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REVIEW ARTICLE

Guidelines for primary health care-based telemental health
in a low-to middle-income country: the case of Lebanon
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aGlobal Health Institute, American University of Beirut, Beirut, Lebanon; bDepartment of Public Health, Faculty of Health Sciences,
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ABSTRACT
Significant efforts have been conducted to improve access to Mental Health Services (MHS) and
reduce the burden of Mental Health Disorders (MHD) in Low-to Middle-Income Countries (LMIC).
However, important challenges to accessing MHS still exist and limit improvements. Telemental
Health (TMH), a modality that delivers remote MHS provides an ideal solution to complement
existing efforts; however, there are limited reports on its implementation in developing coun-
tries such as Lebanon. This study presents the first roadmap for TMH applicability in Lebanon,
with a focus on the Primary Health Care (PHC) setting, which has international relevance. We
review existing guidelines and contextualise them to the Lebanese setting by addressing essen-
tial components for implementation. In specific, we shed light on 6 aspects: (1) patient popula-
tion, (2) technological guidelines, (3) clinical guidelines, (4) administrative guidelines, (5)
workforce, and (6) monitoring and evaluation. In addition, we acknowledge the important role
of governmental efforts in setting the infrastructural and regulatory aspects for TMH practice.
We provide guidance for public health professionals, government officials, and clinicians looking
to adopt TMH practice in Lebanon or other countries with similar development and cul-
tural landscapes.
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Introduction

Mental Health Disorders (MHDs) represent a global
public health threat, affecting more than 450 million
people worldwide (WHO, 2017). It is of particular
concern for Low- and Middle-Income Countries
(LMICs) where more than 80% of people with MHDs
reside, and where MHDs account for the highest rates
of years lived with disability (IHME, 2020; Rathod
et al., 2017). Although MHDs are highly prevalent,
the availability of Mental Health Services (MHS) in
LMICs continues to be limited (Heim et al., 2020).
Major factors impeding access include underfunding,
unequal geographic distribution of services, privatisa-
tion of MHS, shortage of highly qualified clinicians,
low mental health awareness, and societal stigma
(Acharibasam & Wynn, 2018; Rathod et al., 2017). In
response to the treatment gap, the World Health
Organisation (WHO) has led many efforts to integrate
MHS in Primary Healthcare Centres (PHCs), as per
the Alma Ata Declaration on Universal Health Care
of 1978 (WHO, 1984). Despite multiple efforts to
enhance MHS provisions and despite growing

evidence showing promising results, access to MHS
continues to be a problem for many people in LMICs
(Heim et al., 2020).

In view of the COVID-19, a public health crisis
that has restricted mobility for both patients and
clinicians, many healthcare facilities, private and gov-
ernmental institutions started using Telemental
Health (TMH) to deliver MHS as an emergency con-
tingency plan (Conrad et al., 2020). Although com-
mended, such interventions need significant planning
to be regulated and applied adequately in line with
international best practices. Also, the economic
impact caused by the COVID-19 is expected to
increase the need for MHS (WHO, 2011), which adds
to the urgency of setting up TMH systems. Therefore,
a solid foundation is crucial to accommodate large-
scale adoption in resource-limited settings to respond
to the population’s needs (Whaibeh et al., 2020).
Given the relative novelty of TMH in LMICs, which
has not yet been subjected to coordinated policy and
implementation efforts or adequately researched in
low-resource settings, there is a dire need to adapt
and develop guidelines to support its implementation.
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We examine guidelines for TMH, identify critical
components for planning and implementation in
PHCs, and tailor them to context-specific considera-
tions. We primarily used guidelines developed by the
American Psychiatric Association (APA) and the
American Telehealth Association (ATA) (APA, 2018).
As an example, we examined the case of Lebanon,
which exhibits similar characteristics of other LMICs,
including a relatively developed private healthcare sec-
tor yet limited resources and policy implementation
within the public sector. However, these guidelines
may apply to other LMICs that share similar develop-
ment or cultural landscapes.

