the use of ICT for
BHS delivery, as well as willingness to engage in treatment.
Patient demographics, disease characteristics, linguistic
and cultural considerations, treatment needs, user habits,
ICT literacy, and payer composition of the patient population
must also be reviewed [20, 23, 31]. This information ena-
bles the development and dissemination of patient-friendly
educational resources about the TBH program, types of ser-
vices, ICT used, therapeutic framework, and emergency pro-
tocols, in order to facilitate patient adoption of TBH services
during deployment [13, 23, 31].
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Post-deployment, data on patient outcomes, both clinical
and nonclinical, should be tracked and analyzed to provide
data-informed modifications to TBH programs to better
serve patients [21, 34]. A range of outcome measures may
be used, including patient satisfaction [13, 20], which may
incorporate multiple factors, such as satisfaction with the
care process, interactions with the teleclinician, and over-
all experience using TBH [25]. Other outcome measures
include engagement in treatment, adherence to treatment,
response to treatment as assessed through self-reports or
standardized measurement scales, utilization of emergency
rooms and higher levels of care [13], perceived quality of
life, adverse effects, and functional status after receiving
treatment [25]. These operational and clinical data points
should guide further refinement of the TBH services to meet
patient needs and improve outcomes.

Teleclinician

The teleclinician must have necessary educational credentials,
licensure, and certification required to deliver BHS, in a man-
ner that complies with federal and local regulations [23]. A
range of other teleclinician-related factors should be consid-
ered pre-deployment during the recruitment and onboarding
process, including an assessment of the teleclinician attitude,
knowledge, and experience with TBH. Some areas of particu-
lar focus include assessing the teleclinician’s perceptions on
the usefulness, effectiveness, and ease of use of ICT for TBH
[1]. Related to these areas are the teleclinician’s willingness
to receive training on, adapt to, and share knowledge about
TBH [25, 31]. Other pre-deployment factors include assess-
ing cultural competency, which would help guide training on
culturally affirming care [23]. Training must also cover ICT,
HIPAA-compliance, cybersecurity, clinical workflows, and
remote emergency management [23, 25, 35].

Post deployment, a range of data points can be evaluated
including teleclinician productivity and the quality of care, which
can be assessed using a combination of audits, peer reviews, OS
staff feedback, and patient feedback [13, 23]. Teleclinician sat-
isfaction with TBH and with the degree of support from and
engagement with the OS should also be tracked [23, 24]. Ongo-
ing TBH service delivery requires ensuring appropriate and up-
to-date licensure, certification, privileging, and credentialing; in
addition, regular trainings are needed to ensure teleclinician and
OS staff competencies on regulatory compliance, ICT, cyberse-
curity, HIPAA, cultural competency, evidence-based guidelines,
ethical practice, and clinical workflows [21].

Information and Communication Technologies

ICT needs and resources should be assessed pre-deployment.
Depending on the needs of the patient population, the types

@ Springer

and modality of services to be provided, and the capacities
of the OS and teleclinician, the technology needs may vary.
The hardware required for TBH may range from personal
smartphone devices to laptops with built-in cameras, other
computers, external cameras, microphones, monitors, speak-
ers, and servers [21, 32, 36ee]. Similarly, software needs
may include videoconferencing capabilities, EHR, electronic
prescribing (e-prescribing) software, and smartphone appli-
cations [21, 32, 36ee].

Regardless of the type TBH services and manner of deliv-
ery, ICT should be evaluated to ensure it meets ethical, pri-
vacy, security, and legal requirements [21, 36ee] and that
they are appropriate for the patient population [36ee]. This
includes identifying needs for adding, modifying, or upgrad-
ing ICT, including for hardware, software, and connectiv-
ity, along with training needs for OS staff, technicians, and
patients [20]. Pre-testing of equipment, software, and con-
nectivity [37] should be conducted as these pre-deployment
considerations are critical to ensure smooth deployment fol-
lowing careful and tailored planning.