The case of mental health in Lebanon

Lebanon is a small LMIC in the Middle East, with an
estimated population of approximately 4 million in
addition to 475,075 Palestinian refugees and 1.5 mil-
lion Syrians displaced following the protracted Syrian
crisis (El Chammay & Ammar, 2014). While one in
four adults suffers from at least one MHD in their
lifetime, only about 19% of individuals with an MHD
seek any MHS in Lebanon, with a median delay of
6 years between the age of onset and the age of first
seeking treatment (Karam et al., 2008, 2019). Similar
to international findings, major deterrents for access-
ing treatment are the centralisation of services in
urban areas like Beirut, logistical challenges, and high
cost of MHS – most of which are provided largely by
the private sector – in addition to low-perceived need
and fear of social stigma (Karam et al., 2019; Yehia &
Jardali, 2015). As with other LMICs, the mental
health care system in Lebanon suffers from shortages
in human and capital resources, is mainly financed by
out-of-pocket expenditure, and is affected by continu-
ous internal and regional socio-economic and political
conflicts (Yehia & Jardali, 2015). Lack of timely access
to treatment is problematic because it is conducive to
the development of MHDs, and it exacerbates existing
conditions (Yehia & Jardali, 2015). Ultimately, indi-
viduals’ personal, social, and vocational functioning
may be impacted, leading to severe negative repercus-
sions nationally (Knapp et al., 2006).

In response to these challenges, the Ministry of
Public Health (MoPH) in Lebanon established in
2014 the National Mental Health Programme
(NMHP) and launched a mental health strategy with
the vision of providing all people living in Lebanon
the opportunity for optimal mental health and well-
being (MoPH, 2015). This resulted in integrating
MHS into more than 75 Primary Healthcare Centres

(PHCs) through training over 106 health workers on
mhGAP, in line with WHO’s recommendations
(Karam et al., 2016; WHO, 2013). MoPH also
strengthened the mental health screening and referral
system, developed community-based multidisciplinary
mental health teams, and trained professionals work-
ing in the humanitarian response on interpersonal
psychotherapy (Karam et al., 2016). Despite the sig-
nificant impact and positive momentum this has pre-
cipitated, it encountered important limitations. For
example, of all PHCs in Lebanon, only 32% deliver
MHS (Hemadeh et al., 2020), largely due to a short-
age and uneven distribution of mental health special-
ists. In addition, the strategy does not elaborate
explicitly on the mechanisms through which patients
are referred from one level of care to another (Rasha,
2018). This process is likely to be impeded by barriers
associated with the privatisation and centralisation of
MHS, the consequent financial and mobility con-
straints, the long wait-lists, and the shortage of mental
health specialists.

To mitigate these shortcomings, we believe that the
integration of TMH, a modality that utilises
Information Communications Technology (ICT) to
deliver MHS (Saeed & Anand, 2015) would be ideal
to complement the NMHP strategy and facilitate
access to MHS in Lebanon and other LMICs. TMH
allows delivery of MHS such as assessment, medica-
tion management, psychotherapy among others
remotely through synchronous (e.g. real-time) or
asynchronous (e.g. store-and-forward) videoconferen-
cing, and thereby overcomes challenges to accessing
treatment (Yellowlees et al., 2013). For example,
through TMH, barriers associated with uneven distri-
bution of MHS or mobility restrictions may be miti-
gated, which benefits clinicians and patients (Shore,
2013). TMH is associated with various positive mental
health outcomes that are comparable to in-person
treatment, in addition to others such as cost-effective-
ness, positive therapeutic alliance, and reduced wait-
list time to name a few. Additionally, TMH has the
potential to reduce the risk of burnout among health-
care professionals (Vogt et al., 2019), which are
alarmingly high (Romani & Ashkar, 2014; Salem
et al., 2018; Talih et al., 2018).

Despite the potential of TMH, to our knowledge,
there is no published documentation for its applica-
tion in Lebanon, and there are limited documents to
guide its application in developing settings, which
makes this an important area of research that war-
rants exploration. Integrating TMH is timely and
needed to build on the momentum caused by the
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NMHP strategy since it could optimise the capacity of
most healthcare institutions in Lebanon to deliver
MHS unrestricted by location, specialty, or institu-
tional capacity. TMH is a critical enabler for most
rural PHCs to deliver MHS regardless of the presence
of on-site mental health professionals since clinicians
could be matched with various patients remotely. In
fact, WHO has been calling for the global adoption of
telehealth systems to enhance the provision of inte-
grated care for several years (Stroetmann et al., 2010).

National primary healthcare centres network

The National PHC Network in Lebanon, established
in 1996 by the MoPH in partnership with municipal-
ities and non-governmental organisations (NGOs)
regulates and maintains the quality and delivery of
health services (Ammar, 2009). In 2009, the National
Primary Healthcare Accreditation Programme was
launched and has, as of 2018, accredited 52 PHCs
(Hemadeh et al., 2019). In 2016, in collaboration with
the World Bank, MoPH subsidised a benefits package
for over 150,000 vulnerable Lebanese citizens through
75 PHCs as a step towards universal health coverage
(MoPH, 2017). Non-communicable disease manage-
ment and MHS were also integrated into PHCs to
target community needs and provide continuum of
care (MoPH, 2015; MoPH, 2017). As of 2018, the net-
work comprises 229 PHCs (MoPH, 2018) providing a
range of services at a nominal rate for over one mil-
lion individuals yearly (Hemadeh et al., 2020).
Services include paediatric, gynecological, diagnostic,
dental, pharmaceutical, general medical services, and
recently, MHS (Hemadeh et al., 2019, 2020).

A national facility assessment found that only
14.6% of all PHCs are located in Beirut, most are in
Mount Lebanon, and 59% of all PHCs are located in
rural areas. PHCs have 2 to 18 clinics, with the
majority offering pharmaceutical services and having
basic equipment such as thermometers, stethoscopes,
blood pressure apparatus, scales, and a lighting source
(Hemadeh et al., 2020). Most PHCs have viable
means of communications including landlines or cell
phones, computers, information systems, back-up
electricity supply, and access to intranet and internet
(Hemadeh et al., 2020). However, PHCs suffer from
shortage in human resources, namely family medicine
doctors, nurses, mental health workers, and informa-
tion technology (IT) staff, largely due to geographic
locations of PHCs, with the majority of urban centres
fulfilling their staffing requirements compared to only

one-third of centres in rural areas (Hemadeh
et al., 2020).

Given that hospitalisation and specialised care take
up the largest portion of governmental funding, and
that primary care is neglected, it is crucial to vitalise
primary care services by scaling up integrated and
community-based MHS (MoPH, 2015). PHCs present
many opportunities for TMH integration because they
have the minimally required ICT and hardware that
can be leveraged to provide remote services, and this
is also relevant in LMICs beyond Lebanon (Hemadeh
et al., 2020). Moreover, contrasting specialised MHS
predominantly located in Beirut, PHCs’ catchment
areas cover rural governorates, which typically host
underprivileged, under-screened, and underserved
populations (Saleh et al., 2018). Ultimately, this may
be the needed effort to complement the initiated min-
isterial work. TMH overcomes the staffing challenges
that most PHCs suffer from, caused by the aforemen-
tioned geographical challenges. Also, TMH’s ability to
provide timely, efficient, and effective MHS is likely
to resonate well with patient populations since it is
associated with reduced wait-time, positive perception
of clinician competency and patient-clinician commu-
nication (Hemadeh et al., 2019).

Considerations for implementation

Successful TMH implementation hinges on adequate
planning, especially when it is integrated into devel-
oping contexts such as Lebanon. Although in this
review we discuss PHC-level guidelines, we acknow-
ledge the key role of governmental bodies in setting
the foundation for this process and influencing how
institutions proceed with it. Ministries of Public
Health usually hold a mandate over policymaking,
organise operational practices, finance and deliver
services, and provide oversight and regulation (Siddiqi
et al., 2009). That said, the NHMP and the MoPH
have been instrumental in improving MHS and men-
tal health outcomes across the country in Lebanon.
For example, by establishing the Mental Health and
Psychosocial Support Task Force they were able to
coordinate the work of more than 62 actors involved
in the Syrian crisis response (Karam et al., 2016). And
with the inception of the NMHP, the first committee
to regulate mental health practice was formed, adding
legitimacy and regulatory oversight to the practice.