Once the ICT needs have been identified and evaluated,
SOPs for accessing and using ICT for service provision
should be documented and made accessible to OS staff and
teleclinicians, including procedures and contingencies for
breakdowns or failures in any of the aforementioned ICT ele-
ments [33]. For example, SOPs can be developed for when a
videoconferencing session cannot be completed due to tech-
nological or connectivity issues, including troubleshooting
attempts or switching to audio-only phone sessions [21].
Similarly, contingency plans should be developed for docu-
menting and prescribing, should the EHR or e-prescribing
system fail. Individuals responsible for ongoing maintenance
and support of ICT should be identified pre-deployment,
as they will provide support for and regular testing of ICT
post-deployment [29].

As with other aspects of the OPTIC framework, ongo-
ing monitoring of ICT, including for quality of sessions,
connectivity, hardware, software, cybersecurity, and techno-
logical difficulties, is helpful in further refining the program
[13, 21, 23, 25]. In addition, as newer technologies shape
the delivery of TBH, training teleclinicians, OS staff, and
patients on newer ICT or modalities of care delivery will
be needed.

Cultural and Regulatory Context

Providing culturally affirming care in BH has been recog-
nized as an important factor, especially for TBH, where the
teleclinician and patients may not belong to or reside in the
same community. It is crucial to ensure cultural competence
of both the OS staff and teleclinicians. This includes paying
close attention to diverse needs and characteristics of the
patient populations served, including patients who identify
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as sexual or gender minorities, ethnic minorities, migrants,
refugees, people living with disabilities, and linguistic
minorities. Considerations for particular patient subgroups
can prompt tailored approaches not only at the level of care
delivery by the teleclinician only but also at the level of the
OS as the setting where BHS are received, be it in terms of
using culturally affirming language, inclusive and welcom-
ing signs, interpreting services, user-friendly ICT, and others
[8, 29, 32].

In the deployment phase, training should be provided
to OS staff and teleclinician on different sensitivities of
populations interfacing with TBH. While several training
approaches have been employed, the fifth edition of the
diagnostic and statistical manual of mental disorders (DSM-
5) offers a cultural formulation interview, which includes an
updated understanding of gender identity issues and racial
bias [38, 39]. Important cultural considerations include con-
cepts such as cultural humility which emphasizes adopting
an open stance towards cultural identity between clinicians
and patients in order to minimize the gap in power dynamics
between them. A teleclinician using cultural humility can
grasp the limitations of not fully understanding a patient’s
culture and addresses the limitation by considering the
patient’s view of the most pertinent cultural factors by using
patient-centered interviewing [39]. In addition, a culturally
affirming approach to TBH care appreciates that patients
may have varying attitudes towards both BH and ICT that
may impact a patient’s receptivity towards TBH [32]. Post-
deployment, it is important to conduct ongoing monitoring
of the degree to which the care being provided is culturally
affirming, through patient surveys or OS staff feedback [13].

From a regulatory standpoint, local and federal laws gov-
erning the delivery of TBH should be reviewed, including
scope of practice, e-prescribing, reimbursement, privacy,
and security [18, 29]. While local regulations may vary sig-
nificantly, examples of federal regulations include the Ryan
Haight Act, Health Information Technology for Economic
and Clinical Health (HITECH), and Health Insurance Port-
ability and Accountability Act (HIPAA) [21]. It is important
to also be mindful of reimbursement policies which can vary
by jurisdiction, payer, type of OS, type of service, specialty,
and modality of care delivery [40]. A robust assessment
of these factors can enhance compliance, identify training
needs for OS staff and teleclinician, and guide billing prac-
tices that support the cost-efficiency and sustainability of
the TBH program [13]. Ongoing monitoring of regulatory
and reimbursement guidelines, and related education of the
teleclinician and OS staff, is necessary as the COVID-19
pandemic; the subsequent public health emergency, and the
end of the state of emergency, has brought about significant
and ongoing changes to regulations guiding the delivery of
TBH, e-prescribing, and reimbursement policies [10].