To keep in line with the principles of good govern-
ance for the planning and implementation of health
policies (Rasha, 2018), it is recommended that large-
scale TMH adoption in Lebanon start with national
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committees and working groups being officially formed
by Ministerial decrees or their equivalent. This would
include patient advocates, community-based organisa-
tion representatives, and other stakeholders such as
professional societies and associations. While this may
add a bureaucratic element and may include added
costs to the system in the earlier phases of implemen-
tation, this kind of oversight is crucial to mitigate risks
of predatory practices, from financial, administrative,
or clinical perspectives. Thus, efforts from MoPH and
NMHP may be directed towards setting formal
accountability mechanisms, adapting current licensures,
developing related certifications, and providing over-
sight to regulate performance, ensure ethical standards,
and improve the practice. Accordingly, involving pro-
fessional societies is crucial to capitalise on their
board’s expertise and to ensure optimal set-up, deliv-
ery, and sustainability. Involving patient organisations,
community-based, and watchdog organisations, parlia-
mentarians as well as the media throughout the policy-
making process is also recommended (WHO, 2013).
More importantly, making provisions in upcoming
ministerial and national mental health strategies to
integrate TMH within the existing mental healthcare
system could be instrumental in accelerating and
improving its implementation.

PHCs, positioned at the core of TMH services, are
expected to receive patients, help them navigate TMH
systems, and handle needed documentation and
administrative issues to optimise their service delivery.
To this end, below are six of the most critical compo-
nents that PHCs should consider for TMH delivery
(Table 1).

Patient population

Seeing that TMH has not reached widespread adop-
tion, many patients may not be aware of it being an
option for MHS, and may thus be sceptical towards it
(Mahmoud et al., 2019). This is also exacerbated by
the fact that MHS in general are stigmatised and asso-
ciated with shame in Lebanon. Thus, PHCs need to
gain a better understanding of their patients’ demo-
graphics, attitudes towards TMH, and willingness to
engage with technology to receive MHS to better pre-
sent these services. The literature emphasises the
importance of understanding patient needs and char-
acteristics and minimising related barriers for success-
ful TMH delivery (Lokken et al., 2019). It is also
necessary for PHCs to set adequate screening meas-
ures for mental health symptoms to recognise the
mental health needs of their patients.

Furthermore, PHCs have to recognise which
patients are appropriate for TMH and which are not.
Most patients are fit for TMH (APA, 2018, 2013;
Shore et al., 2018) since mental health treatments
tend to rely on audio-visual communication, eliminat-
ing the need for physical evaluations. However,
patients who pose threats to themselves or to others,
who have severe delusions and hallucinations, or who
have significant hearing or vision challenges may not
be ideal candidates since their communication and
treatment progress may be compromised (Mahmoud
et al., 2019). However, because TMH presents some
limitations in clinical observations such as noticing
whether the patient is intoxicated or whether they are
agitated and so on, integrating these services in a
PHC setting allows the on-site staff to notice and pro-
vide support when necessary (Mahmoud et al., 2019).

Technological guidelines

We turned to guidelines set by international organisa-
tions, such as the WHO, ATA, and APA, while pay-
ing attention to context-specific issues (APA, 2018;
WHO, 2019.). Technological guidelines address com-
ponents related to hardware and software, which are
essential to conduct video-conferencing sessions, store
health records, support coordinated care, and collect
data (Mahmoud et al., 2020).

PHCs delivering TMH are expected to have func-
tional hardware such as laptops, desktops, webcams,
microphones (Jones et al., 2014). Fortunately, devices
with these features are becoming increasingly abun-
dant, and their costs are decreasing (Rosoff, 2015). In
fact, videoconferencing can be supported by almost
all laptop computers, eliminating the need for PHCs
to purchase and maintain elaborate or expensive devi-
ces. The key is to balance cost with user experience,
which would also play a significant role in training
staff and implementing new workflows.

While Lebanon does not yet have laws similar to
HIPAA and HITECH that govern the security, stor-
age, and maintenance of protected electronic health
information, we recommend using software solutions
that maintain high degrees of patient privacy and
data security (Jones et al., 2014). Security and privacy
are crucial elements that guide the use of technology
in TMH; in fact, concerns about protected health
information security and patient privacy have been a
significant concern among healthcare professionals
and patients (Mahmoud et al., 2019; Mahmoud &
Vogt, 2019). Such solutions are increasingly available,
and their costs are gradually decreasing. In Lebanon,
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maintaining a balance between security and afford-
ability, and considering the ability of solutions to pro-
vide high-quality video-conferencing features with
limited internet bandwidth is key. High-quality TMH
requires seamless video-conferencing experience sup-
ported by high-speed internet, and with sufficient
upload and download internet speed.

Clinical guidelines

TMH relies on clinical guidelines similar to in-person
care, with some adaptations. Practices are still
expected to adhere to ethical principles, best practices
recommendations, and to ensure the same quality of
care (Mahmoud et al., 2020); however, they also need
to consider issues related to remote communication
and telehealth in general. For example, institutions
need to have contingency procedures in case of con-
nectivity or technology-related breakdowns, such as

by having additional devices or alternative sources of
internet connection such as mobile hotspots ready if
needed (Mahmoud et al., 2020).

Given that regulation and oversight of MHS are
improving over time as a result of governmental
efforts in Lebanon, it is important to take informed
consent forms as standard practice in TMH services.
Similar to in-person treatment, informed consent for
TMH should describe the roles and rights of the tele-
clinician and patient, should specify the agreed-upon
treatment plan, and should delineate emergency/crisis
plans such as involuntary hospitalisation and situa-
tions when patients pose a threat to themselves or
others (ATA, 2013). This may require informing the
patients’ emergency contact person or involving emer-
gency ambulance support if needed. Additionally, the
ATA recommends that informed consents specify the
processes and confidentiality limitations of how
patient information is collected and stored, the

Table 1. Guidelines for primary health care-based TMH.
Main components Overview Guidelines

Patients Needs assessment Assess the mental health needs of the patient population, their demographics,
their attitudes towards TMH, and their willingness to engage with
technology to receive MHS.

Screening Patients for
TMH Appropriateness

Determine if a patient is at imminent risk of harm to self or others, or if the
patient presents with barriers that hinder their ability to engage with
treatment via videoconferencing. Even though most patients are appropriate
for TMH, refer those who are not to in-person care instead.

Technology Hardware Ensure having minimally functional hardware such as laptop computers,
webcams, and microphones.

Software Use software affordable solutions that maintain a high degree of patient
privacy and data security, and that provide high quality video
conferencing features.

Clinical Informed consent Inform the patient about the following: (1) roles and rights of both parties, (2)
crisis plan, (3) treatment plan, (4) limitations of data storing confidentiality in
TMH, (5) the process of collaborative care, (6) timeframes and protocol for
communication between sessions, and (7) conditions for in-person referral.

Set up & contingency procedure Prepare for potential connectivity or technology-related breakdowns by having
charged additional devices and alternative sources of internet connection.

Prescribing & lab tests Include PCP in prescribing, especially for controlled substances, and in the
process of requesting additional lab tests by extramural healthcare centres.

Collaborative Care Form multidisciplinary teams to provide collaborative care and ensure optimal
clinical management through TMH services.

Cultural sensitivity Train clinicians and support staff to be mindful of the values, beliefs and
practices of the patient population and to tailor the delivery of services to
meet their social, cultural and linguistic needs.

Administrative Documentation Ideally, use EHR systems to enter, store, and share patient data. As an
alternative, use encrypted online documents that can be locked.

Billing Set billing processes that use codes to protect patients’ health and
identity data.

Referral & Communication Prepare contingency plans for patients looking for in-person care referrals. Also,
set referral systems for patients deemed by clinicians to need in-person care.

Monitoring & Evaluation Clinical indicators Use standardised, validated, and culturally-adapted screening instruments for
clinical use before and through the course of treatment.

Non-clinical indicator Routinely collect data on number of patients served along with attendance and
adherence rates, number of sessions, waitlist periods, cost rates, and
satisfaction measures.

Workforce On-site personnel Provide training for staff on the identification, management and referral of
cases, and identify clear roles for implementation.