OPTIC and Beyond

OPTIC provides a framework to guide the implementation
of a singular TBH program. However, TBH programs should
also consider where they fit within an increasingly diverse
digital health ecosystem, looking beyond the particular solu-
tions or services they are delivering. This means considering
the degree to which TBH programs are integrated across
the array of other healthcare services, how they are sup-
porting health equity, and the degree to which they can be
considered innovative. While not presented as a separate
component of the OPTIC implementation framework, the
value of integration within TBH has been recognized for
several years [35], with the American Psychiatric Associa-
tion (APA) and American College of Physicians supporting
integrated approaches to telehealth implementation [29, 41].
As TBH continues to expand and diversify, TBH programs
that deliver siloed point solutions will have limitations with
regards to scaling in an integrated manner within a health-
care system challenged with fragmentation. Rather, TBH
programs must be developed to integrate within the existing
digital health ecosystem they are to be implemented in, to
avoid creating unnecessary siloes that create inefficiencies
and perpetuate fragmentation. This requires consideration
for where the program lies along the patient care journey,
how it interfaces across specialties and treatment modali-
ties, and how it incorporates care coordination and refer-
ral pathways to the other solutions within the ecosystem.
In addition, supporting health equity for the increasingly
diverse patient populations served through TBH necessitates
examining how the TBH program addresses patient needs,
such as those shaped by cultural, sexual, gender, linguis-
tic, racial, geographical, or socioeconomic factors, or other
social determinants of health (SDOH) specificities.

TBH programs need to consider the degree to which
they are delivering truly innovative clinical models to
expand access to care, in a manner that mitigates the pro-
vider shortage and that meets patients’ needs and prefer-
ence of how to access care, be it through the incorporation
of different technologies or clinical delivery models. When
it comes to innovation, the use of technology in health-
care is no longer sufficient for a program to be considered
innovative. This is because the diversification in healthcare
delivery post-COVID-19 created opportunities for conver-
gence and hybridization in a manner that meets patients’
needs, through combinations of in-person and remote care,
video with audio, and synchronous with asynchronous care.
In fact, APA predicts that future psychiatric practices will
likely deliver a hybrid model: in-person, video, and audio
visits [42]. Moving forward, innovative TBH models will
likely incorporate a combination of different ICT, deliver-
ing both synchronously and asynchronously, using newer
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clinical models to deliver a range of direct and consultative
care, and incorporating collaborations between different
clinicians, peer support specialists, care navigators, and
case managers.

Conclusions

Despite the value of the different implementation compo-
nents, models, and frameworks described in the literature,
there is strong utility in proposing a framework such as
OPTIC to guide the conceptualization and implementation
of TBH programs in a manner that is comprehensive, prac-
tical, and accessible. The literature provides examples of
TBH implementation that cover different components that
are included in the OPTIC framework [21, 36ee]. How-
ever, examples of implementation tend to be presented in
isolation versus comprehensively. At a time of diversifica-
tion, hybridization, and further innovation within TBH, the
OPTIC framework can offer a standardized approach to the
design, implementation, and evaluation of TBH programs.
OPTIC provides a structured conceptual framework that is
comprehensive and accessible, using the five core elements
of OS, Patient Population, Teleclincian, ICT, and Cultural
and Regulatory Context. OPTIC simultaneously defines
the key components of a TBH program while allowing for
a customizable approach to the operationalization of said
elements, with each component being considered at vari-
ous stages of implementation. Incorporating all five core
components ensures all key aspects of a TBH program are
considered. Given the scarcity of such frameworks in the
literature as discussed above, OPTIC bridges a significant
gap and provides an important tool to further develop this
field from a practice and research angle.

In addition to guiding the planning and deployment of
TBH, this framework is useful in identifying and monitoring
TBH program outcomes, using key performance indicators
categorized by OPTIC components. From a research lens,
OPTIC can guide data collection for TBH programs using a
standardized conceptual framework, support comparability
of findings across multiple settings and contexts, and facili-
tate further understanding of TBH program implementation.
Importantly, while OPTIC was developed with support from
literature and the authors’ experiences in implementing TBH
programs, this framework can be replicated and utilized
within other telehealth programs beyond BH.

As we continue to refine TBH program implementation,
it is important to recognize that there has been a paradigm
shift in the conversation about TBH. Less than a decade
ago, we were advocating for TBH acceptance while dis-
cussing evidence of effectiveness, feasibility, and potential
for scalability. Post-COVID-19, it is a positive sign that the
discussion has evolved to focus more on best practices in
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implementation including on how to use the technologies
inherent to the delivery of remote care in order to enhance
implementation, support quality, decrease costs, enhance
integration, and ultimately improve outcomes.

Data Availability No primary data was collected for the purposes of
this study. The data is secondary and was extracted from the sources
listed in this manuscript. The raw data files can be made available by
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