Off-site personnel Recruit tele-clinicians with adequate credentials and experience, technology
acumen and cultural competence, and provide tele-clinicians with on-going
tech training and ongoing tech support
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coordination processes of collaborative care, the time-
frames for asynchronous communications, a protocol
for contact between sessions, and the conditions
under which patients are referred to in-person treat-
ment (ATA, 2013).

Another important clinical issue is remote pre-
scribing and ordering of lab tests. To our knowledge,
there are no guidelines for remote prescribing of
medication in Lebanon. Hence, on-site PCPs may
need to be included in this process to avoid potential
errors in the names and dosages of prescribed con-
trolled substances. Similarly, when requested, lab tests
can be done on-site by the PHC nurse or support
staff, and in other cases the PCP can request more
elaborate testing from specialised healthcare centres.

Members such as tele-clinicians, telehealth naviga-
tors, nurses, primary care and supporting staff, may
benefit from being trained and educated not only on
the principles of telehealth but also on basic mental
health information including showing respectful care
and being mindful of stigma-related issues among
others. They need to be sensitive to cultural issues
such as religious and sectarian differences among
others, and to tailor services to meet the needs of
patients, socially, culturally, and linguistically
(Betancourt et al., 2003). Additionally, TMH services
require professionals and staff to abide by ethical
standards and recommended safeguards that ensure
good practice and patient privacy and autonomy
(Jones et al., 2014; Rosoff, 2015).

Finally, the coordination of care among different
team members is considered optimal for clinical man-
agement through TMH. The American College of
Physicians highlights the value of telehealth clinicians
consulting with onsite clinicians who work with the
patients regularly (Daniel et et al., 2015). In this con-
text it is important to involve patients in discussions
about privacy and how a multidisciplinary team
would communicate regularly in a manner that
ensures patient privacy and would work collabora-
tively to ensure care delivery (ATA, 2013). Ideally, a
common protocol for collaboration and communica-
tion between staff and professionals should be set to
manage their patients’ healthcare services, and
another that outlines their roles and responsibilities in
the presence of a mental health crisis.

Administrative guidelines

On the administrative level, several issues need to be
taken into consideration, mainly concerning docu-
mentation of patient data, billing procedures, referral

mechanisms, and internal communication.
Standardised documentation is essential to maintain
coordinated care between primary care physicians,
PHC staff, and tele-clinicians, to avoid duplication of
treatment, to track the patient’s progress and clinical
history, and to minimise adverse effects of potentially
incompatible drug interactions. Ideally, an Electronic
Health Record (EHR) system would facilitate the
entry, storage, and sharing of this data; however,
other procedures can be followed in Lebanon since
EHR systems are not yet widely adopted, such as
using encrypted online documents that can be locked
once signed in order to protect patient identity.
Furthermore, PHCs should have contingency plans
for patients who choose in-person care instead of
TMH, and for patients who are deemed by their clin-
ician to require a higher level of care beyond TMH
(ATA, 2013). Thus, professionals are required to be
familiar with local MHS to be able to make appropri-
ate referrals when needed. Finally, PHCs should have
standard billing procedures that protect the identity
and personal health of patients through coding proc-
esses that maintain confidentiality and anonymity.

Monitoring and evaluation

Optimal and continuous TMH delivery is contingent
on data-driven findings, especially that such informa-
tion is scarce and not widely available in Lebanon.
Accordingly, PHCs need to set up strong monitoring
and evaluation systems for data collection that would
guide related research for continuous improvement
and future implementations. These would include
TMH-generated data, evaluating clinical and non-clin-
ical outcomes, and non-TMH-generated data such as
long-term and population-level impact on mental
health outcomes. It is recommended for PHCs in
Lebanon to standardise their non-clinical and clinical
evaluations when setting up TMH systems to allow
for comparability of results, and to track long-
term progress.

Non-clinical outcomes include the volume of
patients served, attendance and adherence rates, num-
ber of sessions conducted, wait-list time, efficiency in
services, technical feasibility, cost-effectiveness, medi-
cation management, patient and clinician satisfaction,
and so on. These indicators are essential to gauge the
reach of TMH and the extent to which it improves
access to MHS. Non-clinical outcomes may be col-
lected and entered routinely by logging anonymous
patient and clinician information into pre-established
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data sheets in addition to brief satisfaction surveys
completed after each session.

Clinical outcomes include indicators such as stand-
ardised and psychometrically sound mental health
measures such as the GAD-7, and the PHQ-9, which
have been translated, adapted, and validated in the
Lebanese context (Sawaya et al., 2016). Other relevant
clinical outcomes may include lab-related measures as
urine and blood screens, such as in the case of sub-
stance use treatments. These outcomes are essential to
monitoring changes in symptoms, thereby assessing
the effectiveness of the interventions. In addition, this
data is essential to understand specific mental health
challenges across demographic groups and may ultim-
ately be used to pool nationally representative samples
for larger-scale research.

Workforce

The delivery of TMH requires the involvement of a
multidisciplinary team to coordinate its different
aspects, ranging from administrative and logistical
support to clinical applications, and follow-ups and
referrals. To ensure successful implementation, it is
crucial to identify the roles of staff members
(Mahmoud et al., 2020). Considering PHCs in
Lebanon, these may include on-site personnel such as
support staff, social workers and case managers (or
telehealth navigators), nurses, and in most cases a
PCP, in addition to off-site tele-clinicians such as psy-
chiatrists and psychotherapists.

Support staff manages administrative processes
such as scheduling, routine procedures, and basic
data collection. Due to their familiarity with the
PHC’s workflow, telehealth navigators support the
patient in navigating the TMH system, handle tech-
nology-related complications, coordinate referrals,
and external or internal communications, and pro-
vide oversight to daily operations (Mahmoud et al.,
2020). Telehealth navigators, support staff, and PCPs
are expected to have basic cultural sensitivity and
mental health knowledge in order to maintain
respect, to be non-discriminatory, and to avoid
potentially stigmatising attitudes and behaviours.
PHC personnel who have received the mhGAP train-
ing in Lebanon may be in charge of initial assess-
ment and screening, referral to specialised telecare,
and maintaining medical follow up as part of their
collaborative care.

As for tele-clinicians, and similar to in-person
practice, tele-psychiatrists conduct the formal men-
tal health and diagnostic assessment, set a plan for

treatment and medication management, and in col-
laboration with tele-psychotherapists, conduct the
psychological interventions. In addition to formal
education, training, and licensure, tele-clinicians
should have minimal competencies in navigating
the TMH system and being mindful of cul-
tural nuances.

Recommendations and future directions

To our knowledge, this paper is the first guide for
TMH implementation that contextualises international
guidelines to LMICs, using the Lebanese, setting as an
example, and that offers a roadmap for professionals
and clinicians to adopt TMH. Given the increase in
attention regarding TMH following the COVID-19
crisis (MoPH, 2020), this work will support TMH
implementation in Lebanon and other LMICs.
Although we focussed on Lebanon, many of our
guidelines are still applicable elsewhere. We acknow-
ledge the limitations of this work, namely that the
guidelines lack prior testing in Lebanon which is
going through significant socio-political, economic,
and healthcare difficulties which may limit TMH
adoption. Despite the demonstrated potential of TMH
to expand access to MHS, it is important to comple-
ment it with increased advocacy, research, public
exposure and education regarding mental health, and
to combat stigma. Ideally, these areas should involve
collaborations between the public and private sectors
and include academic institutions and profes-
sional societies.

TMH has unique potential in bolstering the
momentum that the NMHP has started in Lebanon
by complementing MHS, especially in PHC settings.
Given the NMPH’s commitment to improving access
to high-quality MHS their recent venture into e-
Health with the “step-by-step” programme (Abi
Ramia et al., 2018), large-scale TMH adoption is a
logical, cost-effective, and sustainable next step.
However, TMH is not the panacea for the mental
health care gap in Lebanon. Improving access to
MHS requires a comprehensive governmental effort
and the development of regulations that support par-
ity for expanding mental health coverage within both
public and insurance plans, as this may facilitate
MHS utilisation. Additional funding is also crucial to
support the integration of TMH into healthcare insti-
tutions, its implementation, and continuous monitor-
ing and evaluation, in order to ensure ongoing quality
improvement in healthcare delivery.
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